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  01/01/2010 and ending  12/31/2010
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;
D 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
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN number (PN) »
1c Effective date of plan
01/01/2006
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)
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 20-3585845
2C Sponsor's telephone
number

781-344-6000

800 TECHNOLOGY CENTER DRIVE -
STOUGHTON, MA 02072 2d Business code (see
instructions)

424990

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. 08/06/2011 EDWARD WHOLIHAN
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”)

800 TECHNOLOGY CENTER DRIVE

MEDICAL SPECIALTIES DISTRIBUTORS, LLC

3b Administrator's EIN
20-3585845

STOUGHTON, MA 02072

3C Administrator’s telephone
number
781-344-6000

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 5 281

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 247
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 27
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 274
€ 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 274
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 69 120
h  Number of participants that terminated employment during the plan year with accrued benefits that were

€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 3

Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) .......| 7

8a

2E 2F 2G 2J 2K 3D 3H

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) X H (Financial Information)
2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) X i A (Insurance Information)
actuary 4) X 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 Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2010
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

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 ~ 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit 001
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 20-3585845
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
ING LIFE INSURANCE AND ANNUITY COMPANY

() 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
71-0294708 86509 GH1259 120 01/01/2010 12/31/2010

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
5934 1135

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

CES INSURANCE AGENCY INC 29 SAWYER ROAD
WALTHAM, MA 02453

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

2967 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

HUB INTERNATIONAL NEW ENGLAND, LLC 299 BALLARDVALE STREET
WILMINTON, MA 01887

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2967 3
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

THE ANGELL PENSION GROUP, INC.

10 HEMINGWAY DRIVE
EAST PROVIDENCE, RI 02915

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code
1135 |TPA ADMINISTRATOR ALLOWANCE 5

(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

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(e) Organization
code

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(e) Organization

Fees and other commissions paid

code

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(e) Organization

Fees and other commissions paid

code

(b) Amount of sales and base

(c) Amount

(d) Purpose

commissions paid
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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 135280
5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5 2698707
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 YEAI ........cooiii i 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
) |:| guaranteed investment (4) [N other » GROUP PENSION FUNDING
b Balance at the end Of the PrEVIOUS YA .............cccvcvevuireeeiereeeeeeeeeeeeeeeeeeeeeeee e eees e senaesees e saens e enes s 7b 131939
C Additions: (1) Contributions deposited during the year................cccevevevernnen, 7c(1) 445084
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2) 0
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3) 2841
(4) Transferred from SEPArate aCCOUNt ...........ccveveeverirererererieeses e eaan) 7c(4) 166138
(5) Other (SPECIfY DEIOW).........vvrreeecrrrveeerrersrssssssmmeessrensssessssineessseesessessnne 7c(5) 62337
p LOAN REPAYMENTS
(B)TORA! AUTIIONS +..vvevoevveereeeeeoeeeeeeseeeseseeeseeeeeeseeseeee s eees e e e e eeeee e e e e e e s e ees s s e e see e eee s eees s eees e eessereeesees 7¢(6) 676400
d Total of balance and additions (@dd b AN C(B)). ....cevvrveriruiiieeieerceeeeeee et eee et 7d 808339
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 83993
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2) 0
(3) Transferred to separate account . 7¢e(3) SUB7ES
(4) Other (SPECIY DEIOW).........c.evivereeeeeeeeeeeeeeeeeeeeseeeee s 7e(4) 80283
p LOAN DISBURSEMENT
(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) 673059
f  Balance at the end of the current year (SUBtrACt €(5) fTOM d) ...........ccovevirereeeeeeeeeeseeeeeseeseeeeeeeeeseeeeeseeseeeeen. 7f 135280
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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 No

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



; ; ; OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500) 2010
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labi .
Employee Bgr?;ritgqggcﬂrityaAg%inistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit 001
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN
plan number (PN) 4
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 20-3585845

Part | |(Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ............. D Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2010
v.092308.1
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2010

Page 3

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

ING LIFE INSURANCE AND ANNUITY CO

71-0294708
(b) (c) (d) (e) () 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -O-.

compensation? (sources
other than plan or plan
Sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

60 64 66 SERVICE 0 11889
PROVIDER Yes No D Yes No [[ Yes D No
(a) Enter name and EIN or address (see instructions)
AMERICAN FUNDS
95-1411037
(b) (©) (d) (e) Q) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
285263 INVESTMENT 0 8778
PRODUCT PROVID
YesE| NOI:I Yes[l No YesD N0|§|

(a) Enter name and EIN or address (see instructions)

ING FINANCIAL ADVISERS

06-1375177
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
Sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

63

BROKER/DEALER

Yes m No |:|

Yes D No EI

8280

Yes D No




Schedule C (Form 5500) 2010

Page4-L ]

(a) Enter name and EIN or address (see instructions)

ING MUTUAL FUNDS

95-4516049
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

formula instead of
an amount or
estimated amount?

285263

INVESTMENT
PRODUCT PROVID

Yes m No D

Yes D No m

5922

Yes D No EI

() Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No |:[

Yes D No |:[

Yes |:| No D
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

AMERICAN FUNDS

28 52 63 1469

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

AF AMERICAN BALANCED FUND

94-6050854

INVESTMENT MANAGEMENT INVESTMENT MANAGEMENT
FEES 12B-1 DISTRIBUTION FEES

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

AMERICAN FUNDS

28 52 63 3122

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

AF EUROPACIFIC GROWTH FUND

95-1411087

INVESTMENT MANAGEMENT INVESTMENT MANAGEMENT
FEES 12B-1 DISTRIBUTION FEES

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN FUNDS

28 52 63 4187

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

AF THE GROWTH FUND OF AMERICA

52-0792143

INVESTMENT MANAGEMENT INVESTMENT MANAGEMENT
FEES 12B-1 DISTRIBUTION FEES
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

ING FINANCIAL ADVISERS

63

1383

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

AF EUROPACIFIC GROWTH FUND

95-1411087

1ZB-T DISTRIBUTIUON FEES

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

ING FINANCIAL ADVISERS

63

2123

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

AF THE GROWTH FUND OF AMERICA

52-0792143

IZB-I DISTRIBUTION FEES

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

ING FINANCIAL ADVISERS

63

1068

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

LORD ABBETT GROWTH OPP FD

13-3842507

12B-1 DISTRIBUTION FEES
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

ING LIFE INSURANCE AND ANNUITY CO

60 66

1107

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

AF EUROPACIFIC GROWTH FD

95-1411037

SUB-TRANSFER/REIMBURSEMENT FEES INSURANCE
MORTALITY AND EXPENSE CHARGE

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

ING LIFE INSURANCE AND ANNUITY CO

60 66

1698

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

AF THE GROWTH FUND OF AMERICA

52-0792143

SUB-TRANSFER/REIMBURSEMENT FEES INSURANCE
MORTALITY AND EXPENSE CHARGE

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

ING LIFE INSURANCE AND ANNUITY CO

60 66

1464

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

ING OPPENHEIMER GLOBAL

75-3023503

SUB-TRANSFER/REIMBURSEMENT FEES INSURANCE
MORTALITY AND EXPENSE CHARGE
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

