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This Form is Open to Public 
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Part I  Annual Report Identification Information 
For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                         

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

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

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

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

plan number 
(PN)  001 

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

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

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

 1234567890

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

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

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

3c Administrator’s telephone number
 1234567890

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

12d YYYY-MM-DD

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

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

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

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

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

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

ABCDEFGHI ABCDEFGHI ABCCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 123456789 012

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

123456789 012

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

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

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

CHAD MCCORMICK

1

150000

X

X

Filed with authorized/valid electronic signature.

X

2S 2J2G 2K

X

Filed with authorized/valid electronic signature.

X

X

X

CHAD MCCORMICK

X

X

05/12/2011

X

X

05/12/2011

X



1 S07.438 

(b) End of Vllr 

o 

(II) "'BInning of Year 
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BenefJt Pblln
 

.rhls form I. TIQU'n1d to be fllBd undBt Hctlons 1D4lnd 4066 of tile Emplovee
 
RetlremBnt Ineoml SKUr!tv Aet of 1874 rnRISA), Ind ••etlon BOliBll} or thl
 

Intemll Rlvinul Code (thl Code).
 

~ Compl.t. all entrlal In accordance wtth th./nltl'\lctlona to the Form !lSOD-SF. 

OM~ NOt. 1210-0110 

121Q·OO&a .)
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This Form Is CPB" to Public 
InsPlctlon 

Annual Report Identification Information 
For the cBIBndlt plln YilT 2009 orflaCBI plen yOlr b-olnnlnl! 01/01/2009 Ind Indlnp 12/31/2009 

A Thill relum/report Is fer. ~ slngJe-employer prerl 0 mulUple-employer pliln (!lOt muIUemploy.r) oone-participant plan 

B This rehJln/lllpDrt Is for. 0 "fit I'lIlumlreport 0 f1n.1 rltumlreport

l!I an emanded return/report 0 $11011 pilln Yllr retum/report (Ienthlln 12 menlha) 

C Check box if nllng undlr: ~ Form 66S11 0 lutomllUc aldenllion DDFVC programospeelal extlnslon (enter de8criPuon) 
, 

Basic Plan I n enter 1111 Informelion. 

18 Nilme of pilln 1b	 Three-dlgll 
plan mm'lber 

1!lAJl. Non , 'J:BROA~ OF COBtlR J:) JU.IlNiI, PA PROFIT SIlJUUNQ l'LAN	 (PNl .. I 001 

1C Effective dale of !,Ian 
Ol!Ol/l;!UI 

2a Plln sponllo"8 nama end IIddrlllll (employer, if for IIlngle'llT1ployer plan) 2b Employer Identificetion Number 
~, NOSE , !l!Hl\OU OJ' CO!ltm J:) ALJC)13 i l'A (EINl a2-0~5~250 

2c Plen SPOI'l&O"S IIllphanl number 
70C W. IRONWOOD D~rvz, SUIft 236 (208) 76"-1348 

2d BusIness codl ("I Inslructlons)
US	 COEW D ALlOOI ;W 133814 &21111 
3a PIBn Bdministretor'1I nllml Ind address (If $amI IS plln Ifllployer, enter "same") 3b Admlnilitrator's EIN
 

Sama
 

3c Admlnlstllllor's telephone number 

4 If the name Indlor EIN of the plln spOnsor hBIi chenged since the III! retum/report nJed for this plln, enter the 4b EIN
 
nam., EIN and the plan number frl)m tha laet ~tum/report. SponliDf's Nllml!l .
 

4c PN 

Sa Tatal number of partlclpenll II the beginning of the plan year • . . . . · . . . . 58 12··	 · · 6b 12b Total numblr of PIlrticipatll! at Ihllnd of the plan year • . . · . . . . · ·	 .· . .· c Tolll number of pllrtlclpants with accounl balanCil .1 af the end of the plan Yllr (deftned benefit plBns do not 
complltl this Item) . . . . . . . . . · . .	 . 6c J.3· · · · . 6a Were 1111 of the plln's ISleIs during the plan YlNIr Inveetsd In ell;lbllliutS? (See InllnJdlens,) •••••• 

b Ai'll you clalmlna e WI!lver of thl Bnnual examlnlltlon Ind report of en Independlnt quaUfled publiC IIcDCuntant (IQ~A) 
under 29 CFR 2520,104"'151 (See Instru<:tlonl on waiver 1IIglblilty lind conditIOne.) •••••••••• 
If ~ou Ina_rid "No" to elthlr II or lb. the plan cannot un Form 5!1DD.8jt lod mUlt 1ll8tellld I,IB8 Form 8500. 

