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  01/01/2004 and ending  12/31/2004
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; D the final return/report;
an amended return/report; |:| a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . ... ... .. . . . . . . . » D
D cCheck box if filing under: |:| Form 5558; |:| automatic extension; |:| the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 001
OMEGA NUTRITION 401K RETIREMENT SAVINGS PLAN number (PN) »
1c Effective date of plan
01/01/2000
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)
OMEGA NUTRITION USA, INC. 91-1446202
2C Sponsor's telephone
number
360-384-1238
6515 ALDRICH ROAD 6515 ALDRICH ROAD -
BELLINGHAM, WA 98226 BELLINGHAM, WA 98226 2d Business code (see
instructions)
446190

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. 05/20/2011 LANI MCDONALD
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”)

6515 ALDRICH ROAD

OMEGA NUTRITION USA, INC.

3b Administrator's EIN
91-1446202

BELLINGHAM, WA 98226

3C Administrator’s telephone
number
360-384-1238

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 22

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 16
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 5
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 21
€ 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 21
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 21
h  Number of participants that terminated employment during the plan year with accrued benefits that were

€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 1

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

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) H (Financial Information)
2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) X | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) X i A (Insurance Information)
actuary 4) 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

Insurance Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2010

Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2010 or fiscal plan year beginning ~ 01/01/2004 and ending 12/31/2004
A Name of plan B Three-digit 001
OMEGA NUTRITION 401K RETIREMENT SAVINGS PLAN plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
OMEGA NUTRITION USA, INC. 91-1446202
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

GREAT WEST RETIREMENT SERVICES

() 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
84-0467907 68322 936356-01 21 01/01/2004 12/31/2004

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 paid

485

35

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

LANDA FINANCIAL SERVICES INC.

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

485

35

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 33402
5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5 7247
6 Contracts With Allocated Funds:
a State the basis of premium rates P
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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: Q) |:| deposit administration 2 D immediate participation guarantee
(3) |:| guaranteed investment (4) [ other » GROUP ANNUITY CONTRACT
b Balance at the end Of the PrEVIOUS YA .............cccvcvevuireeeiereeeeeeeeeeeeeeeeeeeeeeee e eees e senaesees e saens e enes s 7b 41154
C Additions: (1) Contributions deposited during the year................cccevevevernnen, 7c(1) 14730
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2) 0
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3) 754
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4) 0
(5) OthET (SPECIY BEIOW) ... vveeevereeereeeeeeseseeeeeeeeseeseeeeseeseseeesseeeseseessseseseene 7c(5) 0
4
(6)Total additions 7¢(6) 15484
d Total of balance and additions (@dd b AN C(B)). ....cevvrveriruiiieeieerceeeeeee et eee et 7d 56638
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 20189
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2) 0
(3) Transferred to SEPArate ACCOUNL ..........c.c.veveverereeeseeeeseseeeesenssseeessennennend 7¢e(3) Suar
(4) Other (specify below) | 7e(4)
4
(5) TOLAI AEAUCHIONS ...ttt sttt ettt s et s e st s s ne e s s e st esne s s e s et en e s ne st s sneessne et ensneessnensensnenses 7e(b) 23236
f  Balance at the end of the current year (SUBtrACt €(5) fTOM d) ...........ccovevirereeeeeeeeeeseeeeeseeseeeeeeeeeseeeeeseeseeeeen. 7f 33402




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 D No

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



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 01/01/2004 and ending 12/31/2004
A Name of plan B Three-digit
OMEGA NUTRITION 401K RETIREMENT 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)
OMEGA NUTRITION USA, INC. 91-1446202

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: FUTUREFUNDS SERIES ACCOUNT II

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

GREAT WEST LIFE & ANNUITY INSURANCE COMPANY

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

C EIN-PN 84-0467907-001 code 103-12 IE at end of year (see instructions) 11247

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



Schedule D (Form 5500) 2010

Page 2-f ]

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




H H H OMB No. 1210-0110
SCHEDULE | Financial Information—Small Plan °
(Form 5500)
Department 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), and section 6058(a) of the
5 Internal Revenue Code (the Code).
epaftment of_Labor o )
Employee Benefits Security Administration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2010 or fiscal plan year beginning 01/01/2004 and ending 12/31/2004
A Name of plan B  Three-digit 001
OMEGA NUTRITION 401K RETIREMENT SAVINGS PLAN plan number (PN) )
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
MEGA NUTRITION A, INC.
OMEGANU ON USA, INC 91-1446202

