Form 5500-SF

Department of the Treasury
Internal Revenue Service

Short Form Annual Return/Report of Small Employee
Benefit Plan

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

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

2010

This Form is Open to Public
Inspection

| Part!l | Annual Report Identification Information

For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending

12/31/2010

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

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

D an amended return/report D short plan year return/report (less than 12 months)
[ ] Form 5558

D special extension (enter description)

C Check box if filing under: D automatic extension

D one-participant plan

D DFVC program

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
SOMERSET ALZHEIMERS COMMUNITY RETIREMENT PLAN plan number 001
(PN) »
1c Effective date of plan
01/01/2002
2a Plan sponsor’s name and address (employer, if for single-employer plan) 2b Employer Identification Number
SOMERSET COMPENSATION, LLC (EIN)y  26-1096254
2C Plan sponsor’s telephone number
375 ERICKSEN AVE., SUITE 222 206-842-0929
BAINBRIDGE ISLAND, WA 98110 - . -
2d Business code (see instructions)
623000
3a Plan administrator's name and address (if same as Plan sponsor, enter “Same”) 3b Administrator's EIN
NORTHWEST CARE MANAGEMENT, INC. 375 ERICKSEN AVE., SUITE 222 91-1572936
BAINBRIDGE ISLAND, WA 98110 —
3C Administrator’s telephone number
206-842-0929
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report. Sponsor's name
4c PN
5a Total number of participants at the beginning of the PIAN YEA ............c.cccvviveeieieeceeeeeee e eee e Sa 46
Total number of participants at the end of the Plan YEar. ..ot 5Sb 46
Total number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS HEM) ... vt ieseceeseseisesessesessesessseesessessssesssesssessteessessesstenssessssessenssssnssesssnesenssssessesssnsetsns st antannessnsstsnnesas 5¢c 6

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

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

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

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

Iﬂ Yes D No
m Yes D No

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS....cciuviieeiiieiciieesr e e e 7a 21145 33320
b Total plan liabilities.... 7b
C Net plan assets (subtract line 7b from ine 7a)............cccccoocovenvn...., 7c 21145 33320
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) Employers....... 8a(1) 1852
(2) Participants 8a(2) 8280
(3) Others (including rollOVErS).........ccueeiiiiieiiiie e 8a(3)
D Other INCOME (I0SS).....eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 2043
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......c..evverrevencc. 8c 12175
d Benefits paid (including direct rollovers and insurance premiums
{0 Provide DENEFItS)......ccueiiiiiiie i 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O Other eXPENSES.......ccciiiiiiiiiiiii s 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).........c....cccevevrrerrunnae. 8h
i Netincome (loss) (subtract line 8h from line 8¢)..........c.cocoevvveveeen.. 8i 12175
j Transfers to (from) the plan (see instructions) ..........ccccceeveiveeviieenns 8]

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

Form 5500-SF (2010)
v.092308.1



Form 5500-SF 2010 Page Z-E

Part IV Plan Characteristics

9a

b

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

2G 23 2K 3D 2T

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

‘ Part V ‘Compliance Questions

10
a

During the plan year:

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

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

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

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

Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service or other organization that provides some or all of the benefits under the plan? (See
1Y (0 w1 o =) RSBSOS

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

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

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

Py O 0 T PP RUP
If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3.........ccceeiiiiiieiiiieeiiiee e

Yes | No Amount

X

10a
X

10b

10c| X 100000
X

10d
X

10e

10f

10g
X

10h

10i

‘Part \ ‘Pension Funding Compliance

11

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

D Yes D No

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? ..