Financial Information 

913 771 

75.457 

1,127,538 

Ib 
Ie 

BJ 

the Inltnlctlone for Form SSOO-$F. 

7 Plen AsHts Ind I.labililiee 

a Total plan ....Is • • • • • • • 

b Totll plill lIabllitiee ••••• 

C Net lin IIsels IUbltaet line 7b from line 7e 

8 Income, Expellsei, and Ttllnsfl~ for thle Plen Yflllr 

a Contribuliol'l& 1'll000lvid or receivable from: 
(1) EmploYflrs. • • • • • 

(2) Partldpanll • • • • • 

(3) Oth.~ (Including railOVllrl) •
 

b Other income (lolB) • • • • •
 

C rotllllncome(ldd linea 811(1), al(2), 811(3), and Bb)
 
d Benefil& plid Qndudlng direct rollover, and in8uranOll prvmlume
 

10 provlda benefits) • • • • • • • • • • • • • • •
 

e Certain d.lm.d lind/or COtI'llClIvll dlstrlbuliDns (SI. InstruclIOl1/J)
 

f Admlnlstrattve service provldlr3 (IBlllrie8, feiS. commlesiona)
 
g Other expenses • • • • • • • • •
 

h TotallXptNlBllS (add IirlBS &I. BI, at. lind 8g)
 

I NEIl Incoml (len) (eubjoet lin. Bh from line Be)
 

Transfers te (from) the plan (all Inllnlclions) • • ••
 

For Paperwork Reductlon Act Notice and OMS Control Numbere....
 



• • • • • 

JAN-2S-20ll (TUE) 09: 52 EAR, NOSE & THROAT OF COA (FAX)2085579622 P.OOll/OOll 

Form !llIDD-SF :aDD9 

_ Plan Characteristics 
9a If thl plan prtlvide/l penlion blnllnls, sn1lilr the appllcabll penlllt," felJtU1'8 eodu ft'am Ille LIlli of Plan Ch/lraetarlllic Codes In 1111 Inslruetlclnll: 

28 2Q 2J 2K 
b If the pilln provllHll welfare bene~lI, entsr Ihe epplleabll w.lfal'll feature CQdae from 1htI Lilt of Plan Chall'lctetfallc Codellln tl1l1 In&trudlonll: 

10 During tile plln yeer: VIS No Amount 

a	 Was IhBI'G a fallur810 Il1lOsmll to \I'le plan Iny partlclpenl oontJ1bullon wlthln,lhe time period delcrlbld In x10a29 CFR 2510,3-102? (See Inllln.JcUonlland COL's Voluntary Flduclllry CorreclJon PrtlIllllml 
b Wire there eny nonexempt tnaniactlomJ with any party-In·lnlerelll? (00 not Includl t/llOllacllon80 rtlP0r1ed 

x10ben line 1DEI.) • • • • • , • • • • • .. • , • • • • • • • • , • • • • • • • 

c: Waa Ilia plan covllred by a fidelity bond? • , • • • • • • • • • • • • • • • • •• t-1_D_C+-X_-t-_t- l_5_0...;,_O_o_o 

d Dkllhlilllian l1ave I 10llll, whether or nct reimbursed by the lllan'llIdlllty bond, that war. CIIused by hud 
xar dlshcneaty? .....,........,.......,...,.......
 10c:lF+--+--t------- ­

e	 ware any fua cr cemmialone !)aId 10 lI1y brokere, agenll, or other periona by an InllJnmce carrier, 
Insutel1c:e slllVlc.. or other OJ'Ilen1zatlon Il\It prgyidee tome or III 01 the bEmente under thl plan? (See x101ilInlt.rudlcnl.) • • • • • • , . • • • • , • • • •f • • • • 

f	 HIs the plan failed to prtlvlde eny bena~t wI'ltn due under Ihe plan? • • • • • • • • • • f.:1:,:Of.:...+_+_X_f- _ 