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

| Part | ‘ Small Plan Financial Information
Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS........cveeeiveeeieeeieecieee ettt la 100757 111465
b Total plan Habilities.............ccvveveeerereeeeeeeeeeeeeee e 1b 0 276
Net plan assets (subtract line 1b from line 1a).......cccccccccvvvviveeiinnnnn, 1lc 100757 LS
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYELS ...ooveceeeeeeeeeeeeese st sen s 2a(1) 15339
(2)  PAMCIPANLS ... veooeeeeveeeeeeeeesee e seeeees e esee e eeeeeeseeseeeenee] 2a(2) 19225
(3) Others (including rollOVErs) ..........cceveiiieeiiiieeieeeeee e 2a(3) 0
b Noncash contributions...............ccco.oveveicueveceeeeeeeeee e 2b 0
€ OthEI INCOME......ocvoeeeeeece e 2c 7162
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 41726
€ Benefits paid (including direct rollovers) ..........c.ccoevrienieniieeneennenn 2e 31294
f Corrective distributions (see iNStrUCHONS) ...........ccevveverreveererrrirnenen, 2f 0
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29 0
h Administrative service providers (salaries, fees, and commissions).| 2h 0
| OthEr EXPENSES.........cveceveeeceeeeeseeeieeeese s es s sen s 2i 0
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccceceiieennnn, 2j 31294
K Netincome (loss) (subtract line 2j from line 2d).........c..cccocevevrunn. ) 2k 10432
| Transfers to (from) the plan (see iNStructions) ..............cceeecvcueenen. 2

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

Yes No Amount
a  Partnership/joint VENTUre INTEreStS.........ooiuiiiiiiiii i 3a X
D EMPIOYEr r€al PIOPEIMY .......ceevecvceee ettt st 3b X
C Real estate (other than employer real PrOPerty) .......ccccovirvieiieriiieiiesee e 3c %
O EMPIOYEE SECUMLIES ......ovvicvveeies ettt et n ettt en st en st ananen 3d X
€ PAICIDANL I0ANS. ........evicvceeeeeceeeeeseeeeeeeee s eeeeeee s eenaes st n s es e s sssenaenassnsenaenass s e s e 3e % 816
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule | (Form 5500) 2010

v.092308.1



Schedule | (Form 5500) 2010 Page 2-|

Yes No Amount
3f  Loans (0ther than to PAMICIDANES) ......c.vrvevieeriieeiesieesseseseessesseseesssessseesessssssessensssenssseseestensssanessenessenens 3f X
g Tangible personal ProOPErtY ..o 3g X
| Part Il lCompIiance Questions
4 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully X
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)........cccccecveveennene 4a
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the X
participant’s aCCOUNE DAIANCE. .........oiiiiiiiii ettt 4b
C Were any leases to which the plan was a party in default or classified during the year as
BT aToTo L= ot ] =3RRI 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
=T olo]a C=To o g I 1T o T - T TSP PUPRRTPPTN 4d
€ Was the plan covered by a fidelity DONA? .......c.ooiiiiiiii e 4e
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
AU OF AISNONESLY? .......evoeece ettt en e eseeen 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? .........ccccevcieeiiieeeieiee e e e s naea e 49 X
h Did the plan receive any noncash contributions whose value was neither readily determinable on an
established market nor set by an independent third party appraiSer? ..........cccoeeviieeeiieeiniee e 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnership/joint VENUIe INTEIEST?.......cueii it 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control 0f the PBGC? ........coiiiiiiiiiiiieiiceeee et 4j X
K  Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA) under 29 CFR 2520.104-467? If “No,” attach an IQPA’s report or 2520.104-50 X
statement. (See instructions on waiver eligibility and conditions.) ...........cocceeiermeeinnieceee e 4K
| Has the plan failed to provide any benefit when due under the plan? ............cccccoeveveeericereererecnans 4| X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.1013.) 11ttt ettt ettt ettt ettt et e et ettt e et e et et er ettt er ettt 4m X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3 ........ccoviiieeiiiienniiieeniieeeae 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cc.cco...... D Yes No Amount:

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)