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

D Yes m No

a |If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

Granting the WAIVET. ........iiiiiiiiiiii ettt et sa et st e sttt e e nte e Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YE&I..............cc.cvueviveeeeeeceeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan Year.............cccooiiiiiiie e 12c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEJALIVE GIMOUNNL) ..eeitiiieiiiieesiteee ettt e e stteeesteeeeeteeeesseeeessaeeaastaeessteeeasseee et seeeassseeessseeeansseeanseeeansseeesssneeessenennsenessnnnennnnen
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................cc.ccccccevveveveireerereennne. D Yes D No D N/A
‘Part VI | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted during the plan year or any prior Year? .............cccceeeeeeeveveveueueeeeernne. D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..........cccoviiiiiiiie I 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control o
Lo IR Y=Y = =TT D Yes No
C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s):

13c(2) EIN(s)

13c(3) PN(s)

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIG Filed with authorized/valid electronic signature. 05/18/2011 KIMBERLY SCHOLL

IGN

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor




Form 5500-SF Short Form Annual Return/Report of Small Employee GMBAes 210 0110
Department of the Treasury Benefit Plan
Ieenal averiye S enice This form is required to be filed under sections 104 and 4065 of the Employee 2010
Department of Labor Relirement Incorne Security Act of 1974 (ERISA), and section 6058(a) of the
Employes Benefils Security Admnistratian Internal Revenue Code (the Code). This Fonln is Op]en to Public
nspection
Bafigior BOER Susrpy Comprstion » Complete all entries in accordance with the instructions to the Form 5500-SF.
| Part! | Annual Report Identification Information
For calendar plan year 2010 or fiscal plan year beginning and ending
A This returnfreport is for: F_(l single-employer plan D multiple-employer plan (not multiemployer) |:| one-participant plan
B This returnireport is for: D first return/report D final return/report
D an amended relurn/report D short plan year return/report (less than 12 months)
C Check box if filing under: |:| Form 5558 D aulomalic extension I:] DFVC program
|:| special exlension (enter description)
| Partli | Basic Plan Informatioh—enter all requested information
1a Name of plan 1b Three-digit
SOMERSET ALZHEIMERS COMMUNITY RETIREMENT PLAN plan nt;mber 001
(PN)
1c Effective date of plan
01/01/2002
2a Plan sponsor's name and address (employer, if for single-employer plan) 2b Employer Identification Number
SOMERSET COMPENSATION, LLC (EIN) 26-1096254
2c¢ Plan sponsor's telephone number
375 ERICKSEN AVE., SUITE 222 206-842-0929
BAINBRIDGE iSLAND WA 98110 2d

Business code (see instructions)
623000

3a Plan administrator's name and address (if same as Plan sponsor, enter “Same”)
NORTHWEST CARE MANAGEMENT. INC 375 ERICKSEN AVE.. SUITE 222

3b

Administrator's EIN
911572936

BAINBRIDGE 1SLAND WA 98110

3c

Administrator’s telephone number
206-842-0929

4 Ifthe name and/er EIN of the plan sponser has changed since the last retum/freport filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the lasl relurn/report. Sponsor's name
4c PN
5a Total number of participants at the beginning of NG PIBN YEAT ............vervueeresreesse e ssseessetssess i steoeeooee oo Ba 46
b Total number of pariicipants at the end of lhe plan year... s | Bl 46
G Tolal number of part:clpants with account balances as of the end of the plan year (derned benefil plans do nol
complele lhis ilem)... ereerreeneereatsnetestetn T 5c

Were all of the plan's assels during the plan year invested in ellglble assels? (See insiructions.) ...

under 28 CFR 2520.104-467 (See inslruclions on waiver eligibility and conditions.)...

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

If you answered “No” to either 6a or 6b, the plan cannot use Form 5500-SF and must Instead use Fon'n 5500

