
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

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). 

 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 I  Annual Report Identification Information 
For calendar plan year 2010 or fiscal plan year beginning                                                                       and ending                                                         

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

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

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

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

plan number 
(PN)  001 

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

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

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

 1234567890

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

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

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

3c Administrator’s telephone number
 1234567890

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2010) 
v.092308.1

0

MONROE WOMEN S CARE, PC 401(K) PROFIT SHARING PLAN

9

805746

621111

P.O. BOX C-96012
BELLEVUE, WA 98009-9612

805746

MONROE WOMENS CARE, PC

113110

X

70110

001

X

9

91-2088033

360-794-1444

360-794-1444

P.O. BOX C-96012
BELLEVUE, WA 98009-9612

1007052

MONROE WOMENS CARE, PC

18086

201306

01/01/2010

01/01/2001

1007052

91-2088033

9

12/31/2010

X

0 0

201306



Form 5500-SF 2010 Page 2-

Part IV   Plan Characteristics 
9a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:   

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

12d YYYY-MM-DD

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

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

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

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

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

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

ABCDEFGHI ABCDEFGHI ABCCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 123456789 012

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

123456789 012

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

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

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

SUSAN E. HOPKINS, MD

1

250000

X

X

Filed with authorized/valid electronic signature.

X

2E 2J2G 2R2K 3D

X

Filed with authorized/valid electronic signature.

X

X

X

SUSAN E. HOPKINS, MD

X

X

07/25/2011

X

X

07/25/2011

X



Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

A This return/report is for: 

B This return/report is for: 

C Check box if filing under: 

Name of plan 

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). 

~ single-employer plan 0 multiple-employer plan (not multiemployer) 

D first return/report D final return/report 

o an amended return/report D short plan year return/report (less than 12 months) 

o Form 5558 0 automatic extension 

o special extension (enter description) 

MOnroe Women's Care, PC 401(k) Profit Sharing Plan 

Plan sponsor's name and address (employer, if for single-employer plan) 

MOnroe Womens Care, PC 

P.O. Box c-96012 

US Bellevue WA 98009-9612 

Plan administrators name and address (If same as plan employer, enter "Same") 
Same 

2d 

OMS Nos. 1210..0110 

121~089 

2010 
This Fonn is Open to Public 

Inspection 

o one-participant plan 

o DFVC program 

Number 

number 

code (see instructions) 

Administrators EIN 

3c Administrators telephone number 

If the name andlor EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 
name, EIN and the plan number from the last return/report. Sponsor's Name 

Total number of participants at the beginning of the plan year. • • • • • 

b Total number of participants at the end of the plan year. • • • • • • • • • • • • • • • • • 

C Total number of participants with account balances as of the end of Ihe plan year {defined benefit plans do not 

Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.) 

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IOPA) 
under 29 CFR 2520. 1 04-46? (See instructions on waiver eligibility and conditions.) • • • • • • • • • • • 

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

7 Plan Assets and Liabilities 

a Total plan assets • 

b T olal plan liabilities 

8 Income, Expenses, and Transfers for this Plan Year 

a Contributions received or receivable from: 
(1) Employers. • • • • . 

(2) Participants • • • • • 

(3) Others (including rollovers). 

b Other income (loss) • • • • 

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

to provide benefits) • • • • • • • • • • • • • • 

e Certain deemed andlor corrective distributions (see instructions) 

f Administrative selVice providers (salaries, fees, commissions) • 

9 Other expenses • • • • • • • • • 

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

Net income (loss) (subject line 8h from line 8e). 

Transfers to the 

For Paperwork se. 

5c 

IXlYes DNo 
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-
~orm 5500-SF 2010 Page 2-D 
~ Plan Charactllristics 
9a If tr.~ plnn prol/\cj~s p~n'icn benefit';, enter the applicable penr.ion feature Coj06 from Itll: li31 of Plan Characleristlc Codes In the InsmJct!ons; 

2E 2G 2J 2~ 2R 3D 
b If !h~ ~I::ln povirle" welfare ben~Hs, enlcr Ihe a'ppUcable welfare fetllurc codes frorr"l lhe List of Plan Charactenstic Codes in 1M in$lrvdion~: 

10 
a 

b 

c 
d 

During tho plin year: 
W~ft th~re A faduro 10 tran9m!\ IQ !ha plan any par1JClp3nt conlribution within the time penod de!';cfibed 'n 
29 CFR 2.5'10_3-102" (See mslru':1ions 3nd DOL'!'. VCJlunfary FidUCiary Correction Program) • - - • 
W~'e tncre any nonexempt Ir3n3acllOn~ WIth ent party-in-intere3l? (Do not include IranS.lctiOO$ reported 

en'lin910n.1 . • • . . . - • . 

