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). 2010
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 2010 or fiscal plan year beginning  01/01/2010 and ending  03/31/2010
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; 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 Check 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 001
ARTROMICK INTERNATIONAL, INC. SAVINGS PLAN number (PN) »
1c Effective date of plan
01/01/1989
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)
ARTROMICK INTERNATIONAL, INC. 31-1594763
2C Sponsor's telephone
number

614-322-3200

4800 HILTON CORPORATE DRIVE -
COLUMBUS, OH 43232-4150 2d Business code (see
instructions)

423990

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. 03/07/2011 KAY BOVEE
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 (2010)

v.092307.1




Form 5500 (2010) Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)

4800 HILTON CORPORATE DRIVE

ARTROMICK INTERNATIONAL, INC.

3b Administrator's EIN
31-1594763

COLUMBUS, OH 43232-4150

3C Administrator’s telephone
number
614-322-3200

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 5 183

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 0
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b 0
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C 0
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 0
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 0

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
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 0
h  Number of participants that terminated employment during the plan year with accrued benefits that were

€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 0

Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) .......| 7

8a

2E 2F 2G 23 2K 3H 2T 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) X| Insurance (1) X' Insurance
2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
(3) K| Trust ?) 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) R (Retirement Plan Information) 1) X H (Financial Information)
2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) X i A (Insurance Information)
actuary 4) X C (Service Provider Information)
©) D SB (Single-Employer Defined Benefit Plan Actuarial (5) z D (DFE/Participating Plan Information)

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» File as

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

an attachment to Form 5500.

2010

This Form is Open to Public

Inspection
For calendar plan year 2010 or fiscal plan year beginning ~ 01/01/2010 and ending 03/31/2010
A Name of plan B Three-digit 001
ARTROMICK INTERNATIONAL, INC. SAVINGS PLAN plan number (PN) >

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

D Employer Identification Number (EIN)

ARTROMICK INTERNATIONAL, INC. 31-1594763
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
STANDARD INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From (9) To
93-0242990 69019 802458 0 01/01/2010 03/31/2010

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees pai

d

1727

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

JHW FINANCIAL SERVICES INC

4340 REDWOOD HWY STE A23
SAN RAFAEL, CA 94903

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1727

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2010
v.092308.1



Schedule A (Form 5500) 2010 Page Z-E

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2010

Page 3

Part Il

Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account at year end..................c.cccocooveveverereeeeueecene... 4
5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P N/A
D Premiums PaId t0 CAIMTIET ........c.ouivoveeee ettt e et s et es e st e s e ene s et ee et ennenesenansssenensnenans 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POIICY, ENLET AMOUNLT...........c.ueiiiiiee et e e e s e e e snr e e e snnee s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
©) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) [X| deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end of the PrEVIOUS YOI ...............cocvvieieeeeeeeeeeeeeeeeeeeeeeeeee et ee et l 7b 1948750
C Additions: (1) Contributions deposited during the year................cccevevevernnen, 7c(1) 0
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2) 7471
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3) 0
(4) Transferred from SEPArate aCCOUNt ...........ccveveeverirererererieeses e eaan) 7c(4) 0
(5) Ot (SPECIY DEIOW)....cccceeveeeeeveeeresecerenesesiesenssescssessseceseesseoe 7c(5) 1048
p LOAN PAYMENTS
(6)Total additions 7¢(6) 8519
d Total of balance and additions (@dd b AN C(B)). ....cevvrveriruiiieeieerceeeeeee et eee et 7d 1957269
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 1949536
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2) 7490
(3) Transferred to SEPArate ACCOUNL ..........c.c.veveverereeeseeeeseseeeesenssseeessennennend 7¢e(3) 243
(4) Other (specify below) | 7e(4)
4
(5) TOAl ABAUCHONS ........oveviee ettt sttt en e st s en e st ensenee s e 7e(5) 1957269
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccovueiuerererreeeeeeeeeeereeseeeeeeerereeeeseeeneneens 7f 0




Schedule A (Form 5500) 2010 Page 4

Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccoceeneenneennnn.
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3)
(4) Earned ((1) + (2) = (3)) ceveeerrvreeermreemniieeenireesnieee e
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3)
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......cuvviueieriieteeeieteetetete et eseere et te s tes e et te s eteaeeseaeanas 9c(1)(A)
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B)
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C)
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D)
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E)
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F)
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G)
(H) TOLAI FEEEMEION ....evieieee ettt ettt ettt ettt et et e e et e s et ese et ete s et ese et ete e et eaese s etess et esensetessseesensatesseeenin 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. .. 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEr ...........ccociiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............c.ccceeeee. 10b
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. »



H ; ; OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500) 2010
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab )
Employee Bgr?;ritgnggcﬂrityaAg%inistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|0n.
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 03/31/2010
A Name of plan B Three-digit 001
ARTROMICK INTERNATIONAL, INC. SAVINGS PLAN
plan number (PN) 4

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

D Employer Identification Number (EIN)
ARTROMICK INTERNATIONAL, INC.

31-1594763

Part | |(Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ............. Yes D No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
STANCORP FINANCIAL GROUP

93-1253576

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2010

v.092308.1



Schedule C (Form 5500) 2010 Page 2-@

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2010

Page 3

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

STANCORP FINANCIAL GROUP

93-1253576
(b) (c) (d) (e) () 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
12 15 18 50 |NONE 21441

Yes D No

Yes D No [[

Yes D No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes |:[ No D

Yes D No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No |:|

Yes D No D

Yes D No D
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(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

®)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No |:|

() Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No |:[

Yes D No |:[

Yes |:| No D
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part I | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Schedule C (Form 5500) 2010

Termination Information on Accountants and Enrolled Actuaries (see instructions)

Part IlI
(complete as many entries as needed)
b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C Position:
€ Telephone:

d Address:

Explanation:

b EIN;

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN;

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE D DFE/Participating Plan Information
(Form 5500)

Department of the Treasury

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee

Internal Revenue Service Retirement Income Security Act of 1974 (ERISA). 2010

Department of Labor » File as an attachment to Form 5500.
Employee Benefits Security Administration

This Form is Open to Public

Inspection.
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 03/31/2010
A Name of plan B Three-digit
ARTROMICK INTERNATIONAL, INC. SAVINGS PLAN 001
plan number (PN) >
C Plan or DFE sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ARTROMICK INTERNATIONAL, INC. 31-1594763

Part |

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE: SEPARATE ACCOUNT A

b Name of sponsor of entity listed in (a):

STANDARD INSURANCE COMPANY

d Entity p €  Doallar value of interest in MTIA, CCT, PSA, or

C EIN-PN 93-0242990-005 code 103-12 IE at end of year (see instructions) 0

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule D (Form 5500) 2010

v.092308.1
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

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

2010

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending  03/31/2010
A Name of plan B  Three-digit
ARTROMICK INTERNATIONAL, INC. SAVINGS PLAN 001
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500
ARTROMICK INTERNATIONAL, INC.

31-1594763

D Employer Identification Number (EIN)

Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash ..o la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTIDULIONS ... 1b(1)
(2) Participant CONTBULIONS ...............oveveeeereieeeeeseseeeeeeseeees s sese s 1b(2)
(B) OHNBT .ttt eenees 1b(3)
C General investments:
Q) Interest-b_earing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) ettt
(2) U.S. GOVEINMEN SECUMLIES ........cevoeereeeeeeeeeseeeese e en s 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEM ..ot 1c(3)(A)
(B) Al OtNET ..ot 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred... 1c(4)(A)
(B) COMMON ..., 1c(4)(B)
(5) Partnership/joint venture interests ................... 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PartiCiPants) .............ccoeeveueveeeriesesinsessessenessenens 1c(7)
(8) PartiCIPANT IOANS ........ovoveeeeeeeeeeeeeeeeeee e s s 1c(8) 112462 0
(9) Value of interest in common/collective truStS...............ocoovevevrererereeennn. 1c(9)
(10) Value of interest in pooled separate aCcCoUNtS...........cccveeereereirerreeerennes 1c(10) 4410663 0
(11) Value of interest in master trust investment accounts .............ccoccceeenee. 1c(11)
(12) Value of interest in 103-12 investment entities ...............oococvveerevreeeann. 1c(12)
(13) \f/uz:;:tég)of interest in registered investment companies (e.g., mutual 1c(13)
oIS e et | rea) 1048750 0
(15) ONET ...ttt 1c(15)

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

Schedule H (Form 5500) 2010
v.092308.1
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1d Employer-related investments:

(a) Beginning of Year

(b) End of Year

(1) EMPIOYET SECUMLES ........vvveveieeeeseeeeee et eeseseeetee et 1d(1)
(2) EMPIOYET 1Al PrOPEILY ...t eeesesees s seneen s ns s 1d(2)
€ Buildings and other property used in plan operation..........cc.ccceevveeeeniieeesineenns le
f Total assets (add all amounts in lines 1a through 1€) .........cccccccevvevveereveriernnnn. 1f 6471875 0
Liabilities
g Benefit Claims PAyADIE ........coereiicieiriee e 1g
N Operating PAYADBIES ...........cc.oveiieeceeieeeeeeceee e 1h
I AcQUISItIoN INAEDLEANESS ... 1
J Oher TABlIES. ......cvovvveeceiecieece e 1j
K Total liabilities (add all amounts in lines 1g through1j) .......cccccccoevevrrercrrrennnne. 1k 0 0
Net Assets
| Net assets (subtract line 1k from liN@ 1f).........cccevrveurvereereeerereeeereeees e 1 ‘ 6471875 0
Part Il |Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. 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. MTIAs, CCTs, PSAs, and 103-12 |Es do not complete