6
Yes I:] No
E| Yes D No

[ Part Il | Financial Information

7 Plan Assets and Liabiltties (a) Beginning of Year {b) End of Year
A TOWI PIAN BSSEIS .oo.viievareios it ssecaesosteasoreemseeesesse e sesesesseseros 7a 21145 33320
b Total plan HaDIHES ......veersrresesriire i cieses e cess e 7b
€ Nel plan assets (subtractfing 7b from liNe 7a).......ccc..cocvvreveeerenssnn. 7c 21145 33320
8 Income, Expenses, and Transfers for this Plan Year (a) Amount {b) Total
a Contributions received or receivable from;
(1) EMPIOYETS ..occviiiisiniiinnneesisiins v imnssssssssssssssssssssesessnsenneree) 88(1) 1852
(2) PartiCIPANLS ...oucoveoeerceieceececir e 8a(2) 8280
(3) Others (iNClUdINg rollOVEIS) .........coveviiireseresenrs i sereeeree e serenssenes 8a(3)
b Otherincome (loss)... ——— 2043
C Total income (add lines sa(1) Ba(2), aa(s) and Bb) 8c 12175
d Benefils paid (including direct rollovers and insurance premiums
to provide benefits)............cc.ccvinnniiiiii e 8d
€ Certain deemed and/or corrective distributions (see instructions)....] 8e
f Administrative service providers (salaries, fees, commissions)........ &f
g Other expenses... 8g
h Total expenses (add lines Bd, 8e, 8f, and Bg) 8h
i Netincome (loss) (sublract line 8h from liNE BE).........covevseevreenrienins, 8i 12175
J Transfers to (from) the plan (see iNSIrUCHONS) ........o..ooveoreeceseerrrnnnns 8]
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 550&%’

v.092308.1



Form 5500-SF 2010 Page 2-f ]

| Part IV | Plan Characteristics

9a [fthe plan provides pension benefits, enter the applicable pension fealure codes from he List of Plan Characteristic Codes in the instructions:
26 21 2K 3D 2T

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

| PartV |Compliance Questions

10  During lhe plan year: Yes | No Amount
@ Was lhere a failure o transmil to the plan any participanl contributions within the time period described in
29 CFR 2510.3-1027 (See instructions and DOL's Voluntary Fiduciary Correclion Programy) .............. 10a X
b Were there any nonexempt transaclions with any party-in-interest? (Do nol include transactions reporied
on line 10a.) s e cennpecss | 90D X
C  Was the plan covered by @ FIElity BONAT ..o\ oo cese e rersssass s ssssse s st eemeeeeeeeseeeses s 10c| X 100000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, thal was caused by fraud
OF GISHONESY? ....ovvovveserevreneener oo S N 10d X
€ 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
INSITLHEUONS.) 1.t siiisite ettt sse s sy b b rsans s sm s s ee s s eeseaetas s s s s e sasmes e see s ettt ee st et eemee e 10e
f Has the plan failed to provide any benefit when due under 1he Plan? ... scicerereeeseresesenss 10f
g Did the plan have any participanl loans? (If “Yes," enter amount as of year @nd.).......cocvcivrvvorivorsinns 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instruclions and 29 CGFR
2E20.10T8: i anics ot e e e eeee et 10h X
i IF10h 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 2520.107-3 ..c.vr oo 10i

Part VI |Pension Funding Compliance
11  1s this a defined benefit plan subject to minimum funding requirements? (If “Yes," see instructions and complele Schedule SB (Form
12  Is this a defined conlribution plan subject to the minimum funding requirements of section 412 of the Code or seclion 302 of ERISA?.. |:| Yes No

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

granting the WaIVe. ..o e sk R s esress MIGDER 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.................oeoeeeervvoooss, 12b

C Enter the amount contributed by the employer to the plan for this plan year 12c

d Sublract the amount in line 12¢ from the amount in line 12b. Enter the resull (enter a minus sign to the leflof a 12d
negative amount) ........

€ Wil the minimum funding amount reparted on line 12d be met by the funding deadline?. ... | | YES [] No [] na

IPart Vil | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted during the plan year or any prior OB P o cosisusierss s SR S D Yes @ No

If "Yes,” enter the amounl of any plan assets that reverted to the employer this Year..............ovveiveenee. . I 13a |

b Were all the plan assets distributed to parlicipants or beneficiaries, transferred to another plan, or broughl under the control

T e 000000 ol [] Yes [ No
€ 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) 13¢(3) PN(s)

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

Under penalties of perjury and other penalties set forth in the instructions, | declare thal | have examined this return/repor, including, If applicable, a Schedule

5B or Schedule MB completed and signed by an enrolled acluary, as well as the elecironic version of this returnfreport, and to the best of my knowledge and
belief, it is true, corect, and complele.

g y ' ;. KIMBERLY SCHOLL
sioN |62 el -[-7(\ W)M { V(ﬂﬂ! il -
HERE | signature of plan adtjfistiator Date Enler name of individual signing as plan administrator
SIGN
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan spansor