ING LIFE INSURANCE AND ANNUITY CO

60 66 1187

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

LORD ABBETT GROWTH OPPORT

13-3842507

SUB-TRANSFER/REIMBURSEMENT FEES INSURANCE
MORTALITY AND EXPENSE CHARGE

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

ING MUTUAL FUNDS

28 52 1362

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

ING BLACKROCK SCIENCE & TECHNOLOGY

06-1575881

INVESTMENT MANAGEMENT INVESTMENT MANAGEMENT
FEES

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

ING MUTUAL FUNDS

28 52 63 1288

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

ING INTERMEDIATE BOND FD

52-2125227

INVESTMENT MANAGEMENT INVESTMENT MANAGEMENT
FEES 12B-1 DISTRIBUTION FEES
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) service Codes (c) Enter amount of indirect
(see instructions) compensation

ING MUTUAL FUNDS

28 52 1002

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

ING OPPENHEIMER GLOBAL

75-3023503

INVESTMENT MANAGEMENT INVESTMENT MANAGEMENT
FEES

(a) Enter service provider name as it appears on line 2

(b) service Codes (c) Enter amount of indirect
(see instructions) compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2

(b) service Codes (C) Enter amount of indirect
(see instructions) compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part I | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Schedule C (Form 5500) 2010

Termination Information on Accountants and Enrolled Actuaries (see instructions)

Part IlI
(complete as many entries as needed)
b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C Position:
€ Telephone:

d Address:

Explanation:

b EIN;

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN;

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:




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 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K 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)
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 20-3585845

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: MAP CONTRACT SEPARATE ACCOUNT D

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

ING LIFE INSURANCE AND ANNUITY CO

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

C EIN-PN 71-0294708-000 code 103-12 IE at end of year (see instructions) 2698707

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)




Schedule D (Form 5500) 2010 Page 3-f ]

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




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2010

This Form is Open to Public

Pension Benefit Guaranty Corporation |nspecti0n
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending  12/31/2010
A Name of plan B  Three-digit
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN 001
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500
MEDICAL SPECIALTIES DISTRIBUTORS, LLC

20-3585845

D Employer Identification Number (EIN)

Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash ..o la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTIDULIONS ... 1b(1)
(2) Participant CONTBULIONS ...............oveveeeereieeeeeseseeeeeeseeees s sese s 1b(2)
(B) OHNBT .ttt eenees 1b(3)
C General investments:
Q) Interest-b_earing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) ettt
(2) U.S. GOVEINMEN SECUMLIES ........cevoeereeeeeeeeeseeeese e en s 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEM ..ot 1c(3)(A)
(B) Al OtNET ..ot 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred... 1c(4)(A)
(B) COMMON ..., 1c(4)(B)
(5) Partnership/joint venture interests ................... 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PartiCiPants) .............ccoeeveueveeeriesesinsessessenessenens 1c(7)
(8) PartiCIPANT IOANS ........ovoveeeeeeeeeeeeeeeeeee e s s 1c(8) 110815 128587
(9) Value of interest in common/collective truStS...............ocoovevevrererereeennn. 1c(9)
(10) Value of interest in pooled separate aCCOUNES...........ccevcveeerrieeeiiineeennnne. 1c(10)
(11) Value of interest in master trust investment accounts .............ccoccceeenee. 1c(11)
(12) Value of interest in 103-12 investment entities ...............oococvveerevreeeann. 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual 1c(13) 026613 2608707
FUNAS) e
oIS e et | rea) 131939 135280
(15) ONET ...ttt 1c(15)

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

Schedule H (Form 5500) 2010
v.092308.1
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1d Employer-related investments:

(a) Beginning of Year

(b) End of Year

(1) EMPIOYET SECUMLES ........vvveveieeeeseeeeee et eeseseeetee et 1d(1)
(2) EMPIOYET 1Al PrOPEILY ...t eeesesees s seneen s ns s 1d(2)
€ Buildings and other property used in plan operation..........cc.ccceevveeeeniieeesineenns le
f Total assets (add all amounts in lines 1a through 1€) .........cccccccevvevveereveriernnnn. 1f 2269367 2962574
Liabilities
g Benefit Claims PAyADIE ........coereiicieiriee e 1g
N Operating PAYADBIES ...........cc.oveiieeceeieeeeeeceee e 1h
I AcQUISItIoN INAEDLEANESS ... 1
J Oher TABlIES. ......cvovvveeceiecieece e 1j 7299 21130
K Total liabilities (add all amounts in lines 1g through1j) .......cccccccoevevrrercrrrennnne. 1k 7299 21130
Net Assets
| Net assets (subtract line 1k from liN@ 1f).........cccevrveurvereereeerereeeereeees e 1l ‘ 2262068 2941444
Part Il |Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. 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. MTIAs, CCTs, PSAs, and 103-12 |Es do not complete

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
a Contributions:
(1) Received or receivable in cash from: (A) Employers.........ccccoceviiveininnenns
(B)  PArICIPANTS ...eeeiiiieeiiiee ettt
(C) Others (iNCluding rOIIOVEIS) ......ccooiiieiiiii e
(2) Noncash CONLHBULIONS .........coiiiiiiiiiie i
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .................
b Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIt) .......ccevviiiiiiiiii e

(B) U.S. GOVErNMENt SECUNLIES .....cvvieureeiiiiiiie ittt
(C) Corporate debt INStTUMENLS .........coocviiiiieiiiiieiee e
(D) Loans (other than to participants) .........cccccceeuveieeriieiieenieeee e
(E) Participant loaNnS .........ccveiiiiiieiiieiee et
(F) ORI .
(G) Total interest. Add lines 2b(1)(A) through (F) .....cccccovieiiiiiiiniiiiien

(2) Dividends: (A) Preferred StOCK........ccciiiiiiiiiiiiiiiciccerceecec e
(B)  COMMON SEOCK .....uviirieiieiitiesiee sttt
(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(B) RENES .t

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...........ccccueeenne.
(B) Aggregate carrying amount (See iNStructions) ............cceceeeveeriiieinennns
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................

(a) Amount

(b) Total

2a(1)(A)

26051

2a(1)(B)

397426

2a(1)(C)

2a(2)

2a(3)

423477

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

4829

2b(1)(F)

2614

2b(1)(G)

7443

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)
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2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate..............ccoo.......

(B)  OtNET . e

(C) Total unrealized appreciation of assets.
Add [iNes 2b(5)(A) aNd (B)....ccoiueieiiiiieaiiie e

(6) Net investment gain (loss) from common/collective trusts.............ccccceeenee
(7) Netinvestment gain (loss) from pooled separate accounts...............ccee.....
(8) Net investment gain (loss) from master trust investment accounts ............

(9) Netinvestment gain (loss) from 103-12 investment entities ..............c.......