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
a Contributions:
(1) Received or receivable in cash from: (A) Employers.........ccccoceviiveininnenns
(B)  PArICIPANTS ...eeeiiiieeiiiee ettt
(C) Others (iNCluding rOIIOVEIS) ......ccooiiieiiiii e
(2) Noncash CONLHBULIONS .........coiiiiiiiiiie i
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .................
b Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIt) .......ccevviiiiiiiiii e

(B) U.S. GOVErNMENt SECUNLIES .....cvvieureeiiiiiiie ittt
(C) Corporate debt INStTUMENLS .........coocviiiiieiiiiieiee e
(D) Loans (other than to participants) .........cccccceeuveieeriieiieenieeee e
(E) Participant loaNnS .........ccveiiiiiieiiieiee et
(F) ORI .
(G) Total interest. Add lines 2b(1)(A) through (F) .....cccccovieiiiiiiiniiiiien

(2) Dividends: (A) Preferred StOCK........ccciiiiiiiiiiiiiiiciccerceecec e
(B)  COMMON SEOCK .....uviirieiieiitiesiee sttt
(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(B) RENES .t

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...........ccccueeenne.
(B) Aggregate carrying amount (See iNStructions) ............cceceeeveeriiieinennns
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................

(a) Amount

(b) Total

2a(1)(A)

2a(1)(B)

2a(1)(C)

2a(2)

2a(3)

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

3199

2b(1)(F)

7471

2b(1)(G)

10670

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)




Schedule H (Form 5500) 2010

Page 3

2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate..............ccoo.......

(B)  OtNET . e

(C) Total unrealized appreciation of assets.
Add [iNes 2b(5)(A) aNd (B)....ccoiueieiiiiieaiiie e

(6) Net investment gain (loss) from common/collective trusts.............ccccceeenee
(7) Netinvestment gain (loss) from pooled separate accounts...............ccee.....
(8) Net investment gain (loss) from master trust investment accounts ............

(9) Netinvestment gain (loss) from 103-12 investment entities ..............c.......

(10) Net investment gain (loss) from registered investment
companies (€.g., Mutual fuNdS).........cccceeiiiieeiiire e

C Other INCOME..... ittt
d Total income. Add all income amounts in column (b) and enter total......................
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers ..............
(2) To insurance carriers for the provision of benefits.........cccccveveiviive e,
2 T 1T USSP
(4) Total benefit payments. Add lines 2e(1) through (3)......cccccevveveviiineeiiieennns
Corrective distributions (S€e INStrUCIONS) ........cueiiiiiiiiiiiie e

Certain deemed distributions of participant loans (see instructions).................

oKQ

INEEIEST EXPENSE. ..ottt e et e et e e e e e e

Administrative expenses: (1) Professional fees.........cccoooviiiiiieiiiiiiiiienieen,
(2) Contract adminiStrator fEES.........cccvveiiireeriiee e s e see e se e seee e e
(3) Investment advisory and management fEeS .........ccccevvveeevieesiiieesieee s
[y T 1 - SRS
(5) Total administrative expenses. Add lines 2i(1) through (4).........ccceevvveennns
j Total expenses. Add all expense amounts in column (b) and enter total.........
Net Income and Reconciliation

k Net income (loss). Subtract line 2j from line 2d

| Transfers of assets:
[0 T o R {3 ] - L S OUSSSRNS
(2) From thisS PIAN ....ccvieeeiiie et e e e e et e e enae e

(a) Amount

(b) Total

2b(5)(A)

2b(5)(B)

2b(3)(C)

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

2c

2d

-70474

-59804

2e(1)

6371156

2e(2)

2e(3)

2e(4)

2f

29

2h

6371156

22753

2i(1)

2i(2)

18162

2i(3)

2i(4)

2i(5)

2j

18162

6412071

2k

21(1)

21(2)

-6471875

Part Ill | Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):

@[] unquaiified  (2)[ ] Qualified 3) [ pisclaimer @) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?

E Yes |:| No

C Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name: GBQ PARTNERS LLC

(2) EIN: 20-2122306

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
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Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l.
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.)...... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is X
CRECKEA.) .ttt b ettt e ettt et b et 4b
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........cccccvviviveennnns 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is X
(o1 Lol (=T 1 TP PP TP PR RUPI 4d
€  Was this plan covered by a fidelity BONA?.............ccoviioiiiececececceee e 4e X 1000000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
BY fraud OF GISNONESIY? ......c..oeveivieeeeceeeeee e 4f 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? .........ccccceceevvvveeiceeesiveeenns 4q 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? ......... ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMents.)..........ccccceiiiiiiiiiii i 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIreMENTS.).......coouiiiiiiiieii e 4 X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC?.........cccocviiiiiiiiiiiii e Ak X
| Has the plan failed to provide any benefit when due under the plan? ..........cccccooieiiiiiiniciene 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.00L3.) coovvoe oo am 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. .......cccceviiveevinnene 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..............ccccceeenueee. Yes |:| 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)




OMB No. 1210-0110

SCHEDULE R Retirement Plan Information

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 2010 or fiscal plan year beginning 01/01/2010 and ending 03/31/2010
A Name of plan B Three-digit
ARTROMICK INTERNATIONAL, INC. SAVINGS PLAN plan number 001
(PN) 4

C Plan sponsor's name as shown on line 2a of Form 5500
ARTROMICK INTERNATIONAL, INC.

D Employer Identification Number (EIN)

31-1594763
‘ 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): 93-0242990
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 any Preferf@d STOCK? ........c.c.ovovououcueecceeeeeteeeeeeeeeeee et e et e st ee et es s s eses et ean s eees e st e s s s ean s s eseesaeanaeeeaeas : Yes |:| No
b Ifthe _ESOP has an outgta_r?ding 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? ..........cc.cccooovorooeoncononcnnnnnns []ves [] No

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

Schedule R (Form 5500) 2010
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| 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):
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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):
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Partners

To the Plan Administrator
Artromick International, Inc.
Savings Plan

Independent Auditors’ Report

We were engaged to audit the accompanying statements of net assets available for
benefits of the Artromick International, Inc. Savings Plan as of March 31, 2010 and
December 31, 2009, and the related statements of changes in net assets available
for benefits for the three months and year then ended, respectively. These financial
statements are the responsibility of the Plan’s management.

As permitted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and
Regulations for Reporting and Disclosure under the Employee Retirement Income
Security Act of 1974, the plan administrator instructed us not to perform, and we did
not perform, any auditing procedures with respect to the investment information
summarized in the notes to the financial statements, which was certified by the
Standard Insurance Company, the custodian of the Plan, except for comparing such
information with the related information included in the financial statements. The
plan administrator has obtained certifications from the custodian as of March 31,
2010 and December 31, 2009, and for the three months and year then ended,
respectively, that the information provided to the plan administrator by the
custodian is complete and accurate.

Because of the significance of the information that we did not audit, we are unable
to, and do not, express an opinion on the accompanying financial statements taken
as a whole. The form and content of the information included in the financial
statements, other than that derived from the information certified by the custodian,
have been audited by us in accordance with auditing standards generally accepted in
the United States of America and, in our opinion, are presented in compliance with
the Department of Labor’s Rules and Regulations and Disclosure under the Employee
Retirement Income Security Act of 1974.

As discussed in the notes to the financial statements, the Plan has been terminated,
and all assets of the Plan have been distributed. In accordance with accounting
principles generally accepted in the United States of America, the financial
statements are presented on the liquidation basis of accounting.

BBA fur frers 11-C

Columbus, Ohio
January 12, 2011



ARTROMICK INTERNATIONAL, INC,
SAVINGS PLAN

Statements of Net Assets Available for Benefits

March 31, 2010 and December 31, 2009

2010
(Liquidation Basis) 2009

Assets
Investments, at fair value:

Pooled separate accounts $ : - $ 4,410,663

Insurance contract . - 1,948,750

Participant loans - 112,462
NET ASSETS AVAILABLE FOR BENEFITS $ - $ 6,471,875

The accompanying notes are an integral part of the financial statements.
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ARTROMICK INTERNATIONAL, INC.

- SAVINGS PLAN

Statements of Changes in Net Assets Available for Benefits

For the Three Months Ended March 31, 2010 and Year Ended December 31, 2009

Additions to Net Assets Attributed to:
Investment income:

Net appreciation in fair value of investments

Interest and dividends

Contributions:
Employees
Employer
Rollover

Total additions

Deductions from Net Assets Attributed to:

Net depreciation in fair value of investments
Benefits paid
Administrative expenses

Total deductions

Net (decrease) increase

Net Assets Available for Benefits:
Beginning of year

End of year

2010
(Liquidation Basis) 2009

- 1,036,787

10,670 69,813

10,670 1,106,600

- 538,539

- . 164,069

- 3,377

- 705,985

10,670 1,812,585

70,474 , -

6,393,909 480,317

18,162 6,816

6,482,545 487,133

6,471,875) 1,325,452

6,471,875 5,146,423
- 6,471,875

The accompanying notes are an integral part of the financial statements.
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ARTROMICK INTERNATIONAL, INC.
SAVINGS PLAN

Notes to Financial Statements

March 31, 2010 and December 31, 2009

Plan Description

The following description of the Artromick International, Inc. Savings Plan (the Plan) provides
only general information. Participants should refer to the Plan agreement for a more
complete description of the Plan’s provisions.