9 Old the plan haVl any partlclpllnl kJPl'lS'i' (If "VI': enter iIIllOunt aa of Yllr end,) • • • • • • , • • ~1:.:c0.LI-_-l-_X~ 

h If this iSl\l'llndlvldLJII account pilln, WIll thlre. blackout perlod? (Sle Instructions and :ill CFR 
X2620,101-3.) • • • • • • • • • • • • • • • • • • • • • • • • • • • • •• j-:1.:,Oh:.:+-_+-_ 

11 iOh WIIS anllWered "Yaa," check the bolt If you Il1her provld6CI the rwqulred nolit:$ or ona of the
 
exee lions to rtlvldin tha nhllela lied under2i CFR 2S20.101-3 • • • • • • • • • • • 101
 

PensIon Fundln Com Iiance 

S600)) 
,.this a dann.d blnafil plan SubJeot 10 mInimum flJndlng n1qulrementa? (If "Y.I." "1 InlllrucUone and coml)l.11 Schedule S6 (Form 

r· ••• , t t r •• t t , , ••• tIt' ••• , t , , « • • • , , t t , , • DVH IiJNo 

12 I' this a defined conlr1butlon plEIn subj.otto the minimum fOndlng reqUirement! of aidIon 412 oflhEl Coda or Iidlen 302 of ERISA? 
(If ''Yea,' CQmpla\812a or 12b, 12c, 12d, and 12e belaW, 88 applicable,) 

a If a wal....... of lt1e minimum fOndlng ,tandard fOr a prior YSlr II beIng amortlzed In thlll p1en year, aM InslnJcUons, ElI'ld enlllr tha date 01 the letter ruling 
gnln~ng the waiver •••••••••••••••••••• • • • • • • Monlh Day _ Year _-__ 

lfyOLl compl.ted.llna12e, complm lInII 3, e, llnd 10 of Schedule M8 (Form li600),lnd Iilklp to line 13. 

b Enter lhe minimum required conlJ1bution for thle pian year • • • • • • • • • • • • • • • • • • • ~2b
 
C Entll' the E1mounl contJ1buted by thlilllmploylr tethe pliln fOr this pl8n yeer ••••••••••••• 12c _
 

d 6ubtl1lct till Imoun\ in Una 12a from lhs emount In IInl 12b. t;nter tMIMlIUl1 (enler II minl,ls sign to thllilft of II 12~
 
nege'UvB amount) • , • , • • t • • , I • • • , , • • • • , • • • .=:--_-==-_--:=-__ 
\1\1111 Ihe minimum fUndln Imount nl orllld on IInl 12d be mal b thl fundln deedllne? ••••••••• Dvsa ONo DN/A 

Plan Tennlnatione and Transfers of Assets 
e 

138 Han rlilliOlutlon to terminate the plan bllln Idopted during thl plln yetH or any prior yelr? • • • • • • • • • • • • DYea ~ No 
If "VII," enter the amount of any plan assil. thai rewrtad 10 thl Imployer Ihll Ylar ••••••••••• 131 

b Wlrl III the plan easell dIstributed to partlalplnta or benef1cllrl••• llllnsferred \0 lnethlr plan, or brought under !hI centrol 
of\t1e PBGe? • • • • • • • • • • • • • • • • • • • , • • • • • • • • • • • • • • • • • DYes li]No 

C If durin; till. plln ylill1r, any usll15 or lieblllllea warEllranllfatred fl'cm thl. plan to anotl1er plln(I), idlilnllfy tha plln(s) to 
which SSS. Clr llabiUliel W$rtllranlt'lrrvd (See Instructions) 

13c/2\ EINClI\ 13C1(3) PN(s) 

CautIon: A penalty for thaille or InClompl.tIl filing of this return/report will ba lil.lled unt... res.on8ble CIUSI II established. 

Under panl!tltl, of perjury and other penalllu .11 forth in thlllnilrudlcnl, I dlldllre tilIt I hllve elCamlnlld thll return/report, InclUding. if applicable, a Scl1edule 
S6 or Scnadula MB oornplatad Ind Ilgnlild by In enrelled ec!uary, II wellN the eledrOnlc wnlion Of Il1ls rwtumlreport, ElM to 1hl bill or my knowledge lind 
belief, it is lrue, correct. lind completa. 

~J ~~~~ 
Ent.r name of IndlvldLJII.1 nln 

Enter name of IndlvfdUll1 sl nln 