, , : ' “Offictat Use’ Only
s('c:HED_lSJé.-EO;a - Retirement. Plan Inform,atlon : '
orm | OMB No. 1210-01
Department of the Treasury - This schedule is required to be.filed under sections 104 and 4065 of the - ~ No 1}210 01.10
Internal Ravanus Sorvice Employee Retirement Security Act of 1974 (ERISA) and sectlon 6058(a) of the ’ 2004 '
E Department of Labor Internal Revenue Code (the Code).. =
mplomieni.:l::rztt?o ﬁecur}ty . : _ This F
_ f ) - is Form:is Open to
Pension Baneflt Guaranty Gorporation » File as an Attachment to Form 5500. _ Public lnspecglon
For calendar year 2004 or fiscal plan year beginning , andending ,
A Name of plan B Three-digit ‘
OMEGA NUTRITION 401 (K) RETIREMENT SAVINGS PLAN ‘ plan number [ 001
C Plan sponsor's. name as shown on line 2a of Form 5500 ‘ D Employer Identification Number’
OMEGA NUTRITION USA, INC. 91-1446202

4 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 speclf‘ ied
INthe InstrUCtiONS ... .. e e i e e
2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiafies
during the year (if more than two, enter EINs of the two payors who paid the greatest dollar amounts
of benefits). © 84-0467907 ) .
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 PIEN YEAE ¢« e v e P SN
Funding Information (lfthe plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue
Code or ERISA section 302, skip this Parf)
4 Isthe plan administrator making an election under Code section 412(c)(8) or ERISA section 302(0)(8)7 e D Yes D No D N/A
_ Ifthe plan is a defined benefit plan, go to line 7. ' I :
5 Ifa 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. . . . .. e »  Month . Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule B and do not complete the remamder of thls schedule.
" 6a Enter the minimum required contribution forthisplanyear ..........0 ... 6a |3
b Enter the amount contributed by the employer tothe planforthisplanyear - ............ ... ... ... .. 6b I$
C Subtract the amount in line 6b from the amount-in line 6a. Enter the resuit (enter a minus sign to the left
of anegative amoUNt) ... ...t e e .6c |$

If you completed line 6¢, do not complete the remainder of this schedule.
7 fachange in actuarial cost method was made for this plan year pursuant to a revenue procedure providing automatic _

Yes .DNo [] nia

8 If thls is a defined benefit pension plan, were any amendments adopted during this plan year that
increased the value of benefits? (See INSIUGHONS) . . ...\ttt sttt e et ey et e e ae et e e e eee s, D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. v7.2  Schedule R (Form 5500) 2004
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: : ‘Offclat UseBnly
B ‘ 1 OMB No 1210 0110
SCHEDULE T Qualified Pension Plan Coverage lnformatlon _
(Form 5500) This form is required to be filed under section 6058(a) of the. ‘ ' 2004
o Internal Revenue Code (the Code). -

5 _ This.Formis Open to
epartmont of the Treasury . Y .
Internal Revenue Service ¥ File as an attachment to Form 5500, Public Inspection.

For calendar year 2004 or fiscal plan year beginning ' . . _-and .ending . .

A Name of plan : B Three-digit

OMEGA NUTRITION 401 (K) RETIREMENT SAVINGS PLAN plan number » .. 001
C Plan sponsor's name as shown on line 2a of Form 5500 ' D Employer Identification Number

OMEGA NUTRITION - USA, INC. » . o 91-1446202

Note: !f the plan is maintained by: :
©® More than one employer and benefits employees who are not collectlvely-bargamed employees a separate Schedule T may be required for
each employer (see the instruction for line 1). ,
" @°An employer that operates qualified separate lines of business (QSLOBs) under Code sect|on 41 4(r), a separate Schedule T may- be reqwred for
each QSLOB (see the instruction for line 2).
1_ if this schedule is being filed to provide coverage information regarding the noncollectwely ‘bargained employees of an employer participating

in a plan maintained by more than one employer, enter the name and EIN of the participating- employer

1a Name of participating employer , : ; 1b Employer identification number

2  If the employer maintaining the plan operates QSLOBS, enterthe following lnformatlon
The number of QSLOBs that the employer operates is :
The number of such QSLOBs that have employees beneftlng under this plan is
Does the employer apply the minimum coverage requirements to this plan on an employer-WIde rather than a QSLOB basrs? D Yes D No
If the entry on line 2b is two or more and line 2c is "No," identify the QSLOB to which the coverage information given on llne 3 or4 relates.
» .
3 Exceptions — Check the box before each statement that describes the plan or the employer. Also see |nstruct|ons
" If you check any box, do not complete the rest of this Schedule,