General

The Plan was a defined contribution plan covering substantially all employees of Artromick
International, Inc. (the Company) who completed at least six months of service and attained
age 21, as defined in the Plan agreement. The Plan was established in 1989 and was subject
to the applicable provisions of the Employee Retirement Income Security Act (ERISA). The
Plan was amended and restated effective August 1, 2009 to comply with new regulations
affecting the Plan. During November 2009, the Company was acquired and all employees
became eligible to participate in the acquiring entity’s pension plan. Effective January 1,
2010, the Company terminated the Plan and all plan assets were distributed during 2010.
Participants became 100% vested in their employer contributions upon termination of the
‘Plan.

The Company paid substantially all administrative expenses of the Plan, except for the
administrative costs relating to the processing of investment transactions.

Contributions

Each vyear, participants were allowed to contribute up to 100% of pre-tax annual
compensation, as defined in the Plan agreement. Participants who had attained age 50
before the end of the Plan year were eligible to make catch-up contributions. Participants
were also allowed to contribute amounts representing distributions from other qualified
defined benefit or contribution plans.

The Plan also provided for Company matching contributions to each participant based on their
elective deferrals in a percentage set by the Company at the end of each Plan year. During
2009, the Company made matching contributions that were equal to 50% of employee
contributions up to a maximum of 6% of the employee’s wages. No matching contributions
were made during 2010.

In addition to the matching contributions, the Plan provided for discretionary contributions by
the Company, which was determined and approved by the Board of Directors annually. No
discretionary contributions were made in 2010 or 2009. Contributions were subject to
certain limitations. '

Upon enrollment in the Plan, a participant was able to direct employee and employer .
contributions to a combination of the various investment options that the Plan offered.
Participants were allowed to change their investment options at any time.



ARTROMICK INTERNATIONAL, INC.
SAVINGS PLAN

Notes to Financial Statements

March 31, 2010 and December 31, 2009

Plan Description (continued)

Participant Accounts

Each participant’s account was credited with the participant’s contribution and allocations of
(a) the Company’s contribution, (b) Plan earnings, and (c) administrative expenses.
Allocations were based on participant earnings or account balances, as defined in the Plan
agreement. The benefit to which a participant was entitled was the benefit that could be
provided from the participant’s vested account. ’

Vesting

Prior to the Plan’s termination, participants were immediately vested in their contributions
and rollovers, plus actual earnings thereon. Upon death, disability or attainment of
retirement age, the participant’s interest in the qualified matching or discretionary
contributions and earnings thereon became fully vested. If a participant’s employment was
terminated prior to any of these conditions being met, vesting in the qualified matching
contributions, and earnings thereon, was based on years of continuous service. Participants
were vested in the applicable percentage of such matching contributions as follows:

Years of Service Vesting Percentage

Less than 2 years 0% N
20%
40%
60%
80%

100%

AU~ WN

Participant Loans

The Plan provided for participant loans. Participants were allowed to borrow a minimum of
$1,000 up to a maximum equal to the lesser of $50,000 or 50% of their vested account
balance. The loans were secured by the balance in the participant’s account and bore
interest at rates that ranged from 3.25% to 9.25% during 2009, which were commensurate
with local prevailing rates as determined by the Plan administrator. Principal and interest
were paid ratably through bi-weekly payroll deductions.

Payment of Benefits

The Plan provided for participants to receive distributions from their accounts in the form of a
lump- sum distribution in cash or rollover the balance into another qualified plan upon
termination of service, death, retirement or disability. In addition, the Plan included
provisions for employees to make in-service withdrawals from their account under either
certain “hardship” circumstances or once they attained age 59>,



ARTROMICK INTERNATIONAL, INC.
SAVINGS PLAN

Notes to Financial Statements

March 31, 2010 and December 31, 2009

Plan Description (continued)

Forfeited Accounts

At December 31, 2009, forfeited non-vested accounts totaled $3,542. During 2010 and

2009, forfeitures used by the Plan to pay administrative expenses totaled $3,545 and

$5,461, respectively. There were no forfeited non-vested accounts at March 31, 2010.
Summary of Significant Accounting Policies

Use of Estimates

The preparation of financial statements in conformity with accounting -principles generally
accepted in the United States of America requires management to make estimates and
assumptions that affect the reported amounts of assets and liabilities and changes therein,
and disclosure of contingent assets and liabilities. Actual results could differ from those
estimates. - '

Investment Valuation and Income Recognition

The Plan’s investments were stated at fair value. Fair value was the price that would be
received to sell an asset or paid to transfer a liability in an orderly transaction between
market participants at the measurement date.

Purchases and sales of securities were recorded on the trade date. Interest income was
recorded as earned and dividend income was recorded on the ex-dividend date. - Net
appreciation (depreciation) included the Plan’s gains and losses on investments bought and
sold as well as held during the year.

Payment of Benefits

Benefits were recorded when paid.



ARTROMICK INTERNATIONAL, INC.
SAVINGS PLAN

'Notes to Financial Statements

March 31, 2010 and December 31, 2009

Information Prepared and Certified by Custodian

The following information included in the accompanying financial statements was obtained
from data that has been prepared and certified to as complete and accurate by Standard
Insurance Company (Standard), the custodian of the Plan, at March 31, 2010 and
December 31, 2009. Investments that represent 5% or more of the Plan’s net assets are
separately identified. :

March 31, 2010 December 31, 2009

Pooled Separate Accounts:

Dodge & Cox Intl Stock Fund $ - $ 659,707
T. Rowe Price Growth Stock Fund - 659,442
Federated Mid-Cap Fund ' - 597,886
Davis New York Venture Y Fund - 584,672
Rainier Small/Mid Cap Eq Instl Fund - 491,687
BlackRock LC Value I Fund - 366,884
Others : - 1,050,385
Stable Asset Fund II - 1,948,750

Participant Loans -

112,462

$ - $ 6,471,875

Standard has also certified to the completeness and accuracy of the following related to the
aforementioned investments for the three months ended March 31, 2010 and year ended
December 31, 2009:

2010 2009
Net (depreciation) appreciation in fair
value of investments $( 70,474) $1,036,787
Interest and dividends 10,670 69,813

Fair Value Measurements

Financial Accounting Standards Board (FASB) Accounting Standards Codification (ASC) 820,
Fair Value Measurements and Disclosures, provides the framework for measuring fair value.
That framework provides a fair value hierarchy that prioritizes the inputs to valuation
techniques used to measure fair value. The hierarchy gives the highest priority to
unadjusted quoted prices in active markets for identical assets or liabilities (Level 1
measurements) and the lowest priority to unobservable inputs (Level 3 measurements). The
three levels of the fair value hierarchy are described as follows:

Level 1 Inputs to the valuation methodology are unadjusted quoted
prices for identical assets or liabilities in active markets that the
Plan has the ability to access.



ARTROMICK INTERNATIONAL, INC.
SAVINGS PLAN

Notes to Fihancial Statements

March 31, 2010 and December 31, 2009

Fair Value Measurements (continued)
Level 2 Inputs to the valuation methodology include:

e Quoted prices for similar assets or liabilities in
active markets.

o Quoted prices for identical or similar assets or
liabilities in inactive markets.

e Inputs other than quoted prices that are
observable for the asset or liability.

o Inputs that are derived 'principally from or
“corroborated by observable market data by
correlation or other means.

If the asset or liability has a specified (contractual) term, the
Level 2 input must be observable for substantially the full term
of the asset or liability.

Level 3 Inputs to the valuation methodology are unobservable and
© significant to the fair value measurement.

The asset or liability’s fair value measurement level within the fair value hierarchy is based
on the lowest level of any input that is significant to the fair value measurement. Valuation
techniques used need to maximize the use of observable inputs and minimize the use of
unobservable inputs.

The following is a description of the valuation methodologies used for assets measured at fair
value. There have been no changes in the methodologies used at March 31, 2010 and
December 31, 2009.

Pooled Separate

‘Accounts: Valued at the net asset value of the respective
underlying investments reported by Standard.

Insurance Contract: Valued at fair value by discounting the related cash
flows to expected maturity, as well as taking into
account certain assumptions, such as participant
behavior, product management action and current
market conditions.

Participant Loans: Valued at amortized cost, which approximates fair

value.

10



ARTROMICK INTERNATIONAL, INC.
SAVINGS PLAN

Notes to Financial Statements

March 31, 2010 and December 31, 2009

Fair Value Measurements (continued)

The preceding methods described may produce a fair value calculation that may not be
indicative of net realizable value or reflective of future fair values. Furthermore, although the
Plan believes its valuation methods are appropriate and consistent with other market
participants, the use of different methodologies or assumptions to determine the fair value of
certain financial instruments could result in a different fair value measurement at the
reporting date.

The following table sets forth by level, within the fair value hierarchy, the Plan’s assets at fair
value as of December 31, 2009: ’

Level 1 Level 2 Level 3 Total

Pooled separate accounts $ - $4,410,663 $ - $ 4,410,663
Participant loans - - 112,462 112,462
Insurance contract - - 1,948,750 1,948,750

Total assets at fair value $ - $4,410,663 $ 2,061,212 $ 6,471,875

level 3 Gains and Losses

The following table sets forth a summary of changes in the fair value of the Plan’s level 3
assets for the three months ended March 31, 2010 and for the year ended December 31,
2009.

