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
COLUMBUS RADIOLOGY CORP. DEFINED BENEFIT PENSION PLAN AND TRUST plan number 003
(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
COLUMBUS RADIOLOGY CORP. (EINy  31-0745303
2C Plan sponsor’s telephone number
471 E. BROAD ST., SUITE 1500 614-221-3303
COLUMBUS, OH 43215 - - -
2d Business code (see instructions)
621111
3a Plan administrator's name and address (if same as Plan sponsor, enter “Same” 3b Administrator's EIN
COLUMBUS RADIOLOGY CORP. 471 E. BROAD ST., SUITE 1500 31-0745303
COLUMBUS, OH 43215 —
3C Administrator’s telephone number
614-221-3303
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 49
b Total number of participants at the end 0f the PIAN YE&I.............c.ccevveeueveeeeeeeeeeeeee e eees et en e 5Sb 51
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

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 5344065 7015177
b Total plan liabilities.... 7b
C Net plan assets (subtract line 7b from ine 7a)............cccccoocovenvn...., 7c 5344065 7015177
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a ﬁc;ntgrt:]l;]t;gggr;e'(l:le'z'l.\./ed or receivable from: sa) 1112525
(2) Participants 8a(2)
(3) Others (including rollOVErS).........ccueeiiiiieiiiie e 8a(3)
D Other INCOME (I0SS).....eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 561479
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......c..evverrevencc. 8c 1674004
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 2892
O Other eXPENSES.......ccciiiiiiiiiiiii s 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).........c....cccevevrrerrunnae. 8h 2892
i Netincome (loss) (subtract line 8h from line 8¢)..........c.cocoevvveveeen.. 8i 1671112
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:

1A 1C 1D 1G

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 2000000
X

10d
X

10e

10f

10g

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

m 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. 06/17/2011 ROBERT H. DARWIN

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




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2010

Department of the Treasury

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

Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is O i
r ) A pen to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010

» Round off amounts to nearest dollar.
» Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
COLUMBUS RADIOLOGY CORP. DEFINED BENEFIT PENSION PLAN AND TRUST plan number (PN) > 003
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
COLUMBUS RADIOLOGY CORP. 31-0745303
E Typeofplan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: [ 100 or fewer [ | 101500 [ | More than 500
Part | | Basic Information
1 Enter the valuation date: Month _01 Day _ 01 Year 2010
2  Assets:
B MAIKEE VAIUE ........ooceeceeceeceeeee et s s s st n s s st n et s s 2a 5342239
D AGHUANAI VAIUE ... 2b 5342239
3 Funding target/participant count breakdown (1) Number of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment ........... 3a 0 0
b For terminated vested participants ...............ccccco.overeverererereesnenenn, 3b 2 270638
C  For active participants:
92677
3758141
47 3850818
O TOMAl e 3d 49 4121456
4 Ifthe plan is at-risk, check the box and complete items (a) and (D) ......c.ccoevvveveeveeeveeeeeeeeneene D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........ccoiiiiiiiiiieiiiie et e e 4a
b Funging target reflecting at-risk assymptions, but d_isregarding trangition rule for plans that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor.............ccccoccvveeviiieiniiiiiicneene
D EMfECHVE INEIEST FALE .....v.veiieis ettt sttt b bbb bbbt s bbb bbbt eb b s s 5 6.64 %
6 Target normal cost 6 716310

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 06/01/2011
Signature of actuary Date
CATHERINE WOLFORD, MSPA, MAAA 11-04057
Type or print name of actuary Most recent enrollment number
LIBMAN, KADAVY & COMPANY, INC. 216-398-3888
Firm name Telephone number (including area code)

5755 GRANGER ROAD, SUITE 501
INDEPENDENCE, OH 44131-1442

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2010

v.092308.1



Schedule SB (Form 5500) 2010

Page Z-Ii

‘ Part Il ‘ Beginning of year carryover and prefunding balances
(a) Carryover balance (b) Prefunding balance
B D e (e o o P 12809 238635
8 Portion used to offset prior year's funding requirement (Item 35 from prior year) 0 0
9 Amount remaining (Item 7 MIiNUS itEM 8)........c.ovevivirerirereieseeeeceeiere e 12809 238635
10 Interest on item 9 using prior year's actual return of 18570 o] 2379 44315
11 Prior year's excess contributions to be added to prefunding balance:

a Excess contributions (Item 38 from Prior YEar) ..........ocoo.ovveveeieeeeereeeresresesrenenn) 310471

b Interest on (a) using prior year's effective rate of 6300 i) 19560

C Total available at beginning of current plan year to add to prefunding balance ........... 330031

d Portion of (c) to be added to prefunding balance.............c..cccevvverecrereeerecenen) 328408