QN oo

The employer-employs only highly compensated employees (HCEs).
No HCEs benefited under the plan at anytime during the plan year.
The plan benefits only collectively-bargained employees. }
The plan benefits all nonexcludable nonhighly compensated employees of the employer (as defined in Code sections 41 4(b) (c), and (m)),
including leased employees and self-empioyed individuals.

e D The plan is treated as satlsfymg the minimum coverage requirements under Code section 41 O(b)(S)(C) .
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form §500. v7.2 Schedule T (Form 5500) 2004
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-.Schedule T (Form 5500) 2004 - s Page.2

T o

()

Enter the date the p!a'n year began for which coverage data is being submitted. Month

Did any leased employees perform services for the employer at anytime duringthe planyear?. .......c.......oooiii,

In testing wheéther the plan satisfies the coverage and nondiscrimination tests of Code sections 410(b) and 401 (a)(4),

does the employer aggregate plans? ........ e e e e e
] Complete the following: ‘ ' :

(1) Total number of employees of the employer (as deﬂned in-Code section 414(b), (c) and (m)), includmg
leased employees and self-employed individuals. . . . ... ooiiii
(2) Number of excludable employees as defined in IRS regulations (see instructions)......... PRETT . ;

c(1)

No

DYes D No

c(2)

(3) Number of nonexcludable. employees, (Subtract line 4c(2) from-line 4¢(1)) ... ... e

(4) Number of nonexcludable employees (fine 4c(3)) whoare HCEs . . .. ......... e

c(3)| .

.c(4)

(5) Number of nonexcludable employees (line 4c(3)) who benefit underthe plan . . . .. e e
(6) Number of benefiting nonexcludable employees (line 4c(5)) who are HCEs. . .. . ... P .
Enter the plan's ratio percentage and, if applicable, identify the dlsaggregated part of the plan to whlch the

information on lines 4c and 4d pertains (see instructions) »

c(5)|

c¢(6)

Identlfy any disaggregated part of the plan and enter the ratio percentage or exceptlon (see |nstructlons)

Disaggregated part: Ratio Percentage; : Exceptlon:

)
@)
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This plan satisfies the coverage reduirements on the basis of (check one): 1) ﬂ the ratio percentage test "

-

(2) [] average benefit test

|




SCHEDULEP~ | ' " Annual Return.of F‘ dumary
'(FORM:5500) ~ . , of Employee Benefit Trust -

under section §01{n).
_ Filing this form will start the sunning of the statute of llmltatlons under section
6601(a) for any trust descrlbed in-section-401{a) that is exempt from tax under -

iRl Ui Only

OMB NG, 121nao11o

This scheduie may be- filed to satisty:the reqtilrements under sectlon 6033(a) for an. .
annual information return from every section 401(a) urganization exempt Trom: tax NE

2004 -

Thls Forrn is Open to

Depatmentof the Traasury | -  section §01(a). Priblic. Inspechon. .
‘Inemal Ravenua Ssrvice : » File as an attachment fo Fom 5500 or GGOO-EZ .
For trust calendar year 2004 ot fi year beginning - - : -, - and-ending .

18 Name of trustee or custudaan

LANI. Moo nNA L.b

b Number, street, and room or sulte no. {Ifa P.0. box. see the instructions for Form 5500 or 5500 -EZ.)

C51s MALDRiCH /Zokb

¢ City or fown, state, and ZIP code

BeLuneHAM , WH 98224

2a Name of trust
OMEGA NUTRITION 401(K) RETIREMENT SAVINGS .PLAN

b_ Trust's employer identification number

3  Name of plan K different from name of trust

SAMHE

4 Have you furnished the participating’ employee benefit plan(s) with the trus’: ﬁnanmal information requlred

&Yes ' | ]jNo‘.'

iobereportedbytheplan(s)?.'. .................................... e T e

5 . Enterthe plan sponsor's emplnyer ldenuﬁwhon number as shown on Form 550D
or SSDO-EZ ........................................................ PN A

91~1446202

Signature of Ny 3 /
fiduciary ¥ I‘ y 294 ¢ IJ b \oate > &L L
For the Paperwork Reduction Notice and OMB Control Numbers, w72 ) - Schedule P-{Farm 5500) 2004

see the instructions for Form 6500 or 6§500-EZ.
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