2010 2009

Insurance Participant = Insurance Participant

Contract Loans Contract 7 Loans

Balance, beginning of year $1,948,750 $ 112,462 $ 1,941,808 $ -88,455

Interest 7,471 - 64,083
Purchases, sales, issuances, ‘

and settlements (net) (1,956,221) (112,462) ( 57,141) 24,007
Balance, end of year $ - $ - $1,948,750 $ 112,462

11



ARTROMICK INTERNATIONAL, INC.
"SAVINGS PLAN

Notes to Financial Statements

March 31, 2010 and December 31, 2009

Tax Status

The Company adopted a prototype standardized profit sharing plan which received a
favorable opinion letter from the Internal Revenue Service on July 5, 2005, stating that the
Plan and related trust were designed in accordance with the applicable sections of the
Internal Revenue Code (IRC). The Plan was amended since receiving the opinion letter.
However, the Plan administrator and the Plan’s tax counsel believed that the Plan was
designed and operated in compliance with the applicable requirements of the IRC.

Party-in-Interest Transactions
Certain Plan investments were shares of pooled separate accounts and an insurance contract
managed by the asset custodian, as defined in the Plan agreement and, therefore, these
transactions qualify as party-in-interest transactions. Fees paid by the Plan to the custodian
for administrative expenses were $18,162 and $6,816 during 2010 and 2009, respectively.

Subsequent Events — Date of Evaluation

The Plan has evaluated subsequent events through January 12, 2011, the date the financial
statements were available to be issued.



Attachment to 2010 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name ARTROM CK | NTERNATI ONAL, | NC. SAVI NGS PLAN EIN: 31-1594763
Plan Sponsor's Name  ARTROM CK | NTERNATI ONAL, | NC. PN: 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value
* | STANDARD | NSURANCE CO STABLE ASSET FUND | I 0 0
* | STANDARD | NSURANCE CO POOLED SEPARATE ACCT A 0 0

* | PARTI CI PANT LQANS 3.25% TO 9. 25% 0 0




Form 5500

Department of the Treasury
internal Revenue Service

Department of Labor

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6047(e), and 6068(a} of the Internal Revenue Cede {the Code).

» Complete all entries in accordance with

OMB Nos. 1210-011¢
1210-008¢

£mployee Benefits Security

Administeation the instructions to the Form 5500,

Pengion Benefit Guaranty Corporation

2010

This Form is Open to Public
Inspection

| Parti | Annual Report Identification Information

DL/701/2010 and ending

For calendar plan year 2010 or fiscal plan year beginning

03/31/2010

D a multiple-employer plan; or

[I a muitiemployer plan;
[] a DOFE (specify)

A This return/report is for;
a single-empioyer plan;

D the first return/report; @ the final return/report;

B This return/report is:
D an amended return/report;

C Ifthe plan is a collectively-bargained plan, check here. . . ... ... ... . .. i e

@ Form 5558; D automatic extension;

D special extension (enter description)

D Check box if filing under:

@ a short pian year return/report (less than 12 months).

D the DFVC program,;

Part il '5:1';'| Basic Plan Information—enter all requested information

1a Name of plan ARTROMICK INTERNATIONAL, INC. SAVINGS
PLAN

1b Three-digit plan
number {FN} » 001

1¢ Effective date of plan
01/01/1989

2a Plan sponsor’s name and address (employer, if for a single-employer plan)
(Address should inciude room er suite no.)
ARTROMICK INTERNATIONAL, INC.

4800 HILTON CORPORATE DRIVE

COLUMBUS OH  43232-4150

2b Employer ldentification
Number (EIN)
31-1594763

L 2¢ Spansor's telephone
number
(614)322-3200

2d Business code (see
instructions}

423980

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

Under penaities of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules

statements and a )tatffl\rents/ﬁe well as t

lectranic version of this retum/report/and to the best of my knowiedge and belief, it is true, correct, and complete,

W72

Slgﬂature of plan admmlstrator Date

Enter name of individual signing as plan administrator

Signature of employer/plan sponsor

Date Enter name of indivigual signing as employer or ptan sponsor

= 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 (2010)
v.0823071




Form 5500 (2010) Page 2

3a Plan administraior's name and address {if same as plan sponsor, enter “Same”) 3b Administrator's EiN
SAME

3¢ Administrator’s felephone
number

4 If the name and/er 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 returnfreport:

a Sponsor's name 4c PN

5  Total number of participants at the beginning of the plan year 5 183

6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, Bb, 6¢, and d).

A ACHVE PAMTICIPANIS et rirevr e rrrr et E b EeaTeeer e e RA bbb r et n e r et esn et mse s sbennssenennenne] O ¢
b Refired or separated paricipants reCeiviNg DENETILS. .......oovoo et eee st eeeseeeres st sees s sesseresectnrerarsnser e esneene] | OEY 0
€ Other retired or separated participants entitled to futtre BenefitS.........cciriice e e esesesenenne] | BC 0
o Subtotal. Add 1liNBs 68, BB, BNR0 BCuiiviiriieer e s renssee e s ste e sttt s bbbt sbs st sts b nssast e snessenssseesennrnenen] OO 0
@ Deceased participanis whose beneficiaries are receiving or are entitled to receive benefits........cocc.oii i ciee e, Ge 0
£ TOMAl AJGHNES BH AN B8 covreericeieeeeeerecerieeies et ene s cemaeeees et ees et sesssssss s s sssssn s sssssanenssssssssssreserronmsnnesoenn] | BF 0
d Number of participants with account balances as of the end of the plan year (only defined confribution ptans

COMPIBLE TS IBIM). o eoceseieireies s a5 st snsssss e sseensnne O 0
h Number of participants that terminated employment during the plan year with accrued benefits that were :

1255 than TO0% VESIE.......ovivsssiceeeecvessesssssssiesssssssssssssessssotsmsmesnssssssoememsamsesessesersssesnsensnseseseessasesesesessssnrmemsamsreeserrosamesssrssnensoennd  OF 0

7  Enter the total number of employers obligated to contribute to the plan {only multiemployer pfans complete this item) ...} 7

8a I the plan provides pension benefiis, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

2E 2F 2G 2J ZK 3H 2T 3D
b if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

9a Pian funding arrangement (check alt that apply} o 9b Plan benefit arangement {check afl that apply)
(1) E Insurance (1 E Insurance
{2} I Code section 412(e}(3)} insurance contracts {2} I Code section 412{e)(3) insurance contracts
(&Y} Trust 3) 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)

a Pension Schedules b Generat Schedules
{f R {Retirement Plan Information) {n X H (Financial information)
(2) MB (Multiemplover Defined Benefit Plan and Certain Money {2) I {Financial Information — Smakl Plan)
Purchase Plan Actuarial Information} - signed by the plan (3) b ..M..::Lm A (Insurance Information)
actuary {4) R C (Service Provider Information)
3} |:| 8B (Single-Employer Defined Benefit Pian Actuarial {5) i D (DFE/Participating Plan Infermation}
Infarmaticn) - signed by the plan actuary {5) G {Financial Transaction Schedules)




SCHEDULE A Insurance information
OMB No. 1210-0110
(Form 5500)
Department of the Treasliry This schedule is required to be filed under section 104 of the
Internal Reverus Service Employee Retirement income Security Act of 1974 (ERISA). 2010
D f Lab .
Employes s:r?:fizngzicaritya:ﬁninistrauon » File as an attachment to Form 5500.
Pension Benefit Guaranty Gorporation » Insurance companies are reguired to provide the information This Form is Open to Public
pursuant to ERESA section 16G3(a)(2). inspection
For calendar plan year 2010 or fiscal ptan year beginning 01/01/2010 and ending 03/31/2010
A Name of plan B Three-digit
plan number (PN) » 001

ARTRCMICK INTERNATIONAL, INC. SAVINGS PLAN

C Plan sponsor's name as shown on line 2a of Form 5500, D Employer ldentification Number (EIN)

ARTROMICK INTERNATIONAL, INC. 31-1594763

Information Concerning Insurance Confract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts i and il can be reported on a single Schedule A.

1 Coverage Information:

{a} Name of insurance carrier

Standard Insurance Company

(e) Approximate number of Policy or contract year
(¢} NAIC {d} Contract or o
b} EIN ) i ersons covered at end of
{b) code identification number P policy or contract year (i From {g) To
93-02422%0 69019 802458 0 01/01/2010 03/31/2G10

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in
descending order of the amount paid.

{a) Total amount of commissions paid j (.b) Total amount of fees paid
1,727 0

3 Persons receiving commissions and fees. {Complete as many eniries as needed to report all persons).

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
JHEW FINANCIAL SERVICES INC
4340 REDWOOD HWY STE AZ3

SAN RAFAEL CA 84903
(b) Amourt of sales and base Fees and other commissions paid
commissions paid {c) Amount [ {d) Purpose {e} Organization code
1,727 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

{b) Amount of sales and base Faes and other commissions paid
commissions paid {c) Amaount i (d} Purpose {e) Organization code
For Paperwork Reduction Act Notice and OME Control Numbers, see the instructions for Form 5500. - Schedute A (Form 5500) 2010

v.082308.1
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{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

{b) Amount of sales and base

commissions paid {c} Amount {d) Purpcse

{e) Crganization
code

{a)} Name and address of the agent, broker, or other person o whom commissions or fees were paid

{b) Amount of sales and base Fees and other commissions paid

commissions paid {c} Amount {d} Purpose

{e} Organization
code

(a) Name and address of the agent, broker, or other person to whom cormmissicns or fees were paid

{b) Amount of sales and base Feaes and other commissions paid

commissions paid {c) Amount {d) Purpose

{e} Organization
code

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b} Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount {d} Purpose

{e} Organization
code

(a) Name and address of the agent, broker, or cther person {o whom commissions or fees were paid

Fees and other commissions paid

{b} Amount of sales and base

commissions paid {c} Amount {d) Purpose

{e) Organization
code
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1 Investment and Annuity Contract Information

this report.