12 Reduction in balances due to elections or deemed elections 0 0

13 Balance at beginning of current year (item 9 + item 10 + item 11d — item 12) ...........] 15188 611358
Part l1I Funding percentages

14 Funding target ttaiNMENt PEICENTAGE .............ovveeeeeeeeeeeeseeeseseeeseseeeesseesesesessssesssssesesesese s s esesess s s sseesssesessssses s sesssssssssssessssssssesessesessesssseand 14 114.41 o

15 Adjusted funding target attaiNMENt PEICENTATE ............oeveeieeeeeesreeeeseeseeseesesesesseseeessesessesessssssesseseesesesssns st ensseessesesensetesseestensneesesasanenens 15 129.62 o

16 Prior year's ’funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 16 100.36 o

current year's funding requirement %

17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............cccecevervrenen. 17 %
Part IV Contributions and liquidity shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
04/01/2010 280000 0
07/02/2010 200000 0
07/15/2010 80000 0
10/07/2010 200000 0
10/19/2010 80000 0
03/02/2011 272525 0

Totals » | 18(b) 1112525 | 18(c) 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contribution from prior years. .........cccccceeevveeeriieeennnen. 19a 0

b Contributions made to avoid restrictions adjusted to VAIUALION GALE ...............cceveeeveeerereeeeieeeeseee e 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 1065609

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI? .........oceo ittt et nreesine e D Yes No

b If 20a is “Yes,” were required quarterly installments for the current year made in a timely ManNer? ...............cocccoveeeeeeerereeeesesesenenenennns D Yes D No

C If 20ais “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of Quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2010 Page 3

‘ Part V ‘Assumptions used to determine funding target and target normal cost

21 Discount rate:

a Segmentraes: Let segment: 2nd segment: ard segmen: []iA, fullyield curve used
b Applicable MONth (ENEEF COUEY ..........cvveeeeeeeeeeee e e ettt enen et en s enee et en s e saeees 21b 3
22 Weighted average FetirEMENT AQE .........c.ccereeeeeeeeeeeeeeeeeeeeeeseeeteeeteeesee e esee et e e e ees e e e s esesesees e s eanaeseanseneneneseenaenene 22 62
23 Mortality table(s) (see instructions) Iﬂ Prescribed - combined D Prescribed - separate D Substitute
‘ Part VI ‘ Miscellaneous items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
oL £= Tt 0] 0 01T o PP PRSP PPR PR D Yes m No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ............c.cccoovevevveunnas D Yes m No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment.......................... m Yes D No
27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27
[=To 1o [T gl Je= Vi r= ol o0 01T o | SO SO UUUSOUSR PO
Part VII |Reconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contribution for @ll PrIOT YEAIS ............c.ceeieeeeieeeeeeeee et en e 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 o
LCLET T - ) USSR SPTSS
30 Remaining amount of unpaid minimum required contributions (item 28 MiNUS iteM 29) ..........cccccveveveverrrereeennanne 30 0
Part VIII | Minimum required contribution for current year
31 Target normal cost, adjusted, if applicable (SE€ INSITUCHONS).............ccrveveevereeeeeeeceeseeeieeeeee et 31 122073
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INStAIMENt ...............o.coviveieeeeeeereeeeeeeeeeeeeeee e 0
b Waiver amortization iNStallMeNt..............c.ceveeerreeeueeeceeeeeieeeeeetess e 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............cccceeveeiiiiiinicieeen. 33
34 Total funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b — 34 122073
(1] T ) PO T T O T U TP TPV P PP TR UPRO
Carryover balance Prefunding balance Total balance
35 Balances used to offset funding requirement ........ 0
36 Additional cash requirement (item 34 MINUS IEM B5)...........cc.ovuiviveereeeeeeeeeeseeseeeeeeeeesees s seereeeeee s eesresneseeneas 36 122073
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37
(LT LI T T PO P PO PSP PURPUPPRPTO: 1065609
38 Interest-adjusted excess contributions for current year (SEe iNSrUCHONS)..............cevreervrieeeiesernieeesieeeieseeeseeens 38 943536
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37)............c.cc........ 39 0
40 Unpaid minimum required coOntribution fOr @ll YEAI'S .............cc.euiiireirieeieieee et 40 0
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Attachment to Sch. SB