(10) Net investment gain (loss) from registered investment
companies (€.g., Mutual fuNdS).........cccceeiiiieeiiire e

C Other INCOME..... ittt
d Total income. Add all income amounts in column (b) and enter total......................
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers ..............
(2) To insurance carriers for the provision of benefits.........cccccveveiviive e,
2 T 1T USSP
(4) Total benefit payments. Add lines 2e(1) through (3)......cccccevveveviiineeiiieennns
Corrective distributions (S€e INStrUCIONS) ........cueiiiiiiiiiiiie e

Certain deemed distributions of participant loans (see instructions).................

oKQ

INEEIEST EXPENSE. ..ottt e et e et e e e e e e

Administrative expenses: (1) Professional fees.........cccoooviiiiiieiiiiiiiiienieen,
(2) Contract adminiStrator fEES.........cccvveiiireeriiee e s e see e se e seee e e
(3) Investment advisory and management fEeS .........ccccevvveeevieesiiieesieee s
[y T 1 - SRS
(5) Total administrative expenses. Add lines 2i(1) through (4).........ccceevvveennns
j Total expenses. Add all expense amounts in column (b) and enter total.........
Net Income and Reconciliation

k Net income (loss). Subtract line 2j from line 2d

| Transfers of assets:
[0 T o R {3 ] - L S OUSSSRNS
(2) From thisS PIAN ....ccvieeeiiie et e e e e et e e enae e

(a) Amount

(b) Total

2b(5)(A)

2b(5)(B)

2b(3)(C)

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

2c

2d

329676

760596

2e(1)

81220

2e(2)

2e(3)

2e(4)

2f

29

2h

81220

2i(1)

2i(2)

2i(3)

2i(4)

2i(5)

2j

81220

2k

21(1)

21(2)

679376

Part Ill | Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):

@[] unquaiified  (2)[ ] Qualified 3) [ pisclaimer @) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?

E Yes |:| No

C Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name: MCGLADREY & PULLEN, LLP

(2) EIN: 42-0714325

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
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Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l.
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 corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)...... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is X
CRECKEA.) .ttt b ettt e ettt et b et 4b
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........cccccvviviveennnns 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is X
(o1 Lol (=T 1 TP PP TP PR RUPI 4d
€  Was this plan covered by a fidelity BONA?.............ccoviioiiiececececceee e 4e X 1000000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
BY fraud OF GISNONESIY? ......c..oeveivieeeeceeeeee e 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? .........ccccceceevvvveeiceeesiveeenns 4q 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? ......... ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMents.)..........ccccceiiiiiiiiiii i 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIreMENTS.).......coouiiiiiiiieii e 4 X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC?.........cccocviiiiiiiiiiiii e Ak X
| Has the plan failed to provide any benefit when due under the plan? ..........cccccooieiiiiiiniciene 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.00L3.) coovvoe oo am 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. .......cccceviiveevinnene 4an X
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..............ccccceeenueee. 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)




SCHEDULE R Retirement Plan Information
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(Form 5500) 2010

This schedule is required to be filed under section 104 and 4065 of the

D rti t of the T
mteral Revenuo Seros. Employee Retirement Income Security Act of 1974 (ERISA) and section

Internal Revenue Service

6058(a) of the Internal Revenue Code (the Code).

Department of Labor . . .
r ) A This Form is Open to Public
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN plan number 001
(PN) >
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
MEDICAL SPECIALTIES DISTRIBUTORS, LLC
20-3585845

‘ Part | ‘ 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 specified in the
INSTIUCTIONS ... h et h e e b e e s b e e s b e s b e e st e b e e e b e e b e e e b e e sb e e s e e e sbe s s aneeeree s 1

0

2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two

payors who paid the greatest dollar amounts of benefits):
EIN(s): 71-0294708

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 plan
D=L LTSS PSP TP R U SOOPT PR OPRTRURP 3

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or

ERISA section 302, skip this Part)

4 |sthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?........ccevrerrvernnes D Yes D No

If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this

[] na

plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for thiS PIAN YE&I .............ccccceeieveeeieeeeeeeeeeee e 6a
b  Enter the amount contributed by the employer to the plan for this plan YEar ............ccccceveveeveereriesseesereesnnes 6b

C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEegative amMOUNT)...........c.uiiiiiieiee e e 6c

If you completed line 6c, skip lines 8 and 9.

7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ..............cccccccevevevevennnne. D Yes D No

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure providing

automatic approval for the change or a class ruling letter, does the plan sponsor or plan administrator agree D v D N
es o}

LT LR TR L= o 0= U T [ SRR

Part Ill | Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate

DOX(ES). If N0, CHECK thE “NO” DOX.......ce.vevreeeeeeseereieeeeeseees st ese et se s eeesessssneenees D Increase D Decrease D Both D No
Part IV ESOPSs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,

skip this Part.

10 were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. | | Yes D No
11 a Does the ESOP hold @ny Preferred SIOCK? .........cciiiuriiuririseerieseeeiseeeesssessssssessesessssssessssesessesessasesesesasesessesesasseses et tansessesssanseens || Yes I:I No

b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes I:I No

(See instructions for definition of “DACK-T0-DACK” I0AN.) .........uuiiiiiiii it

12 Does the ESOP hold any stock that is not readily tradable on an established SECUrities Market? ..............coocveeereerrneirreneecerreenees D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2010

v.092308.1
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production I:I Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:[
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cen

ts
(2) Base unit measure:D Hourly |j Weekly Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

A THE CUITENT YA ...ttt e ettt ea e et e e et e et e s e s an e s ee et et e e e s e s s s et ee st esee et e e aneeeean e s eneneneeeaneene l4a
b The plan year immediately preceding the CUITENt PIAN YEAT ..........co.oveveeieeeeeeeeeeeeeeeeeeeeeeee e 14b
C  The second PreCediNng PIAN YEAI .........cc..ii ittt ettt ettt e s ab e e e be e e abeeeaabbeaeannbeaesaneeas l4c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ...........cccccevcvvveeneenn. 15a

b The corresponding number for the second preceding PIAN YEar ................ccco.covevvevereeeeeeeeerereeseeeeererrrnens 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ..........cccccocveiiiieiniiieniiee e 16a

b Ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such WithdraWn €MPIOYETS .......uiiiiiiiii it st e s ser e er e e esinesereesenes

17 1f assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENT. ... e s et e e e s s s e e s s st s e s e ra s s s e e e a s aanans

| PartVI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information t0 be INCIUAE @S AN AEACKHMENT ..........cooiieee et e e e e ettt e e e e et tbe et e e e e eeetbaaeeeeeeeesaabaeeaeeeeeaabbeeeeeeeeasbsaeeeeeeaassssbaeeeeessnsbeneaeeean

19 If the total number of participants is 1,000 or more, complete items (a) through (c)

a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: _ % High-Yield Debt: % Real Estate: % Other: %

b  Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years D 3-6 years |:| 6-9 years D 9-12 years |:| 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate item 19(b)?

D Effective duration D Macaulay duration D Modified duration D Other (specify):
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Melladrey & Pullen, LLP
Cortifind Puldis Acoomtants

INDEPENDENT AUDITOR’S REPORT

To the Advisory Committee and Participants
Medical Specialties Distributors, LLC 401(k) Plan

We were engaged to audit the accompanying statements of net assets available for benefits of
Medical Specialties Distributors, LLC 401(k) Plan (‘the Plan”) as of December 31, 2010 and 2009, and
the related statement of changes in net assets availabie for benefits for the year ended December 31,
2010, and the supplemental schedule of assets (held at end of year) as of December 31, 2010 These
financial statements and the supplemental schedule are the responsibility of the Plan’s management.