Where individuat contracis are provided, the entire group of such individua! contracts with each carrier may be treated as a unit for purposes of

4 Current va]ue of plan’s iterest under this contract in the general account at yearend ... e, 4 0
5 Current value of plan’s interest under this contract in separate AccoUNts at Year end ..o ovcorcnieceonrieee e 3 0
6 Contracis With Allocated Funds:
a  Siate the basis of premium rates P N/A
D Premiums Pait 10 GAITIEE .. oot b s s s emaas b 6b
€ Premiums due but unpaid at the end of the year .. 6c
d Ithe carmier, service, or other organization incurred any spec:flc costs in connection W|th the acqmsation or 6d
retention of the contract or policy, enter amount...
Specify nature of costs P
e Type of contract: (1) D individual policies 2) [I group deferred annuity
3) [] other (specify) P
f 1fcontract purchased, in whole or in part, to distribute benefits from a terminating plan check here

r (]

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) @ deposit administration {2) D immediate participation guarantee
(3} D guaranteed investment {4) D other P

b Balance at the end of the previous year ..........c...cccu.

C  Additions: (1) Contributions deposited during the year

d Total of balance and addlt!ons (add b and c(ﬁ)) ...............................................................
€ Deductions:

f

(2) Dividends and eredits ... e

3) interest credited during the year........ i

(
(4) Transferred from separate account ...
(

5) Other (specify BeloW)... i ] _

p Loan Payments

(6)Total additions ..

3,519

1,957,269

(1) Disbursed from fund to pay benefits ar purchase annuities during year

1,945, 536]

(2) Administration charge made by Carmer ..o

Te(1)
7e(2) 7,490]
7e(3) T

)
(3) Transferred to separate BCCOUNE ... e
{4) Other (specify BeIOW) ...

[ Te@®

w

(5) Total deductions .. .
Balange at the end of the current year (subtract e(5) from d)

7e(5)

1,857,269

7f

0
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| Welfare Benefit Contract information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization{s), the

the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,

8 Benefit and contract type {check all applicabie boxes}

a D Health (other than dental or vision) b D Cental c [I Vision d D Life insurance
e D Temporary disability {accident and sickness) D Long-term disability g D Supplemental unemplayment  h D Prescription drug
D Stop loss (large deductible) i |:| HMOC contract k [l PPO contract | [:I Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amouni received... DFUURNVROUSOOREONEVUOTReRpRRevRo I < - 1 )
{(2) Increase (decrease} in amount due hut unpatd ...................................... 9a(2}
(3) Increase (decrease) in unearned premium reserve. 9a(3)
(4 EQMNEE {1} + {2) = (3D rererreveeseesresreeerasesesseesesesssesseensaressese e ene s R
b Benefit charges {1} Claims paid............. 9b{f)
(2) Increase {decrease) in Claim rBSEIVES.......ciiii oo 9b{2)
(3) Incurred claims (add {1) @nd (2}) ... vevvrsseneminnnnnneenod_ 3D{3)
(4) Claims Charged. ... e s s SR OSON J-1+ 1 L. )|
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
{AY COMMISSIONS ....cocverieece e 9c({1}{A)
{B} Administrative service or other fees 9c(1){B})
{C) Other specific acquisition COSIS............ccii Sc({t}{C)
(D) Other BXPENSES ....cvvviviisviscsiimsnserssssssassissssnssson o] SSCBY |
{E} Taxes.. eeereeemeneoreereenessesesereeseseeeereena ) GE{THE)
{F) Charges for rlsks or other contlngenmes 9c(t){F)
{G) Other retention Charges ............oooeoevceeereoeo e IC(AHG) I
{H} Tatal retention .. TR I [ 312 )]
{2) Dividends or retroactive rate refunds. (These ameounts were D pald in cash, orD credited. } .................... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after refirement.......oo....... 9d(1)
{2) CIAIM FESEIVES o.eieiiir ettt st s e et e b e oot s £ b s e s e s me et s E £ b e s ereme et s e retes 9d{2)
{3) Cther reserves .. OSSP URPRUORTOPPPTOY IR * L« | £ )
e Dividends or retroactive rate refunds due (Do not include amount entered in ¢{2}.) e 9¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier .. - 10a
b if the carrier, service, or other organization incurred any specmc costs in connection W|th the acqulsmon or
retention of the contract or policy, other than reperted in Part 1, item 2 above, report amount.. 10b
Specify nature of costs #
|Zji-;_'E'a_ijrjtf|_Vf-§{ Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. ﬂ Yes @ No

12 ifthe answer ta line 11 is “Yes,” specify the information not provided. »



SCHEDULE C Service Provider Information OMa No, 1210-0110
(Form 5500)

Depariment of the Treasury This schedule is required to be filed under section 104 of the Employee 2010
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department af Lab .
Employes Benefts Security Admiristration } File as an attachment to Form 5500. This Form is Open to Public
Pension Benefii Guaranty Corporation Inspection.
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 63/31/2010
A Name of plan B Three-digit
plan number (PN) 4 001

ARTROMICK INTERNATIONAL, INC. SAVINGS PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Empioyer Identification Number (EIN)

ARTROMICK INTERNATIONAL, INC. 31-1594763

_Part] [Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirecily, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in cannection with services rendered fo the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disciosures, you are required o
answer line 1 but are not required fo include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures {see instructions for definitions and conditions).. ... ......... .. Yes D No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers wha
received only eligible indirect compensation. Complete as many entries as needed {see instructions).

{b} Enter name ang EIN or address of person who provided you disclosures on eligible indirect compensation
StanCorp Financial Group

$3-1253576
(o) Entr narme and EIN or adress f person who providsd you lsclosure on ellgle ndiroctcamponsation
(;)..L'ér.}ter. name .an..d. EINoradd ressof .ée;.'s.o.r{wf;c; prowded you c‘i.scié.s“u.ré.sro.n .e.i iéi.b.le |nd|rect ;:6r.n.pe.n“sa.ti.on
(6) Enter e an EIN o aess of poson who pravided you discasuros on olighe iect compensation |
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2010

v.092308.1
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{b) Enter name and EIN ot address of person who pravided you disclosures on efigible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on efigible indirect compensation

isclosures on eligible indirect compensation

{b} Enter name and EIN or address of person who pravided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500} 2010

Page 3

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "yes” to line 1a above, complete as many entries as needed to fist each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

{a) Enter name and EIN or address (see instructions)

StanCorp Financial Group

93-125357¢

(b) Service Code(s) 12 15

18 50

(c}
Relationship to
employer, employee
organization, or

{d)
Enter direct
compensation paid
by the plan. if nons,

(e)
Did service provider
receive indirect
compensalion? (sources

{f)
Did indirect compensation
include eligible indirect
compensation, for whigh the

Enter total indirect
compensation recelved by
service provider excluding

(h}
Did the service
provider give you a
formuia instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amouni?
answered "Yes" o element
(). #none, enter -0-,
Yes D No @ Yes D No D Yes No
None 21,441 D D
(@) Enter name and EIN or address (see instructions}
{b) Service Code(s)
(c} {d) (e} {h)
Relationship o Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

employer, employee
organization, or

compensation paid
by the plan. If none,

receive indirect
compensation? (sources

include eligible indirect
compensation, for which the

compensation received by
service provider excluding

provider give yeu a
formula instead of

person known to be enter -0-. other than plan or pian plan received the required eligible indirect an amount or
a party-in-interest SpoNsor) disclosures? compensation for which you festimated amount?
answered “Yes” to element
(f). If none, enter -0-.
YesD No[l YesD NOD YesD NOD
{a)} Enter name and EIN or address (see instructions)
(b) Service Code(s)
{c) (d) (e} (h)

Relationship to
employer, employee
organization, or
perscn known to be
a party-in-interest

Enter direct
compensation paid
by the plan. If none,
enter -0-.

Did service provider
receive indirect
compensation? (sources
other than plan or ptan
sponsor)

Did indirect compensation
include etigible indirect
compensation, far which the
plan received the required
disclosures?

Enter fotal indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes" to element
(). If none, enter -0-,

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D Ne D

Yes D No D

Yes [] No []
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{a) Enter name and EIN or address (see instructions)

{b} Service Code(s)

(c)
Relationship to
empiloyer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formuia instead of

person known to be enter -0-, ather than pian or plan plan received the required eligible indirect an amount or
& party-in-interest sponser) disclosures? compensation for which you festimated amount?
answered “Yes” to elemeni
(fy. If none, enter -0-.
YesD NOD YesD NOD YesD NoD
(a} Enter name and EIN or address {see instructions)
{b)} Service Code(s)
(c) (d) (e} U] (h)

Relationship to
employer, empioyee
organization, or

Enter direct
compensation paid
by the plan. If none,

Dig service provider
receive indirect
compensation? {sources

Did indirect cormpensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

| Did the service
[provider give you a
[ formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disciosures? compensation for which you|estimated amount?
answered “Yes” to element
{f). If none, enter -0-.
YesD NOD Yes|:| N(}D ;YesD NGD
{a) Enter name and EIN or address (see instructions)
{b) Service Code(s)
(c) (d) (e) (9) (h)

Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

Enter direct
compensation paid
by the plan. if none,
enter «0-.