Part V — Statement of Actuarial Assumptions/Methods

Columbus Radiology Corporation Defined Benefit Pension Plan

Actuarial assumptions

Mortality
Active Employees

Retired Employees

Rate of Retirement

Weighted Average Retirement Age
Rate of Disability

Salary Scale

Rate of Employee
Turnover

Cash Balance Interest Credit
Rate

Provision for Expenses

Form of Benefit Payments

Discount Rates

EIN/PN: 34-0745303 / 003
ACTUARIAL ASSUMPTIONS

** Post-Retirement - For purpose of lump sum determination:
Pursuant to plan actuarial equivalence: 1994 Group Annuity
Reserving Table (Blended)
Pursuant to IRC 417(e): 2010 Applicable Table (Blended)
published in IRS Notice 2008-85
* Pre-Retirement - none

Same as active employees
100% at age 62
Age 62

* None

* None

* None
4.19% per year
None, as expenses are assumed to be paid directly by the

Plan sponsor

Lump Sum Distribution

** Segment 1 4.92%
** Segment 2 6.71%
** Segment 3 6.80%
Applicable Month 10/1/2009
FAS 35 6.64%
Effective Rate 6.64%

* Given Plan provisions and the Actuarial Cost Method, these assumptions would have no material
impact on either the Minimum Funding Requirement or on the present value of future benefits payable

from the Plan.

** The discount segment rates and mortality assumptions are prescribed by the IRC and IRS Regulations.

13



Attachment to Sch. SB Part V — Statement of Actuarial Assumptions/Methods
Columbus Radiology Corporation Defined Benefit Pension Plan
EIN / PN: 34-0745303 / 003
ACTUARIAL ASSUMPTIONS (continued)

Actuarial Methods

Actuarial Cost Method The actuarial cost method used to determine the actuarial
target liability and target normal cost is the Unit Credit
Actuarial Cost Method, as required under IRC Section 430.
The actuarial valuation date is the first day of the plan year.

Asset Valuation Method Market value of all Trust Investments, plus any accrued but
unpaid contributions to the Trust discounted to the Valuation
Date.

Other Facts Relevant To The Valuation Of This Plan

Employee Data An employee census as of the Valuation Date was supplied
by the Company and included all employees in the Eligible
Class. We did not audit the census.

Asset Data Asset data as of the Valuation Date and contribution
amounts and dates were supplied by the Company. We did
not audit the asset data.

Changes in Actuarial The valuation interest rates are the rates required per IRC
Assumption or Methods Section 430, and the cash balance interest credit rate is the
30-year treasury rate for the third full month immediately
preceding the first month of the Plan Year.
This year the credit rate is 4.19% compared to 4.17% last year.

The mortality assumptions used are those mandated by the
Internal Revenue Service for this valuation, per IRC Section 430.
Since this plan has fewer than 500 participants, we use the
unisex assumptions.

Events and Trends Which To the best of our knowledge, there has been no event or
Have Not Been Taken trend which has not been taken into account and which may
Into Account require a material change in plan costs or required

contribution rates. In addition, no Plan amendments adopted
and effective after the valuation date of January 1, 2010
were considered for this Valuation, nor do any exist of which
we are aware except statutory CPI increases in maximum
benefits and considered compensation.

14



SCHEDULE SB
(Form 5500)

Depatmeni of the Tregeury
Internal Reveriue Sernce

Department of Labor
Employes Benehts Secunty Admumslration

Retirement Income Security Act of 1974 (ERISA)
Internal Revenue Code (the C

Single-Employer Defined Benefit Plan
Actuarial Information

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

OMB No.1210-0110

2010

and section 6059 of the
ode).

This Form is Open to Public

Inspection
Fencon Beneht Guaranty Comparahion
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010

» Round off amounts to nearest dollar.

» Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B Three-digit

COLUMBUS RADIOLOGY CORP. DEFINED BENEFIT PENSION PLAN plan number (PN) » 003

AND TRUST

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

COLUMBUS RADIOLOGY CORP.