As permitted by 29 CFR 2520 103-8 of the Department of Labor's Rules and Regulations for Reporting
and Disclosure under the Employee Retirement Income Security Act of 1974, the Plan Administrator
instructed us not to perform, and we did not perform, any auditing procedures with respect to the
investment information summarized in Note 3, which was certified or provided by ING Life Insurance and
Annuity Company, the trustee of the Plan, except for comparing this information with the related
information included in the financial statements and supplemental schedule. We have been informed by
the Plan Administrator that the trustee holds the Plan’s assets and executes investment transactions.
The Plan Administrator has obtained certifications from the trustee regarding the completeness and
accuracy of the information summarized in Note 3 that was provided to the Plan Administrator by the
trustee as of and for the year ended December 31, 2010 and as of December 31, 2009.

Because of the significance of the information that we did not audit, we are unable to, and do not, express
an opinion on the accompanying financial statements and supplemental schedule taken as a whole. The
form and content of the information included in the financial statements and supplemental schedule, other
than that derived from the information certified by the trustee, have been audited by us in accordance with
auditing standards generally accepted in the United States of America, and, in our opinion, are presented
in compliance with the Department of Labor's Rules and Regulations for Reporting and Disclosure under
the Employee Retirement Income Security Act of 1974.

As described in Note 2, the Plan adopted Financial Accounting Standards Board Accounting Standards
Update 2010-25, Plan Accounting—Defined Contribution Pension Plans (Topic 962): Reporting Loans to
Participants by Defined Contribution Pension Plans, as of December 31, 2010, which clarified how loans
to participants should be classified and measured by defined contribution pension plans This update
was retrospectively applied to December 31, 2009.

/%5%447 S, ol | 2o

July 26, 2011
Boston, Massachusetts

eGladrey s the brand unter which B550 Meliladrey, Ino, angd MeGladzey & Sulien, AP serve dlionts tustimes nesds, breer of BSSS Inverman retwtl. &
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Medical Specialties Distributors, LLC
401(k) Plan

Statements of Net Assets Available for Benefits
December 31, 2010 and 2009

Page 2

ASSETS
Investments.
Guaranteed income fund
Mutual funds
Total investments

Receivables.
Notes receivable from participants
Total assets

LIABILITIES
Excess contributions

Net assets available for benefits

See notes to financial statements.

2009

2010 (as Revised)
135,280 $ 131,939
2,698,707 2,026,613
2,833,987 2,158,552
128,587 110,815
2,962,574 2,269,367
21,130 7,299
2,941,444 $ 2,262,068




Medical Specialties Distributors, LLC

401(k) Plan

Statement of Changes in Net Assets Available for Benefits

Year Ended December 31, 2010

Page 3

Investment income:

Net appreciation in fair value of investments

Interest income on notes receivable from participants

Contributions:
Participants
Employer
Total contributions

Total additions

Deductions:
Benefits paid to participants

Net increase in net assets

Net assets available for benefits
Beginning of year

End of year

See notes to financial statements.

332,290

4,828

397,427
26,051

423,478

760,596

81,220

679,376

2,262,068

$

2,941,444
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Medical Specialties Distributors, LLC
401(k) Plan

Notes to Financial Statements
Years Ended December 31, 2010 and 2009

1. DESCRIPTION OF PLAN

The following description of the Medical Specialties Distributors, LLC 401(k) Plan (the “Plan”)
provides only general information Participants should refer to the Plan agreement for a more
complete description of the Plan’s provisions

General

The Plan is a defined contribution retirement plan available to all employees of Medical
Specialties Distributors, LLC (the “Company”), provided that they are at least 21 years of age and
an employee for 30 days. The Plan is subject to the applicable provisions of the Employee
Retirement Income Security Act of 1974 (ERISA) and the Internal Revenue Code (IRC). The
Company is the plan administrator.

Contributions

Participants are aliowed to contribute up to 100% of their pretax compensation to the Plan
through payroll deductions, not to exceed IRC limitations.

The Company, at its discretion, may make matching and profit sharing contributions to the Plan.
During the year ended December 31, 2010, the Company’s matching contributions, of $26,051,
equaled 10% of the first 5% of an individual's compensation contributed to the Plan, subject to
certain limitations. There were no profit sharing contributions in 2010

An eligible participant may, at the discretion of the Plan administrator, transfer tax free to the Plan
a distribution from another qualified plan, provided that the transfer qualifies as a rollover
contribution under the IRC.

Participant Accounts

Each participant’s account is credited with the participant’s contribution, the Company’s matching
contribution, investment earnings and allocations of expenses. Allocations are based on
participant earnings or account balances, as defined. The benefit to which a participant is entitled
is the benefit that can be provided from the participant’s vested account.

Vesting

Participants are fully vested in all salary contributions, rollovers and earnings thereon. Employer
matching contributions and earnings thereon are vested in accordance with the following

schedule
Years Vesting Percent
Less than one 0%
One but less than two 25%
Two but less than three 50%
Three but less than four 75%

Four or more 100%
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Medical Specialties Distributors, LLC
401(k) Plan

Notes to Financial Statements
Years Ended December 31, 2010 and 2009

1. DESCRIPTION OF PLAN continued

Vesting...continued

Participants who terminate prior to being 100% vested forfeit the nonvested portion At
December 31, 2010 and 2009, forfeited nonvested accounts totaled $5,057 and $4,212,
respectively These accounts will be used to either pay Plan expenses or reduce employer
contributions as determined by the plan administrator

Withdrawals

Participants are allowed to withdraw certain portions of their account, as defined by the Plan,
upon retirement, termination or determination of financial hardship

Payment of Benefits

Participants are able to elect to receive a lump-sum distribution based upon the valuation of the
participant’s vested account balance. Benefit payments are recorded when paid

Investment Options

The trustee for the plan is ING Life Insurance and Annuity Company (ING), which holds the
Plan’s investments and executes investment transactions. Participants can direct their
contributions to a guaranteed income fund and various mutual funds. Participants determine the
investment of both Company and participant contributions and any subsequent changes among
investments.

Notes Receivable from Participants

Participants may borrow from their accounts any amount greater than $500, but not more than
the lesser of $50,000 or 50% of their account balance, reduced by the highest outstanding loan
balance during the preceding twelve month period. A participant may have three outstanding
loans at one time. Loan terms range from one to five years but may be extended to 30 years for
the purchase of a primary residence. The loans are secured by the vested balance in the
participant's account and bear interest at a rate equal to regional bank rates for similar loans.
Principal and interest is paid ratably through weekly payroll deductions. Interest rates on
outstanding loans range from 3.25% to 7.25%

Notes receivable from participants are measured at their unpaid balance plus any accrued but
unpaid interest. Delinquent loans are treated as distributions based upon the terms of the plan
document.