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter totai indirect
compensation received by
service provider exciuding

eligible indirect
compensation for which you
answered “Yes” to element
{f}. If none, enter -0-,

Did the service
provider give you a
formuia instead of

an amount or
estimated amount?

Yes [l No D

Yes [I No |:|
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_Partl |Service Provider Information (continued)

3 if you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, cusiodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
previder gave you a formuia used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed {o report the required information for each source.

{a) Enter service provider name as it appears on line 2 {b) Service Codes {¢} Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (E) Describe the indirect compensation, including any

formula used to determine the service provider's eligibility
for or the amouint of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b} Service Cades {€) Enter amount of indirect

(see instructions) compensatiocn
{d) Enter name and EIN {address} of source of indirect compensation {&) Describe the indirect compensation, including any

formula used to defermine the service provider's eligibility
for or the amount of the indirect compensation.

{8} Enter service provider name as it appears on line 2 (b) Service Codes {C} Enter amount of indirect
{see instructions) i compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Partll | Service Providers Who Fail or Refuse to Provide Information

]

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

{a} Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s)

() Describe the information that the service provider failed or refused to
provide

(&) Enter name and EIN or address of service provider {see

instructions)

(b)Namreof =

Service
Code(s)

provide

(a} Enter name and EIN or address of service provider (see

instructions)

() Nawre of |

Service
Code(s}

{c) Describe the information that the service provider failed or refused to

provide

{(a) Enter name and EIN or address of service provider {see

instructions)

Service
Code(s)

{c) Pescribe the information that the service provider failed or refused to

provide

(@) Enter name and EIN or address of service provider (see

instructions)

(b Naturs of |

Service
Code(s)

(c} Describe the information that the service provider failed or refused to
provide

instructions)

= (b) Nawre of

Service
Code(s)

(€} Describe the information: that the service provider failed or refused to
provide
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{complete as many entries as needed)

Termination information on Accountants and Enrolled Actuaries (see instructions)

a Name: b EIN:

¢ Position:
d  Address: € Telephone:
Explanation:

& Name:

€ Position: o

d  Address: e Telephone:
Explanation:

a Name:r b EIN:

€ Position: Z

d Address; € Telephone:
Explanation:

a Name:

C  Position:

d Address:

Explanation:

a Name:

C  Position:

d Address:

e Te_lepho_ne:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
internal Revenue Senvice

Department of Labor
Employes Benefits Sscurity Administration

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee

Retirement Income Security Act of 1974 (ERISA),

p File as an attachment to Form 5500,

OMB No. 1210-0110

2010

This Form is Open to Public

Inspection.
For calendar plan year 2010 or fiscal plan vear beginning 01/01/2010 and ending 03/731/2010
A Name of plan B Three-digit
plan nureber (PN} 4 001

ARTROMICK INTERNATIONAL,

INC.

SAVINGS PLAN

C Plan or DFE sponser's name as shown on line 2a of Form 5500

INC.

31-1594763

D Employer Identification Number (EIN)

ARTROMICK INTERNATIONAL,

Information on interests in MTIAs, CCTs, PSAs, and 103412 IEs (to be completed by plans and DFEs)
{Complete as many entries as needed to report all interests in DFEs)

a Name of MTIA, CCT, PSA, or 103-12 IE: SEPARATE ACCOUNT A
b Name of sponsor of entity listed in (a} STANDARD INSURANCE COMPANY
c e 550242000 o0 @ Sy p |© Dol le s i OO PR :
é Name Of MTIACCTPSA OrmsulE T T
b Name of sponsor of entity listed in (a):
¢ .EI}\HIJN 7 d Entity | € Dollar value of interest in MT!A, CCT,_ PSA, or
a Name of MTIA, GCT, PSA, or 10312 IE: ' o
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity e Doliar value of interest in MTIA, CCT,_PSA, or
aNameof MT}A*_CCT F.,SA,.GMO.{E_.I.E; T : : R R fit i T
b Name of sponsor of entity listed in (a):
¢ EIN-EN d Entity e Dellar value of interest in MTIA, CCT,_PSA, or
D ——————e,. R L I — —
'a.:i\.lari.'.\éof.MTmCT. PSA, or 10312 IE: T T T ' ' T T
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT,_ PSA, or
L T 5 —=— __103-12 IE at end of year {see Instruotions) ..
a Narﬁe ofMT;ACCT PSA or.10.3-12'||5; i R e TR
b Name of sponsor of entity listed in (a):
& EIN-PN d Entity e  Dollar value of interest in MTIA, CCT,. PSA, or
AN S - N— 10312 IE af end of year (see instructions)
aNameofMT;ACCT PSAor 1031255 B = N T e
b Name of spensor of entity listed in (a):
c EIN-PN d Entity e Doliar value of inferest in MTIA, CCT, PSA, or
code 103-12 [E at end of year (see instructions)

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

Schedule D (Form 5500) 2010

v.092308.1
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Name of MTIA, CCT, PSA, or 10312 IE:

Name of sponsor of entity listed in (a):

EIN-PN d Entty

Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year {see instructions)

Name of MTiA, CCT, PSA, or 103-12 IE:

Name of sponser of entity listed in (a):

EIN-PN d Entty

Dollar value of interest in MTIA, CCT, PSA, or

_code 103-12 IE at end of year (see ir_xstr_uctions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of spensar of entity listed in {(a):

EIN-PN d Entity

Dollar value of interest in MTIA, CCT, PSA, or

code

10312 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of spansor of entity listed in (a}:

EIN-PN d Entty

code

Dellar value of interest in MTIA, CCT, PSA, or '

103-_12 Ik at end of _year_(s_e_t_a_ir_j_str_t_;_c_tiqu_)_

Name of MTEA, CCT, PSA, or 103-12 IE:

Name of sponsar of entity listed in (a):

EIN-PN d Entity

code 103-12 IE al end of year (see instructions)

Dollar value of interest in MTIA, CCT, PSA, or

Name of MTEA, CCT, PSA, or 10312 IE:

Name of spansor of entity listed in {(a):

EIN-PN d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or

103-12 IE at end of year {see instructions}

Néme of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or

103-12 |E at end of year (see instructions}

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EINGPN d Entity

Dollar value of interest in MTIA, CCT, PSA, or

code

103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN d Entty

Doillar value of interest in MTIA, CCT, PSA, or

code

103-12 IE at end _of year_(seg instru(_:t_io_n_s)

Name of MTIA, CCT, PSA, or 103-12 IE;

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year {see instructions)
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1 Information on Participating Pians {to be completed by DFEs)
{Complete as many entries as needed to report ali participating plans}

& Plan name

Name of

EIN-FPN

plan sponsor

2 Plan name

Name of

EIN-PN

plan sponsor

Pian name

Name of

EIN-PN

plan sponsor

& Plan name

Name of

EIN-PN

plan sponsor

a Plan name

b Name of

EIN-PN

plan sponsor

Plan name

Name of

EIN-PN

plan sponsot

a Plan name

Name of

EIN-PN

plan sponsor

Plan name

Name of

EIN-PN

plan sponsor

Plan name

b Name of

EiIN-PN

a Flan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of

EIN-PN

plan sponsor

Plan name

Name of
plan sponsor

EiN-PN




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Dapartment of Labor
£mployee Benefits Security Administration

Financial Information

CMEBE No. 1210-0110

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).

2010

» File as an attachment to Form 5500.

This Form is Open to Public

Pansion Benefit Guaranty Corporation Inspection
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 03/31/2010
A Name of plan B  Tnree-digit
plan number (PN} » 001

ARTROMICK INTERNATIONAL,

INC. SAVINGS PLAN

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

ARTROMICK INTERNATICNAL,

INC.

D  Employer identification Number (EiN)

31-1594763

| Par

]Asset and Liability Statement

1 Curent value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the pian's interest in a commingied fund containing the asseis of more than ene plan on a line-by-line basis untess the value is reportable on
lines 1¢{9) through 1c{14). Do not enter the value of that portion of an insurance centract which guarantees, during this plan year, to pay a specific doliar
benefii at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b{1), 1b{2), 1¢(8), 1g, 1h,

S,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructi
Assets :

{a) Beginning of Year

{b) End of Year

a Total noninterest-bearing cash ......
b Receivables (less allowance for doubtful accounts):

(1} Employer contributions....