31-0745303

D Employer Identification Number (EIN)

E Type ofplan: [ Single [ ] Mulliple-A [ ] Multiple-8

F Prior year plan size: B] 100 or fewer D 101-500 D More than 500

Part! | Basic Information

1 Enter the valuation date: Month 01 Day 01 Year 2010
Assels:
B MBIKEE VAIUE ..ottt e ettt et et e e 2a 5342239
D ACHIBMBI VBIUE ..o e 2b 5342239
3 Fundingtarget/participant count breakdown (1) Number of participants {2) Funding Target
a Forretired participants and beneficiaries receiving payment ........... 3a 0
b Forterminated vested participants .............ococoooooeeeeeoeeee 3b 270638
C  Foractive participants:
(1) Non-vested benefits. ..., 3c(1) 92677
(2) Vesledbenefts. ... ... 3c(2) : 3758141
(3) Total active . 3c(3) 47 3850818
d Total..oeen... 3d 49 4121456
4 Jfthe plan is at-risk, check the box and complete items (8) and (b) ..o D
a Fundingtarget disregarding prescribed at-risk 8SSUMPHONS ... e, 4a
b Fundingtarget refiecting al-risk assumptions, but disregarding trensition rule for pians that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor.............ccoooooiiiicooiieeeeien,
B EMECHVEINIEIESE TALE ..o o ooeie oot oo oo oo e e e e oot eee e er e oo 5 6.64%
6 TBIGEI MOTINBI COSL ..o oo oo eee e oo 6 716310

Statement by Enrolled Actuary

Toa the best of my knowledge. the information supphed in this schedule and accompanying schedules, statements and attachments, if any, 1s complete and accurate Each prescnbed assumplion was apphed in
accordance with applicable law and regulalions. Inmy opinion. each other assumplion 15 reasonable (talang nte account the expenence of the plan and reasonable expectations) and such other assumplions, i

cornbinalion, offer my besl estimate of anticipaled experience under the plan

SIGN
Ao

e/ )

HERE
Signature of actuary

CATHERINE WOLFORD, MSPA, MARA

Date

1104

057

Type or print name of actuary

Most recent enrollment number

LIBMAN, KADAVY & COMPANY, INC. 216-398-3888

Firm name Telephone number (including area code)
5755 GRANGER ROAD, SUITE 501
[NDEPENDENCE OH 44131-1442

Address of the firm

fthe actuary has not fully reflected any regulation or ruling promulgaled under the statute in completing this schedule, check the box and see

nstructions

i

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

Schedule SB (Form 5500) 201

v.092308



Schedule SB (Form 5500} 2010

Page 2-

Part il Beginning of year carryover and prefunding balances

(a) Carryover balance (b) Prefunding balance

7 Balance at beginning of prior yeer after applicable adjustments (ltem 13 from prior

VBBI) oot ettt e e e et e e e h e et st e e eenn 12809 238635
8 Portion used to offset prior year's funding reguirement (ltem 35 from prior year) 0 0
G Amount remaining (ltem 7 minus Eem B). ... e 12809 238635
10 Interest on item 8 using prior year's actual returnof __18 . 570 .. ... 2379 44315
11 Prior years excess contributions to be added to prefunding balance: o

a Excess contributions (ltem 38 from prior YEAr) .......cooiiivrer cevecienes e 310471

b Interest on (a) using prior year's effective rate of 6-300% e, 19560

C Total available at beginning of current plan year to add to prefunding balance .......... 330031

d Portion of (¢} to be added to prefunding balance..............coeoo i 328408
12 Reduction in balances due to elections or deemed elections.............ccccococervniiil 0 0
13 Balance at beginning of current year (item 9 + item 10 + item 11d —item 12)...........| 15188 611358

Part i} Funding percentages

T4 Funding target BIBINMENE PEICEMIBGR .. ...oooooooooooeeoeoeeeeoreoee oot s e seeeseeere s eeese sy e VA 114 .41%
15 Adjusted funding target 8HEINMENE PEITENLAGE .. .....coiuiieit it et e et eraca oo eeei e s ren et sy e cves e es e o] 15 129.62%
16 Prior year's funding percen.tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16

CUTENt YEAT'S TUNTING FEQUITBITIBNE ..o ittt ettt ettt e eae ettt ettt e teue e eme e aeee e e ccas e eeeeneeee o 100.36%
17 ifthe current value of the assets of the planis less than 70 percent of the funding target, enter such percentage.............ccooee 17 %