Administrative Expenses

Administrative expenses are the responsibility of both the Plan and the Company The Company
has elected to pay substantially all administrative expenses.
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Medical Specialties Distributors, LLC
401(k) Plan

Notes to Financial Statements
Years Ended December 31, 2010 and 2009

2. SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Basis of Accounting

The Plan’s financial statements are prepared on the accrual basis of accounting Employer and
participant contributions are recorded in the period in which the employee payroll deductions are
made Benefits to participants are recorded when paid. Purchases and sales of securities are
recorded on a trade-date basis Interest income is recorded on the accrual basis. Dividends are
recorded on the ex-dividend date.

Use of Estimates

The preparation of financial statements in conformity with accounting principles generally
accepted in the United States of America requires management to make estimates and
assumptions that affect the reported amounts of net assets available for benefits and changes
therein Actual results could differ from those estimates.

Risks and Uncertainties

The Plan provides for various investment options in any combination of guaranteed income funds
and mutual funds. Investment securities are exposed to various risks, such as interest rate,
market and credit risks. Due to the level of risk associated with certain investment securities, it is
at least reasonably possible that changes in values of investment securities will occur in the near
term, and that such changes could materially effect participants’ account balances and the
amounts reported in the statement of net assets available for benefits.

Investment Valuation

Investments are reported at fair value. Fair value is the price that would be received to sell an
asset or paid to transfer a liability in an orderly transaction between market participants at the
measurement date. See Note 7 for discussion of fair value measurements.

The Plan has a guaranteed income fund with fully benefit-responsive investment contracts.
Investment contracts held by a defined-contribution plan are required to be reported at fair value.
However, contract value is the relevant measurement attribute for that portion of the net assets
available for benefits of a defined-contribution plan attributable to fully benefit-responsive
investment contracts because contract value is the amount participants would receive if they were
to initiate permitted transactions under the terms of the plan.

The Statement of Net Assets Available for Benefits presents the fair value of the investment
contract as well as the adjustment of the fully benefit-responsive investment contracts from fair
value to contract value The ING Fixed Account has no stated maturity Interest rates are reset at
least annually, during which a new interest rate is applied daily fo the total outstanding balance of
the investment. For deposit liabilities with no defined maturities, the fair value to be disclosed is
the amount payable on demand at the reporting date. Accordingly, the contract value is equal to
the fair value of the investment.
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Medical Specialties Distributors, LLC
401(k) Plan

Notes to Financial Statements
Years Ended December 31, 2010 and 2009

2. SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES ..continued
Income Taxes

Accounting principles generally accepted in the United States of America require plan
management to evaluate tax positions taken by the Plan. Management evaluated the Plan’s tax
positions and concluded that the Plan had maintained its tax exempt status and had taken no
uncertain tax positions that require revenue recognition or disclosure in the financial statements.
Therefore, no provision or liability for income taxes has been included in the financial statements.
With few exceptions, the Plan is no longer subject to income tax examinations by the US
federal, state, or local tax authorities for years before 2007.

Recently Issued Accounting Pronouncements

in September 2010, FASB issued Accounting Standards Update (“ASU") 2010-25, Plan
Accounting—Defined Contribution Pension Plans (Topic 962)- Reporting Loans to Participants by
Defined Contribution Pension Plans, which provides guidance on how loans to participants should
be classified and measured by defined contribution pension plans. This amendment requires that
participant loans be classified as notes receivable from participants, which are segregated from
plan investments and measured at their unpaid principal balance plus any accrued but unpaid
interest. This amendment was effective for periods ending after December 15, 2010, with early
adoption permitted This amendment requires retrospective application to all periods presented.

This amendment was adopted for the year ended December 31, 2010, and retrospectively
applied to December 31, 2009 Prior year amounts and disclosures have been revised to reflect
the retrospective application of adopting this new amendment. The adoption resulted in a
reclassification of participant loans totaling $128,587 and $110,815 from investments to notes
receivable as of December 31, 2010 and 2009, respectively. There was no impact to the net
assets as of December 31, 2010 or 2009, as a result of the adoption.

In January 2010, the FASB issued an amendment that requires new disclosures and reasons for
transfers of financial assets and liabilities between Levels 1 and 2. This amendment also clarifies
that fair value measurement disclosures are required for each class of financial assets and
liabilities, and disclosures about inputs and valuation techniques are required for both Level 2 and
Level 3 measurements. It further clarifies that the reconciliation of Level 3 measurements should
separately present purchases, sales, issuances, and settlements instead of netting these
changes. With respect to matters other than Level 3 measurements, the amendment was
effective and adopted for periods beginning on or after December 15, 2009 The guidance
related to Level 3 measurements is effective for periods beginning on or after December 15,
2010, and has been adopted by the Plan as of December 31, 2010

In May 2011, the FASB issued ASU 2011-4, Amendments to Achieve Common Fair Value
Measurement. ASU 2011-4 is intended to result in common fair value measurement and
disclosure requirements between United States Generally Accepted Accounting Principles (‘U S
GAAP”) and International Financial Reporting Standards (“IFRS”) In general, ASU 2011-4 is not
intended to result in significant changes in the application of Accounting Standards Codification
(*ASC”) Topic 820. Instead, ASU 2011-4 clarifies the intent of previously existing standards and
changes certain requirements for fair value measurement or for disclosing information about fair
value measurements. ASU 20114 is effective for annual periods beginning after December 15,
2011 The impact to the financial statements is currently being evaluated by the Plan
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Medical Specialties Distributors, LLC
401(k) Plan

Notes to Financial Statements
Years Ended December 31, 2010 and 2009

3. INFORMATION CERTIFIED BY ING LIFE INSURANCE AND ANNUITY COMPANY

The following is a summary of the Plan’s asset information as of December 31, 2010 and 20089,
and for the year ended December 31, 2010, included throughout the Plan’s financial statements
and supplemental schedule, that was prepared by or derived from information provided by the
trustee and furnished to the Plan Administrator The Plan Administrator has obtained
certifications from the trustee that information provided to the Plan Administrator by the trustee
related to the following assets is complete and accurate. Accordingly, as permitted under such
election, the Plan Administrator instructed the Plan's independent auditors not to perform any
auditing procedures with respect to the following information certified as complete and accurate
by ING Life Insurance and Annuity Company (ING), the trustee of the Plan, except for comparing
such information certified by the trustee to information included in the Plan's financial statements
and supplemental schedule related to the following assets. Single investments representing
more than 5% of the Plan’s net assets as of December 31, 2010 and 2009 are separately

identified.
2010 2009
Mutual funds
The Growth Fund of America $ 510,512 $ 385,169
Europacific Growth Fund 332,621 245,322
Lord Abbet Growth Opportunity Fund 254,779 217,011
ING Intermediate Bond Fund 212,209 127,505
Pioneer Mid Cap Value Fund 205,576 140,642
American Balanced Fund 180,973 130,555
ING Oppenheimer Global Portfolio 180,972 135,243
Pioneer Fund 173,714 131,925
ING Large Cap Portfolio* 150,014 110,785
Other investments 497 337 402 456
Total mutual funds 2,698,707 2,026,613
Guaranteed income fund 135,280 131,939
Notes receivable from participants 128,587 110,815

$ 2962574 $ 2269367

* Investment represents less than 5% of total net assets in the prior year

ING Life Insurance and Annuity Company also certified to the completeness and accuracy of net
appreciation in fair value of investments of $322,290 in 2010 and $4,828 of interest and dividends
related to the aforementioned investments in 2010.