WJ:. the plan cO\len:!d by a fidelity tlonc:J7. 
Did. the plan hav<2 a los::.. wt1e\h~r or no! ~imbur~ed by the plan's fidelity bond, that wao;. oouzed bv fraud 

e - Were Jny fee~ or commi5.ions pHid 10 :loy brok~rs, agenl~, or other persons by on in~uranoo camer, 
in~uf,l~e ~ervlces or other organlzallon thaI provides some or all of [he benerlts under lh@ pion? (See 

f H2I~ the plan failed II') provide any bS,·nl'.lll when due under the plan? . . • 

9 Did Ihe pia,: htlVe ~ny panldpl:lnt IOJn57 (If 'yes," ent'" amoun( as of year encl.) 

h • If lhj~ is tl!1lndIVidu;)1 account plan, wJS there a blackout period? (See instrudion!'J end 29 CFR 
2520,101-3.) ........ - ..•.••...•.••.... 

If 10h was ansllr8'ed ''Yes,'' cl:eek 1M box if you ejlh~r providiO lhQ rQCjuired noli~ orone oflho 
I 2520,101-3 

_ 11 I~ this.1 defined benefit pl;)n Subject to minn'!;um fundl"9 MQu,'rement.q;? (II"Yu," 900 In!Hl'\JG\iono. ond comple1. St:lledule sa (FO{Tn 

_~-_55.QQ)J _ , . _ ' _ , . , , . - ., . - . - . ' ..• 

12 I~ this a defined canlrlOl.l\lon pl:m subjec1lo the minimum funding reqlJlremen\~ of sec1ion ,112 of the Code or seC1ion 302 01 ERISA? 

(II "YCS,~ cOll'\pl~li~ 128 or 12b, 12r., 12d. and 12~ belOW, <IS :)pphcable.) 

DYe", iKJNo 

OY.s iKJNo 

II Ifa walve.r of Ihe minimum funding swndard for a pnor year IS being ;)ll"IoI1lzed in 'his plan ye::lf, <;ee instrucliun!., and enter the dilt~ of tne letter rtliing 
.granflnQ the w.'J~er . . . . . . . • • . . • • • . • . . . ~onlh 061'___ YMr ___ _ 

If you cornphnod lino 12a, complete lines 3, 9, and 10 01 Schedule MB (Form 5500). Jnd ~klp to line 13. 

b Enter Ihe minimum required CI.lotribullon for this plan Y8;)r . 

C E:nter-'lhe ':;mount contributed by thl£: employer to lh~ DI9n for Ihl! pl:ln year 

d'" Sutwact lhe amount In line 12c.1rom Ihl) lImoun{ in line 12b Ent~r lhe resul! (enler a mirlUC sign 10 the left 0' a 
"eqalMJ arnoun!'1 . • • .. ••...... 

12d 

13a Has. 3 resolution [0 terminate tt>~ pl~fJ been ildo,cled durtn,g Ihl! pl,~n ye3( or any prior year1. . 

If 'Y':!"3." enter the amount 01 ilny plan asse-Is 1M! rever19d 10 the ~mployer thr!': year . . . 

b Were all the plan as,So!:!!; di5lnbu!ed 10 pi'lrtlcipJnlf. or beneficlAries, IfMlforrQd 10 ano!he~ plan, or brought under Ihe control 
or Ih~ PBGC,7 . . . . . . . . . . . . . . 

C .If during lhie plan year, Jny a&se[i: or liabdlli6~ wQore tf.MferrQd frornlhis plan to ano[hp,:r Dlan(s). Identify the plan(s} 10 

- whl'.h ;I<;oI;N<:. or habillll~'" were Iran,(qfnld (ao~ 1n3I(1Jction" ) - ., 
130(1!Nernf? ofDlan(~)' 1>012\ EIN(s\ 1k(3} PNI.) 

C8utlon: A p(lnalty for the l:lle or ,neompllllt~ f'illna of this returnlroport w,1I be a6se5!Hld unless realf,onablo clJuse ts ifo3ltllblichod, 

lil'1(jflr ~Cn.31tIC!:, <:of perjury and olh~r pena!Ue.5lel1Or1h in the in.~tructlOns. I declare I~I I have e.:tamined th,'50 fell.lrnfrepon,lnc!uding. rf applicable, ;; Sctledulc 
S8 Of ~chedule MB completed ~nd ~I~ned enrolled as well as the eleclfonlc version of thio; fl!IUrnlnmon, ~nd to lhe De.!I of my knov~'odQa and 
bollor. It I!; " ~nd complete. 

i, 

TOTAL P,0" 