Part iV Contributions and liguidity shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Dete (b} Amount paid by (c} Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
{MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
04/01/2010 280000 0
07/02/2010 200000 0
07/15/2010 80000 0
10/07/2010 200000 0
10/19/2010 80000 0
03/02/2011 272525 0

Totals B | 18(b) 1112525| 18(c) 0
L 19 Discounied emplover coniributions — see instructions for small plan with & valuation daie afier Lhe beginning of the year:

a Contributions allocsted toward unpaid minimum required contribution from prior years. .......oocceevvvieeneeenes preeeeas 19a 0
b Contributions made to avoid restrictions adjusted to ValuBtoN dBLE ..........cc..ovive oot 19b 0
¢ Contributions allocated toward minimum required contribution for curent vear adjusted to valuation date...................] 18¢ 1065 6 0%

20 Quarterly contributions and liquidity shortfalls: ’

a Did the plan have a *funding shortfall” for the prior YEar? ... e e ene e e D Yes @ No

b If 20a is “Yes,” were required quarerly installments for the current year made in a Hmely Manner? ... D Yes D No
C If 20a is “Yes," see instructions and complete the following table as applicable: -

Liquidity shortfall as of end of Quarter of this plan year
(1) st (2) 2nd (3) 3rd (4) 4th
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| PartV ,lAssumptions used to determine funding target and target normal cost

271 Discount rate:

a Segment rates: 1t s:g.n;e;;) Znd s6eg.1r'n7§not/.° 3rd szg.n;egoz D N/A, full yield curve used

b Applicable Month (ENEEN COTRY ... ..o oottt e e e s s ns e 21b
22 Weighted average retir@MENT BOE .......o.oooooovove oot 22 62
23 Mortality table(s) (see instructions) @ Prescribed - combined D Prescribed - separate D Substitute
Part VI |Miscellaneous items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required _

BEEBCRMENL. ... ettt et et ettt e er e seaa s teeh et bt e st e ehee Cesten 2ue e b et e ae e et e et 2 enen ameean it it 1ese sereetteeneeeneens Yes é No
25 Has a method change been made for the current plan year? If “Yes," see instructions regarding required attachment. ... D Yes g No
26 Isthe plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment.......................... @ Yes ] No
27 Ithe plan is eligible for (and is using) alternalive funding rules, enter applicable code and see instructions 27

regarding ABCIMENT . ...t e et et ettt e

} ‘Part VIl |Reconciliation of unpaid minimum required contributions for prior years

28 Unpaid minimum required contribution for all PIIOT YEBIS ..........o.oviiiveecee oo eees oo e e e e 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(I BITY 08 .t i ettt e et e et ettt e e e e ee e e et eeeeabeseasaeants sneee s eeeennaeseaeteeenreeeatessanenrananes
30 Remaining amount of unpaid minimum required contributions (item‘ZB minus item 29) ...t 30 0

| Part Vil { Minimum required contribution for current year

31 Target normal cost, adjusted, if applicable (SE& INSIrUCHONS)........oo.ooooe oo 31 122073
32 Amortization installments: Outstanding Balance Instaliment

a Net shortfall amortization installment ... 0

b Waiver amortization inStallment ........c...oooooier i e 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval

(Month Day Year ) and the waived amount .............cocooeiiivieiic 33
34 Total funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b — 34

BT 33 oot ettt ettt et et et ee e et ehea s eenee £ese et ehe e seeneens e e e e et es sreane s rene searen sran s 122073

Carryover balance Prefunding balance Total balance

35 Balances used to offset funding requirement ........ 0
36 Additionai cash requirement (item 34 MiNUS IEM 35) ... e 36 122073
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37

(IEBITY AT ..t et et eee ettt ee e e st aae e ee st ereateeranenns enrenne e e s 1065609
38 Interest-adjusted excess contributions for current year (See NStrUCHONS)....ovvvvve oo e es e oo ser e s eesereerenee 38 943536
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37).....cceevenn..... 39 0
40 Unpaid minimum required contribULION FOF @l YEBIS ..o e e er s eeeaessenerereeseens 40 0




.Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210 ae
Department of the Trea§ury BenEflt P l an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee 2010
Department of Labor Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the i j i
Employee Benelts Security Administration Internal Revenue Code (the Code). This Form is Open to Public
Pension Benefit Guaranty Corporation R . R . - lnspectlon
» Complete all entries in accordance with the instructions to the Form 5500-SF.
| 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: @ single-employer plan D multiple-employer plan (not multiemployer) D one-participant plan
B This return/report is for: D first return/report D final return/report
l:] an amended return/report D short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
fPart 1l | Basic Plan Information—enter all requested information
1a Name of plan 1b  Three-digit
COLUMBUS RADIOLOGY CORP. DEFINED BENEFIT PENSION PLAN AND TRUST plan number
(PN) » 003
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
COLUMBUS RADIOLOGY CORP. (EIN)31-0745303
2c Plan sponsor's telephone number
471 E. BROAD ST., SUITE 1500 614-221-3303
2d Business code (see instructions)
COLUMBUS CH 43215 621111
3a Plan administrator's name and address (if same as Plan sponsor, enter "Same”) 3b Administrator's EIN
COLUMBUS RADIOLOGY CORP. 31-0745303
471 E. BROAD ST., SUITE 1500 3¢ Administrator's telephone number
COLUMBUS OH 43215 614-221-3303
4 |f 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 0f the PIAN YA ... v oo oo, 5a 49
b Total number of participants at the end of the PIaN YeaI ... ... . oo 5b 51
C Total number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIEE ThIS M), ... ettt ee oo e oot e 5c

6a Were all of the plan's assets during the plan year invested in eligible assets? (See iNStructions.) ...c.oceeeeeeveeeeeeeeee

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

under 28 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............ocooi e oo,

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

| Partlll_| Financial Information
7 Plan Assets and Liabilities i (a) Beginning of Year (b) End of Year
a Total plan assets 7a 5344065 7015177
b Total plan li@bilities.............cocovovreeriiieoee e -l 7b
C Net plan assets (subtract line 7b from line 7a) 5344065 7015177
8  Income, Expenses, and Transfers for this Plan Year (a) Amount (b} Total
a Contributions received or receivable from: Lol
(1) EMPIOYEIS ..o e e 8a(1) 1112525
(2) PATCIDANS ...oov.eoe oo eee e e 8a(2) :
(3) Others (including rolfovers).......cccocooiii o 8a(3)
D Other INCOME (J0SS) ... oo 8b 561479] -
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........oo.......... gc | L . 1674004
d Benefits paid (including direct roliovers and insurance premiums ¢ e
to provide benefits)........c.cooiioeiiroeicce e 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f 2892
G Other EXPENSES......c..ovueierereene s 8g G S
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 2892
i Netincome (loss) (subtract line 8h from line 8C)...........ocoveueeeeennne. 8i 1671112
j Transfers to (from) the plan (see INStrUCONS) ........ooovevveeeereeeee 8j o ‘,:j_ e
Form 5500-SF (2010)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF.
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Part|V.| Plan Characteristics
9a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

1A 1C 1D 1G
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part'V lCompliance Questions

10 Duringthe plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period described in X
29 CFR 2510.3-1027 (See instructions and DOL's Voluntary Fiduciary Correction Program) .............. 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported %
ON HIME TOB.) ettt ettt e et eate et et et e et e te s et eesae s se ereeaebesesesas sbes sbseseseatteerbeebeeenneereennaens 10b
C  Was the plan covered by a fidelity DONG? ... e s 10c| X 2000000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by fraud X
OF QISNOMESEY? 1ot et es e s sab st et en et sttt bes b sa et e be b s eee 10d
€ Were any fees or commissions paid to any brokers, agents, or ather persons by an insurance carrier,
insurance service or other organization that provides some or all of the benefits under the plan? (See X
IMISETUCEIONS. ) Leeuie ettt ettt e ettt et e e e st e sbes s beeess s e et se et teesasensas e besasssemn s esseenseesesssssesssesnasstsannenn 10e
f Has the plan failed to provide any benefit when due under the Plan? ..........c.coccvcveereeiineeonneeceeconeenenens 10f X
g Did the plan have any participant loans? (If "Yes,” enter amount as of year end.)......c.cc.cocoveveececrinnnee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.T0T-3) citieee it e e s et s sea s et e ket seeh et sre s bt eses et et eaas 10h
1 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 2520.107-3 ... ccccoiiriinreerinne e e e 10i

I Part V| i Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
500 ) ittt enCnaene oot e etaea et eheh D ek ek st £t et et et s et et e eE ek v s et 2 et en 2 bs s en b st et eatere s s eernnrnneeearenns
12 Isthis a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA?... D Yes @ 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 WEAIVET. .........coiiiiiiii i et et e st sttt e sae et e e ss e e ebebessennens Manth 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 CONtrDULION fO this PIBN YEA.....c.eeeveivreveeseeeeceseesseee s ceee et 1Zb