4. TAX STATUS

The Plan, through its adoption of a volume submitter plan (a prototype plan), has obtained an
opinion letter issued to The Angell Pension Group, Inc. on January 23, 2002, in which the Internal
Revenue Service stated that the Plan, as then designed, was in compliance with the applicable
requirements of the IRC. The Plan has been amended since receiving the opinion letter,
however, the Plan administrator and the Plan’s tax counsel believe that the Plan is currently
designed and being operated in compliance with the applicable requirements of the IRC
Therefore, no provision for income taxes has been included in the Plan’s financial statements.
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Notes to Financial Statements
Years Ended December 31, 2010 and 2009

5. PARTY-N-INTEREST TRANSACTIONS

Plan investments include shares of a guaranteed income fund and mutual funds managed by ING
and administrative fees are paid to ING. ING is the trustee, as defined by the Plan, therefore,
these transactions qualify as party-in-interest transactions.

6. GUARANTEED INVESTMENT CONTRACT

The Plan’s fixed guaranteed income funds are investment contracts with an insurance company,
which are renewed annually. The issuing insurance company is ING Life Insurance and Annuity
Company The contributions are maintained in a pooled account. The account is credited with
earnings on the underlying investments and charged with Plan withdrawals and administrative
expenses. The contract is included in the financial statements at contract value as reported to
the plan by ING Life Insurance and Annuity Company because it is fully benefit responsive.
Contract value represents contributions made under contract, plus earnings, less participant
withdrawals and administrative expenses.

Participants may ordinarily direct the withdrawal or transfer of all or a portion of their investment
at contract value The guaranteed investment contract issuer is contractually obligated to repay
the principle and a specified interest rate that is guaranteed to the plan. As described in Note 2,
because the guaranteed investment contract is fully benefit-responsive, contract value is the
relevant measurement attribute for that portion of the net assets available for benefits attributable
to the guaranteed investment contract. Contract value, as reported to the Plan by ING Life
Insurance and Annuity Company, represents contributions made under the contract, plus
earnings, less participant withdrawals and administrative expenses Participants may ordinarily
direct the withdrawal or transfer of all or a portion of their investment at contract value.

There are no reserves against contract value for credit risk of the contract issuer or otherwise.
The fair value of the investment contracts at December 31, 2010 and 2009 were $135,280 and
$131,939, respectively. The average yield and crediting interest rates were approximately 2.3%
for 2010 and 2.2% for 2009. The crediting interest rate is based on the formula agreed upon with
the issuer. Such interest rates are reviewed at least annually for resetting

Certain events limit the ability of the plan to transact at contract value with the issuer. Such
events include the following (1) amendments to the plan documents (including complete or
partial plan termination or merger with another plan), (2) changes to the plan's prohibition on
competing investment options or deletion of equity wash provisions, (3) bankruptcy of the plan
sponsor or other plan sponsor events (for example, divestitures or spin-offs of a subsidiary) that
cause a significant withdrawal from the plan, or (4) the failure of the trust to qualify for exemption
from federal income taxes or any required prohibited transaction exemption under ERISA. The
plan administrator does not believe that any events which would limit the plan’s ability to transact
a contract value with participants are probable of occurring.

The guaranteed investment contract does not permit the insurance company to terminate the
agreement prior to the scheduled maturity date
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7. FAIR VALUE MEASUREMENTS

ASC 820, Fair Value Measurements and Disclosures, establishes a framework for measuring fair
value. That framework provides a fair value hierarchy that prioritizes the inputs to valuation
techniques used to measure fair value The hierarchy gives the highest priority to unadjusted
quoted prices in active markets for identical assets or liabilities (level 1 measurement), a lower
priority to significant other observable inputs (level 2 measurements), and the lowest priority to
unobservable inputs (level 3 measurements). The three levels of the fair value hierarchy under
ASC 820 are described below:

Level 1 - Inputs to the valuation methodology are unadjusted quoted prices for identical assets or
liabilities in active markets that the Plan has the ability to access

Level 2 - Inputs to the valuation methodology include
¢ Quoted prices for similar assets or liabilities in active markets,
¢ Quoted prices for identical or similar assets or liabilities in inactive markets:
+ Inputs other than quoted prices that are observable for the asset or liability;
* Inputs that are derived principally from or corroborated by observable market data
by correlation or other means.

If the asset or liability has a specified (contractual) term, the Level 2 input must be
observable for substantially the full term of the asset or liability

Level 3 - Inputs to the valuation methodology are unobservable and significant to the fair value
measurement.

The asset’s or liability’s fair value measurement level within the fair value hierarchy is based on
the lowest level of any input that is significant to the fair value measurement. Valuation

techniques used need to maximize the use of observable inputs and minimize the use of
unobservable inputs.

Following is a description of the valuation methodologies used for assets measured at fair value
There have been no changes in the methodologies at December 31, 2010 and 2009

Mutual Funds
Valued at the net asset value (‘NAV”) of shares held by the plan at year end

Guaranteed Income Fund

Valued at contract value, which utilizes a cost approach to approximate fair value (See
Note 6). Investment contracts held in the Guaranteed Income Fund of Prudential Retirement
Insurance Company are credited with earnings on the underlying investments and charged
for participant withdrawals and administrative expenses The guaranteed investment contract
issuer is contractually obligated to repay the principal and a specified interest rate that is
guaranteed to the Plan.
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7. FAIR VALUE MEASUREMENTS.. continued

The methods described above may produce a fair value calculation that may not be indicative of
net realizable value or reflective of future fair values. Furthermore, while the Plan believes its
valuation methods are appropriate and consistent with other market participants, the use of
different methodologies or assumptions to determine the fair value of certain financial instruments
could result in a different fair value measurement at the reporting date

The following table sets forth by level, within the fair value hierarchy, the Plan’s assets at fair
value as of December 31, 2010:

Assets at Fair Value as of December 31, 2010

Level 1 Level 2 Level 3 Total

Mutual funds
Large cap $ 913,807 $ - % - % 913,807
Mid/Small cap 729,543 - - 729,543
International 513,593 - - 513,593
Blended 329,555 - - 329,555
Bond Funds 212,209 - - 212,209
Guaranteed income fund - - 135,280 135,280
Total assets at fairvalue $ 2698707 $ -3 135280 $ 2,833,987

The following table sets forth by level, within the fair value hierarchy, the Plan’s assets at fair
value as of December 31, 2009:

Assets at Fair Value as of December 31, 2009

Level 1 Level 2 Level 3 Total

Mutual funds.