(2} Participant contriBUlIONS ... e _1b(2)
{3) OHNEI ..ot reseees s sees et sens s e enssnnns s ers s 1h(3)
C General investments: -
1) Interest»b_earing cash (include money market accounts & certificates 11}
of dePosil) ...
{2) U.S. Government SECUNMHIES. . .....ooooooooo oo eeein 1¢(2)
{3) Corporate debt instruments {other than employer securities):
{A) PrefBITEd . oovieireierssieise e sisee s sr e e ssssssssssrsssse st ssse e ree s nessser 1c(3)(A)
{BY Al OEE oo eeeeesensoniassrmsisvensossssssernnsssnrerenes | 1CE3)(B)

{4) Corporate stocks (other than employer securities):

To)(A)

{A) Prefarred ... s
[B) COMITION 1orvverisiseseisseessemsssemsnnssssessssssassremesmreressssssenessesmsensencoromes | TCAAHE)
(5) Partnership/joint Venture iNEIESIS ... e s 1e{5)
{6) Real eslate {other than employer real property) ..., 1c(6)
(7} Loans (cther than to participants) ... 1el?)
(B} PArtCIDAN IOBNS 1v.vvvresssvremsremeemss rrmsesesuer s sssrrasoseesssressesessemssasseessnessomres 1c(B) 112,462 0
{9) Value of interest in common/collective BrUSES.....oo..oo oo 1c(9)
{10) Value of inferest in pooled separate aCCOUNLS ..........veeeveceeireiviecaraennnes 16{10) 4,410,663 0
(11} Value of interest in master irust investment aGCoUNES .............oeeeuerrsvenn. 1e{11)
{12) Value of interest in 10312 investment entiies ..o 16(12)
{13) }/uarl]téz)of interest in registered investment companies (e.g., mutual 1¢(13)
(14) \éimfaéi)ﬂﬁéé'Hé'lli"i'r%'iﬁgijéé}{éé company general account (unallocated ret14) ozs 750 ;
(Y O coorerveereeeerers et eress e et bbb 1¢(15)

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

Schedule H (Form 5500) 2010
v.092308.1
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1d

€ Buildings and other property used in plan operation. ...,

Employer-related investments:
{%) Employer securfi@s ........ccoviriiae e

{2) Emplover real Property o i e e

Total assets {add alt amounts in lines 1a through 1) rirvice e '

Liabilities

Benefit claims payable ...t e e e e raene

Operating payables ...

Acquisition indebtedness . e

Other IabIlHES. ..o

Total liabilities (add all amounts in lines 1g through1f} ..o
Net Assets

Net assets (subtract fing Tk fromling ..o

(&) Beginning of Year

{k) End of Year

1d{1)

1d(2)

te

1f

6,471,875

1g

1h

1i

1

1k

|

6,471,875

{Partl!| Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipis to/from insurance carriers. Round off amounts to the nearest doltar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete

a

b

lines 2a, 2b{1)(E}, 2e, 2f, and 2g.
Income
Contributions:
{1) Received or receivable in cash from: {A) Employers....cociniinnnn,
{B)  ParliCiPants .....cccuiiimiccenenr e e e
{C) Others {including rollovers)...
{2) Noncash contributions ... s e
(3) Total contributions. Add lines 2a{1}{A), {B), {C), and line 2a{2) .................
Earnings on investments:

(1) Interest:
{A} Interest-bearing cash {mcludmg money market accounts and
certificates of deposit}...

(B) U.S. Government SECUNHES . i s
{C) Corporate debtinsiruments ...
(D) Loans (other than to partcipants) ..o,
(E) Participant Io8NS ..o e e s
(F} Other. e
(GY Total interest. Add lines 2b(1){A} through (F) ..
{2} Dividends: (A) Preferred stock.......c..ccoeinvninine

(B) Common SIOCK oo rssmsasr s e
(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b{2){A}, {B), and (C)
{3} Rents...oocovinnnircirimnirrennn SRR OPUIN
{4) Net gain {loss) on sale of assets: (A} Aggregate proceeds .......cuniins
(B) Aggregate carrying ameunt {see instructions) ...
{C) Subtract line 2b{4}{B) from fine Zb{4)(A} and enter result..................

{a) Amount

_(b) Total

2a{1}{A}

2a{1){B)

2a{1)(C})

2a(2)

2a(3}

2b(1)}{A)

2b(1)}(B)

2b{1}C)

2b{1}D)

2b(1}{E)

2b{1}(F}

2b{1)}(G})

2b(2){A)

2b(2)(B)

2p{2)(C)

2h(2)(D)

2b(3)

2h(4)(A}

2b(4){B)

2b(4)(C)




Schedule H {Form 5500) 2010 Page 3

{a} Amount {b) Total
2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate....unn | 2BA) | 1 L
(B OIOE oot eeeaens sttt sttt s b bbb enes Zb{5)(B)
(O 1005 Z0{ENA) B (Bl 26(5)C)
(6} Net investment gain {loss) from common/collective trusts ... 2h(6)
{7) Net investment gain (loss} from peoled separate accounts e, | 2B(7)
{B) Net investment gain {loss} from master trust investment accounts............. 2h(8)
(9) Netinvestment gain (loss) from 103-12 investment entifies ...........coccoeeeee 2b(9}
{10) Net inve§tment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds})..
€ Oher INCOME.. ittt rrrr et re st s e s eme e ems s g e san e neenenaseas 2c
d Totai income. Add all income amounts in column (b) and enter total.....cocvevrrnns 2d
Expenses
e Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, Including direct rollovers ............. 2e(1) 6,371,156
{2) To insurance carriers for the provision of benefits ... 2e{2)
(B) OUNET oo emrmnresesseenes s snsscssessssssssreeeresssossnsssneenssnsoasosmseseemsesesnns | 2843)
{4) Total benefit payments. Add fines 2e{1) through (3}.ieeiiiisesresen: 2Ze(4) £,371,156
f Corrective distribUtions (SE€ INSHUGHONS) .evuee..ivereeeeereeeseeeeeeeeeae s vesseneas af 22,753
g Certain deemed distributions of participant loans (see instructions)................. 2g
11 INIErEEE BXDBMSE. coeveerveoesiee s eeeeeeeeeteee et semanesss s e ees e reene e eeeeeb et eres v re b 2h
i Administrative expenses: {1) Professional fees.. 2i{1)
{2) Contract administrator fees........cccccoiiinneee 2'(2)
(3) Investment advisory and managemen; fees .. 2i(3)
{8) OET .o rreesrnecssrecsssmsssssssss s snssmsssmssssssssssssessssssasssss e | 2 L
{5} Total administrative expenses. Add lines 2i{1} through {(4)......ccccoeeniniinin 2i(5) 18,162
j Total expenses. Add all expense amounts in column (b) and enter total......... 2j 6,412,071
Net income and Reconciliation
k Netincome (loss). Subtract line 2§ frofm HNe 20 ... s scssonee (6,471,875)
I Transfers of assets:
{1) TO this PIAN...i e e e e e
{2} From this Plan ... e e

|';'3§.Par't'_;-fll'fzf.:ji Accountant's Opinion
3 Complete lines 3a through 3c if the opinien of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.
a The attached opinion of an independent qualified public accountant for this plan is {see instructions):
(] ] Unqualified  (2) [ quatified (3) || Disclaimer @] | Adverse
b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12{d)? ] Yes [1 No
¢ Enter the name and EIN of the accountant (or accounting firm) beiow: Lo g e ' S ' -
{1) Name;:GBQ Partners LLC {2 EIN:20-2122306

d The epinion of an independent qualified public accountant is not attached because:
{H) I:I This form is filed for a CCT, PSA, or MTIA.  (2) D it will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
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Compliance Questions

CCTs and PSAs do not complete Part [V, MTIAs, 103-12 IEs, and GiAs do not complete 4a, 4e, 41, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete 4] and 41. MTIAs also do not complete 41.

During the ptan year: Yes No Amount
a Was there a failure to transmit to the plan any participant contributions within the time

period described in 28 CFR 2510.3-1027 Continue fo answer "Yes” for any prior year failures

until fully corrected. {(See instructions and DOL's Voluntary Fiduciary Carrection Pregram.)......

b Were any loans by the plan or fixed income obligaticns due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant foans
secured by participant's account balance. (Attach Schedule G (Form 5500) Part 1 if “Yes™ is
[od1T=T T TP OO P PO U UP RPN OTU RPN

¢ Were any leases to which the plan was a party in default or classified during the year as
uncoliectibie’? {Attach Schedule G (Form 5500) Part i if “Yes" is checked.} ...

d  Woere there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is
L =T T T PSSP PP

Was this plan covered by a fidelity BONA7.........o oo e 1,000,000

f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused .
by fraud or dishON@SstY? ..o et

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? ...

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? .........

i Did the plan have assets held for investment? {Attach schedule(s) of assefs if “Yes” is checked,
and see instructions for format requiremMeNnts.). ...

i Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? {Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIrements, ) ... o

K Were all the plan asseis sither distributed to parficipants or beneficiaries, transferred to anather
plan, or brought under the confrol of the PBGCT ...