C Enter the amount contributed by the emplayer to the plan for this plan Year......cceevveeieriicce e 12c

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEQGBLVE BIMIOUNL) L...oiiiiiiiie et e e et et b s s b sttt etea et aa e s e s base s Eesebessat sesssebn sbanbereesensersesssraasan

€ Will the minimum funding amount reported on line 12d be met by the funding deadling?................ccceuvveevivieeeuoieeeeeeeeere s, I:I Yes D No I:l N/A

‘Part VIl .| Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted during the plan year or any prior YEar? .......c.eceecereeveeeeerriescecerennnas D Yes @ No

Il "Yes,"” enter the amount of any plan assets that reverted to the employer this Year.......ccuveveeeoicurveriieniencrnnnn, ] 13a ,

b Were ail the plan assels distributed to participants or beneficiaries, transferred to another plan, or brought under the control
T 1o oS [] ves [ 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): 13¢(2) EIN(s) 13¢(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 lo the best of my knowledge and

belief, itis true, rrf&tyend/c/ofnple/le.[
o [ LA S & [l e 7 o

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

4/ /V ’C/~—~—-—-—-—— é’.f/q IQ&SZI ROBERT H. DARWIN

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




Attachment to Sch. SB Part V — Summary of Plan Provisions
Columbus Radiology Corporation Defined Benefit Pension Plan
EIN/PN: 34-0745303 / 003
SUMMARY OF PRINCTPAL PLAN PROVISIONS

Effective Date January 1, 2002

Employees Covered All employees of Columbus Radiology Corporation shall
become Participants in the Plan on the January 1st or July 1st
following the later of the completion of one year of eligibility
or the attainment of age 21.

Normal Retirement
Eligibility Age 62

Accrued Benefit Account Balance for Target Employees.
Account Balance offset by Vested Profit Sharing Account
Balance for other Participants.

Annual Allocation For each Year of Credited Service:
Category I: lesser of a) $40,000, and b) maximum permitted
amount under IRC Section 415,
Category II: 2% of Compensation

Category I : Physicians, Chief Financial Officer & Chief
Operating Officer
Category II: all others

Pre-retirement Death Benefit The Participant’s Vested Account Balance

Termination of Employment

Benefit The Participant’s Vested Account Balance

A Participant's Vesting Percentage is determined according
to the following schedule:

Service Vesting Pctg.
0-1 Years 0%
2 Years 20%
3 Years 100%

11



Attachment to Sch. SB Part V — Summary of Plan Provisions
Columbus Radiology Corporation Defined Benefit Pension Plan
EIN/PN: 34-0745303 / 003
SUMMARY OF PRINCIPAL PLAN PROVISIONS (continued)

Contributions The Company pays the actuarially determined cost of the
Plan.
Plan Amendments Most Recent Signed Effective Date
12/23/2008 1/1/2008

There was no IRC 412(d)(2) election for this year.

Note This plan is a statutory hybrid plan per the IRC Section
411(a)(13) and the IRS Regulations thereunder.

12



Attachment to Sch SB Line 19 — Discounted Employer Contributions

Columbus Radiology Corp. Defined Benefit Pension Plan
EIN/PN: 31-0745303 / 003

Effective Discounted
Amount of Plan Year Interest Amount as of
Date Contribution Applied Rate 1/1/10

04/01/10 $280,000.00 2010 6.64% $275,535.78
07/02/10 $200,000.00 2010 6.64% $193,638.80
07/15/10 $80,000.00 2010 6.64% $77,275.91
10/07/10 $200,000.00 2010 6.64% $190,381.42
10/19/10 $80,000.00 2010 6.64% $75,989.55
03/02/11 $272,525.00 2010 6.64% $252,787.33

Totals $1,112,525.00 $1,065,608.79



Attachment to Sch. SB Line 22 — Description of Weighted Average Retirement Age

Columbus Radiology Corporation Defined Benefit Pension Plan
EIN / PN: 34-0745303 / 003

Each participant is assumed to retire at his/her Normal Retirement Age as shown on the Schedule SB,
Line 22. Any participant who has already reached Normal Retirement Age is assumed to retire at the
end of the plan year.