Large cap $ 688,383 $ - § - 3% 688,383

Mid/Small cap 547,060 - - 547,060

International 380,565 - - 380,565

Blended 283,099 - - 283,099

Bond Funds 127,506 - - 127,506
Guaranteed income fund - - 131,939 131,939

Total assets at fairvalue $ 2026613 $ -3 131,939 $ 2.158,552
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7. FAIR VALUE MEASUREMENTS . continued
Level 3 Gains and Losses:

The table below sets forth a summary of changes in the fair value of the Plan’s level 3 assets for
the year ended December 31, 2010:

Level 3 Assets
at December 31, 2010
Guaranteed [ncome Fund

Balance, beginning of year $ 131,939

Purchases, issuances and settlements, net 3.341

Balance, end of year $ 135,280
8. RECONCILIATION OF FINANCIAL STATEMENTS TO FORM 5500

The following is a reconciliation of net assets available for benefits per the financial statements to
the Form 5500 as of December 31, 2010 and 2009:

2010 2009
Net assets available for plan benefits
per financial statements $ 2941444 $ 2,262,068
Differences in
Investments 128,587 110,815
Receivables — notes receivable from participants (128,587) (110,815)
Net assets available for plan benefits per Form 5500 $ 2941444 $ 2262068

9. SUBSEQUENT EVENTS

The Plan Administrator has evaluated events and transactions for potential recognition or
disclosure through July 26, 2011, the date the financial statements were available to be issued
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Schedule H, Line 4i - Schedule of Assets (Held at End of Year)
December 31, 2010

Indicates party-in-interest

(a) () @ (d) (e)
Description of Investments Including Maturity Date,
Identity of Issue, Borrower, Rate of Interest, Collateral, Current
Lessor, or Similar Party Par or Maturity Value Cost Value

The Growth Fund of America Mutual Fund N/A $ 510,512
Europacific Growth Fund Mutual Fund N/A 332,621
Lord Abbett Growth Opportunity Fund Mutual Fund N/A 254,779
ING Intermediate Bond Fund Mutual Fund N/A 212,209
Pioneer Mid Cap Value Fund Mutual Fund N/A 205,576
American Balanced Fund Mutual Fund N/A 180,973
ING Oppenheimer Global Portfolio Mutual Fund N/A 180,972
Pioneer Fund Mutual Fund N/A 173,714
ING Large Cap Portfolio Mutual Fund N/A 150,014
ING Capital Allocation Fund Mutual Fund N/A 143,525
ING Global Science & Technology Fund Mutual Fund N/A 141,833
ING Fixed Account Guaranteed Income Fund N/A 135,280
UBS US Small Cap Growth Fund Mutual Fund N/A 127,355
AlM Basic Value Fund Mutual Fund N/A 79,567
ING Aeltus Money Market Fund Mutual Fund N/A 5,057
Participant loans receivable Interest Rates (3.25% - 7.25%) 128,587

$ 2,962,574
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intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Cods). 2010
Department of Labor . ,
Employee Benefits Securily » 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 |- 1| Annual Report Identification Information
For calendar plan year 2010 or fiscal plan year beginning 01/0172010 and ending 12/31/2010
A This return/report is for: |:| a multiemployer plan; D a multiple-employer plan; or
[X] a single-employer plan; D a DFE (specify)
B This return/report is: D the first return/report; I:I the final return/report;
|:| an amended return/report; D a short plan year return/report (less than 12 months).
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PLAN number (PN) » 001
1¢ Effective date of plan
01/01/2006
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)
MEDICAL SPECIALTIES DISTRIBUTORS, 20-3585845
LLC 2c Sponsor's telephone
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(781)344-6000
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instructions)
STOUGHTON MA 02072 424990

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 ot penaltles set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachm tp,e';le}:tr version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN EDWARD WHOLIHAN
HERE £ <

Signature of,prra“rﬁa(}lﬁi st,/éﬁ;?) /// Date Enter name of individual signing as plan administrator
SIGN - EDWARD WHOLTHAN
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
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3a SPAlzgzlEadministrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN

3¢ Administrator's telephone
number

4 Ifthe 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

5  Total number of participants at the beginning of the plan year 5 281
6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6c, and 6d). R

A ACHIVE PATHCIDANES.......eveviveieie e e i ettt ces ettt bt st s b se s sesessses s sh st s s et s est b tasses b et eraeenenesensresesenerenteneanneseasens 6a 247
b Retired or separated participants FECEIVING DENETIS............c..ovveerirrereerrserreeniere s essereseseseeesessestsesssesseesesssesessseseesseeesesseseessssens 6b 0
C Other retired or separated participants entitled to fUtUre DENEFIES............cc.ceevivieeiieeicei ettt eeee e neneaene 6¢c 277
O Subtotal. AdG lINES B2, 6h, AN BC..............coveeeierieeceieiieeseteseeeeeeseeseeesenseeseeeseseeseesssseesesessessseseseesseeseeeseesseseresessessesssessssssses 6d 274
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.............ccocovevvvvevinerevimeininnienns 6e 0
T TOtal A INES B ANA BE.............coveeeeeieieeeeiese st sse sttt eeseseseeserese s ecsee s e seresessessseseset e eseseseesenesseeasesesremseeseessesssenenes of 274
g Number of participants with account balances as of the end of the plan year (only defined contribution plans

COMPIELE HiS HEBM)......cceueeerriririiire ettt et ba e br st st et bbb s st bbbt et s et et eb s s bt st s st 6g 120
h Number of participants that terminated employment during the plan year with accrued benefits that were

1658 TNAN 100% VESIEA. .. ...ueveveiestieeieiie e sectsisterestessasseseceeseseesesessssessessssstsesstesssssssssssasssesrncesssscsssasonsstasessssnssnsasnssstnssssssasansan 6h 3

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)....... 7

8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

2E 2F 2G 2J 2K 3D 3H
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor

10 Check 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
(1) R (Retirement Plan Information) (1) H (Financial Information)
(2) MB (Multiemployer Defined Benefit Plan and Certain Money (2) I (Financial Information — Smail Plan)
Purchase Plan Actuarial information) - signed by the plan (3) _1 A (Insurance Information)
actuary (4) C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2010
Depart f Lab
Employee Besr?:ﬁt;ng:::zrityaAg:ninistralion » File as an attachment to Form 5500.
Pension Beneft 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 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit
plan number (PN) > 001

MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN e e

C Plan sponsors name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 20-3585845

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:

(a) Name of insurance carrier

ING LIFE INSURANCE AND ANNUITY COMPANY

(e) Approximate number of Policy or contract year
b) EIN (c) NAIC . (d). Coptract or er co d at end of
(b) code identification number p pztl)ig; or \éi:ﬁra ot )?gar (f) From (g) To
71-0294708 86509 GH1259 120 01/01/2010 12/31/2010

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
5,934 1,135

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
CES INSURANCE AGENCY INC
29 SAWYER ROAD

WALTHAM MA 02453
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2,967 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
HUB INTERNATIONAL NEW ENGLAND, LLC
299 BALLARDVALE STREET

WILMINTON MA 01887
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2,967 3
“For Paperworkﬁ;ductlon Act Notice and OMB Control Numbers, see the instructions for Form 5500, Schedule A (Form 5500) 2010

v.092308.1
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

THE ANGELL PENSION GROUP, INC.
10 HEMINGWAY DRIVE
EAST PROVIDENCE RI 02915
(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code
TPA ADMINISTRATOR ALLOWANCE
1,135 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization
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
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization
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
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization
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
commissions paid