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

m  [If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
L T O O PUSU VPV UU P PSRN

n  if4m was answered “Yes,” check the “Yes” bax if you either provided the required notice or cne i
of the exceptions {o providing the notice applied under 29 CFR 2520.101-3. .o ciemriren e

5a Has aresolution to terminate the plan been adopted duing the plan year or any prior plan vear?
If yes, enter the amount of any plan assets that reverted to the employer this year.........cccceeieene. @ Yes |:| No Amount: 0

5b  If, during this plan vear, 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} 5h(2) EIN(s) 5b(3) PN(s)




Attachment to 2010 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name ARTROMICK INTERNATIONAL, INC., SAVINGS PLAN EIN: 31-1594763
Plan Sponsor's Name  ARTROMICK INTERNATIONAL, INC. PN: 001
(¢} Descripticnh of investment including maturity date, {e} Current
(a) {b) identity of issue, borrower, lessor, or similar party rate of interest, coliateral, par, or maturity vaiue. {d) Cost vaiue
* | STANDARD INSURANCE CO STARLE ASSET FUND IT ] O 0
* |STANDARD INSURANCE CO POOLED SEPARATE ACCT A O 0

* |PARTICIPANT LOANS 3.25% TO 9.25% 0 0




SCHEDULE R Retirement Plan Information | OMB No. 1210-0110

{Form 5500)

Degartment of the Traasury This schedule is required to be fited under section 104 and 4065 of the i 201 0
Intesnal Revenue Service Employee Retirement Income Security Act of 1674 {(ERISA) and section i
6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

P File as an attachment to Form 5500, i ;
Pension Benefit Guaranty Corporation m [ Inspection.
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 03/31/2010
A Name of plan ‘ B Three-digit
ARTROMICK INTERNATIONAL, INC. SAVINGS PLAN plan number |
. {PN) | 0ol
C Plan sponsor's name as shown on line 2a of Form 5500 B Employer Identification Number (EIN)
ARTROMICK INTERMNATIONAL, INC. 31~1594763

| Parti | Distributions
All references to distributions refate only to payments of benefits during the plan year.

1  Total vaiue of distributions paid in property other than in cash or the forms of preperty specified in the
R LS (T s Lo T T T OO O TSP PP PR 1

2  Enter the EIN(s) of payar(s) who paid benefits on behalf of the plan tc 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): 93-0242990

Profit-sharing plans, ESOPs, and stock bonus plans, sKip line 3.

3 Number of participanis (living or deceased) whose benefits were distributed in a single sum, during the plan
Y LU T U 3

 Part

Funding Information (¥ the pian is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code ar
ERI{SA section 302, skip this Part)

4 |3 the plan administrator making an election under Code section 412(d}{(2) or ERISA section 302(d)}(2)7 ....cocevvvricecccnnns D Yes D No D N/A
If the plan is a defined benefit pian, 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 fines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enterthe minimum required contribution for this PIAN YA ..o erssrse s ssmsssissssenn, | 08
b Enter the amount contributed by the employer to the plan for this plan YEar......v v cenvcivccniiiisicenan | 00
€ Subiract the amount in line 6b from the amount in fine 6a. Enter the result
(enter a minus sign to the left of a negative amount).....coiirmmr i | GG
If you completed line 6c, skip lines 8 and 9.
7 will the minimum funding amount reported on line 6c be met by the funding deadline? ..o, D Yes D No D N/A

8  If a change 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 sponser or plan administrator agree
WIEH T8 GRANGE...eeeet ettt s e bbb a4 LSS EE 2SR R LR e Rt e em s b b e p et b D Yes D No D N/A

Partlli | Amendments

9  [fthis Is a defined benefit pension plan, were any amendments adopted during this pian

year that increased or decreased the value of benefits? if yes, check the appropriate
BOX{E8). I N0, ChECK the ‘NG DOX.wuiirrerimierirresnrisrssesesersssassesssseessmesseassresessesnces D Increase D Decrease D Both f:] No

ESOPs (see instructions), If this is not a plan described under Section 409{a) or 4875(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 No

11 8 Doesthe ESOP hold @ny Preferfet SHOCKT oo ceeeeeeet e ecetetee st seastassssra s s e st e e s et e st ntenseemeneban st eath e | | Yes No
b Ifthe ESOP has an cutstanding exempt loan with the employer as lender, is such loan part of a "back-to-back” lean? D Yes D No
{See instructions for definition of “back-to-back” loan.) ... S OOV PP TP TSRO RVOUOUOU
12  Does the ESOP hold any stock that is not readily tradable on an established securities market? ..., D Yes El No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500, Schedule R (Form 5500) 2010

v.092308.1
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[ Part V Additional Information for Multiemplover Defined Benefit Pension Plans

13 Enterthe fol!owmg information for each employer that contributed more than 5% of tolal contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entfries as nesded to report all applicable employers.

a Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

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

@ Contrihution rate information (if more than one rate applies, check this boxD and see instructions regarding required attachment. Otherwise,
complete ftems 13e(1) and 13e(2).}
{1}  Contribution rate (in dollars and cents)
(2) Base unit measure: B Hourly ﬂ Weekly D Unit of pmciuc%lcn I__] Other {specify):

a Name of contrlbutmg employer

o

Ef ¢ Dollar amount contributed by employer

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

e Contribution rate information {if more than one rate applies, check this boxD and see instructions regarding required attachment. Otherwiss,
complete ifems 13e(1} and 13e(2).)
{1) Contribution rate (in dollars and cents
{2) Base unit measure: |:| Hourly Weekly D Unit of production D Other {specify):

a Nameof contributing employer

b EIN ¢ Dollar amount confributed by employer

d Date collective bargaining agreement expires (If empioyer contributes under more than one collestive bargaining agresment, check box D
_ ar_id see instructions regarding required aftachment. Otherwise, enter the applicable dafe.} Monih Day Year

e  Contribution rate information {If more than one rate applies, check this box[] and see instructions regarding required attachment. Otherwiss,

compiete items 13e(1) and 13e(2).)
(1}  Coniribution rate (m dollars and cen

s
(2} Base unit measure: Hourly ﬁ Weekly ! [ Unlt ofproductlon D Other (spemfy)

& Name of contributing employer

o

EIN ¢ _ Dollar amount contributed by employer

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

€ Contribution rate information (ff more than one rate applies, check this box D:and see instructions regarding required aftachment. Otherwise,
complete items 13e{1) and 13e(2).}

(1) Centribution rate {in dollars and cenis
(2) Baseunit measuED Hourly Weekly Unit of production | Other (specify):

a Name of contributing employer

EIN ¢ Dollar amount contributed by employer

o

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

e Contribution rate informaticn {If more than one rate applies, check this box D and see instructions regarding required attachment. Qtherwise,
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

o

EIN ¢ Dollar ameunt 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, snler the applicable date.) Month _ Day Year

& Contribution rate information (if more than one rate applies, check this boxl:] and see instructions regarding required attachment. Otherwise,

complete items 13e(1} and 13e(2}.)
{1) Contribution rate (|n dollars and cen

ts
{2) Base unit measure Hourly d Weekly [ I Unit of production D Other (specify):
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14 FEnter the number of participants on whose behalf no contributions were made by an employer as an employer of the

participant for:

A THE CUITENT VAT ceorei et et b aasr st e OOV [ L.
b The pian year immediately preceding the cUrrent plan YEar........ .. e 14b
€ The 5econ0 pracediNg PlaN YBAY . ..o ettt bk e aear b e eab b e s 41 st s i gy paresar b e s AT s v et e T e be e e e 14c

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 ..o 15a

b The corresponding number for the second Preceding PIAN YA ... ..o e et rcree ey eeraes 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 ... 16a

b (fitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn employers ... e e

17 if assets and liabilities from another pian have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplermental information {o be included as an attachmMeEnt. ... i s e e ke e e e st e s s raaann

18 If any liabiiities 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 pensien plans as of immediately before such plan year, check box and see instructions regarding suppltemental
information to be INcluded a5 AN BHACHMIENT ... i e ee e e e bbb RS s S S S eSSt 18 n et smeem b ae

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

19  if the total number of participants is 1,000 or more, complete items (a) through (c)
a Enter the percentage of plan asseis 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 |:| 6-2 years D 9-12 years [:l 12-15 years D 15-18 years D 18-21 years D 21 years or mare
¢ What duration measure was used to calculate ftern 18(b)?
[|Etfective duration [ |Macaulay duration [ | Modified duration [ Other (specify):




OMB No. 1645-0212

5558 Application for Extension of Time
z:F:\T January 2008) To File certain Employee Plan Retums

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

Identification

A Name of filér, plan administrator, o; ;;Ian spons.or”(see Eﬁstn.;“cii.oﬁs) o B Filer's identifying number {see instructions}.
ARTROMICK INTERNATIONAL, INC. Employer identification number (EIN).
Number, street, and rcom or suite no. {f a P.O. box, see instructions) 31-1594763
4800 HILTON CORPORATE DRIVE [:] i -
City or town, state, and ZIP code Social security number (SSN)
COLUMBUS OH 43232-4150
c Plan name Plan Plan year ending-
number MM DD YYYY
1 ARTROMICK INTERNATIONAL, INC. SAVINGS PLAN 0 o1 3 31 2010
23 P
3 L

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

1 }request an extension of time untif __1 s 15 s 2011 4 file Form 5500 or Form 5500-E2.

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 550G or 5500-EZ for which this extension is requested, and {b} the date on line 1 is no more than 2%
months after the normal due date,

You must attach a 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 5500-EZ.

1::15¢ ||| Extension of Time to File Form 5330 (see instructions)

2 {request an extension of time until / ) to file Form $330.
You may be approved for up to a six (6) month extension to file Form 5330, after the normal due date of Form 5330,

a Enter the Code section(s} imposing the tax . > a |

b Enter the payment amount attached . ., , . . . . , . . . . . . . . . . . . g

¢ For excise taxes under section 4880 or 4980F of the Code, enter the reversion/amendment date . |, | Pl e
3 State in detail why you need the extension

v knowledge and belief, the statements made on this form are tge, corredt, and complets, and that | am

el Datebg ? 5

MGA i/ Form 5558 (Rev. 1-2008)