Fees and other commissions paid

{c) Amount

(d) Purpose

{e) Organization
code
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‘Partll. | Investment and Annuity Contract Information

=| Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

=] this report.
4 Current value of plan's interest under this contract in the general account at year end.....c.....oceeesscnennrcenrnncenminsncnrens 4 135,280
5 Current value of plan’s interest under this contract in separate accounts at year end 5 2,698,707
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums paid to CAITIET..........ocueeeeeeeeeecererereeree s eeeeetseseesesessessessessee e sesees 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 policy, @nter @MOUNL..........c.ccccviiiciiieiie ettt s s
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) D group deferred annuity
@3 [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 4] D deposit administration (2 I:I immediate participation guarantee
(3) D guaranteed investment 4) @ other P GROUP PENSION FUNDING
b Balance atthe end 0F e PrEVIOUS YEAT ...............ccocevveiireiieiieereeereeereerereereseireereseasesseeasessesseraesessesessessesssessasenns 7b 131,939
C  Additions: (1) Contributions deposited during the year...........cocccvuerrververenees 7c(1) 445,084 -
(2) DIvIdends aNnd CrEILS ...........c.eeerreereerectrnassesmsssrsesssessssssssssesssssssssssssenns 7¢c(2) Of .=~
(3) Interest credited AUNING the YEaT.............c.cveuverrieeeeseeeese e seesseeseees 7¢(3) 2,841
(4) Transferred from SEPArate aCCOUNE ..........c..ceveereeeirieerersnnesessesssssesessesses 7¢(4) 166,138
(5) Other (SPECIY DBIOW).........cvvvveeeeteeseeseecr e ree e nessessessesese s e eresene 7¢(5) 62,337
P LOAN REPAYMENTS )
(6)Total additions 7¢(6) 676,400
d Total of balance and additions (&Ad b @Nd €(B)). ......c.veveveecrreererireeriiee et eeesees st sres et esse st et stseesss st sessrssnesssnseons 7d 808,339
€ Deductions: ; :
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 83,993
(2) Administration charge made by Carmier............cocvvveevveecenvecennersnnes e 7¢e(2) Of~
(3) Transferred to SEPArate ACCOUNE ............co..evereeveeimmeeeereeeseereesesesesesesnessaens 7¢(3) 508,783
(4) OLNET (SPECITY DBIOW)........c.veeerrecereeereeeereeeeeesse e ses st seseessesstsenesesesasesesaens 7e(4) 80,2 8 3
p LOAN DISBURSEMENT i
(5) TOMAI EAUCHONS .......cvvveeeeereeee et ses s stsss s e st bessessb s bt et s s s s e se st st s et sameas e e nmseasssent sesmeesseees 7¢(5) 673,059
f Balance at the end of the current year (SUbtract @(5) fFOM d) ..........cc.ccvvreriieerervecesieeesrseeeeseeese st seres e enensones 7f 135,280
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Part lll | 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 c|:| Vision
e |:| Temporary disability (accident and sickness) f |:| Long-term disability g D Supplemental unemployment  h D Prescription drug
i l:] Stop loss (large deductible) j D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

I D indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt reCeIVEd. .........c.c.o.ccemiicinincntien e sereesenens 9a(1)
(2) Increase (decrease) in amount due but unpaid............ccooeevriiireieinene 9a(2) A
(3) Increase (decrease) in unearned premium resServe...........oevererirerininns 9a(3)
(4) Earned ({1} + (2) = (3)) cvevererrriiiceeireire vt sresierenereeesretere e st esssasserersrsssesenssasasassnane 9a(4)

b Benefit charges (1) ClaimMs Paid...........cc.ceeeiveereecinieineeeeecreeeesessseesssoees
(2) Increase (decrease) in claim reserves...

(3) Incurred claims (add (1) and (2))........... 9b(3)

(4) ClaMS CRAMGEA........orie it cite sttt e st et et et b e st st ert st astabe s et sbe st eaaeberevenasensasesvbastessaseassararbensesesassraren 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS .....ocervecrierii vt et se st s esa st n s s tsss s stesesaseens 9c(1)(A) -
(B) Administrative service or other fees .............cccovevevencccvvvecrereencnns 9¢(1)(B)
(C) Other specific acquisition COStS..........ccovrvirmicirinnercrrecre e 9¢(1)(C)
(D) OthEr BXPENSES .........veve s eeneresr s esseessesssesssanassenesesesseneene 9c(1)(D)
(E) TAXES c.ereeeeeeeee e e e ses s e mees e eeenennesenseseenesserasemse e 9c¢(1)(E)
(F) Charges for risks or Other CONINGENCIES .......ecerernevererereeereesenerens 9c(1)(F)
(G) Other reteNtion CRANGES ....co.vvvvereeeerreesererereeeeseeesseressessseenesnecean 9¢c(1)(G)
(H) Total retention 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orl] credited.) ....c.ccevieriiinns 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIM TESEIVES .....eviveeirvcririitsresireier s et ere st st saa s be e sbetsssse st s b ebab et besetabesbasstss ot abessoretasenenssrerentebasssrarareetesnrenn 9d(2)
(B) OUNEI TESEIVES .......cuvivirivirerie ittt esast st b e e te b b s s e s botats shebesess s besessa b sese setsaebobeabessseasabasneneseebesnnnnnn 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in ¢(2).) ........ 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMIET ..........ccuvrinirrirrerenr 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 1, item 2 above, report amount...............coocniine 10b
Specify nature of costs P
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. |:| Yes EI No

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




SCHEDULE C Service Provider Information OMB No. 1210.0110
(Form 5500) 2010
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labo
Employee BeerF\’:ﬁts g:czrilyaAd;inlslralion } 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 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit
plan number (PN) > 001
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
MEDICAL SPECIALTIES DISTRIBUTORS, LLC 20-3585845

Partl '|Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person’s position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ............. I:l Yes E No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2010
v.092308.1
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2010

Page 3

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

ING LIFE INSURANCE AND ANNUITY CO

71-0294708

(b) Service Code(s) 60 64 66

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. [f none,
enter -0-.

(e)
Did service provider
receive indirect

compensation? (sources
other than plan or plan

sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

g
Enter total indirect
compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). if none, enter -0-,

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

SERVICE PROVIDER

0

Yes El No D

Yes El No D

Yes D No EI

11,889

(a) Enter name and EIN or address (see instructions)

AMERICAN FUNDS
95-1411037

(b) Service Code(s) 28 52 63

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)
Did service provider
receive indirect

compensation? (sources

other than plan or plan
sponsor)

()]

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-,

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

ROVID 0

Yes No D

Yes D No E]

Yes D No @

8,778

INVESTMENT PRODUCT P

(a) Enter name and EIN or address (see instructions)

ING FINANCIAL ADVISERS

06-1375177

(b) Service Code(s) 63

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,
enter -0-,

(e)
Did service provider
receive indirect

compensation? (sources

other than plan or plan
sponsor)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

g
Enter total indirect
compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). Ifnone, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

BROKER/DEALER

Yes EI No D

Yes D No El

8,280

Yes D No
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(a) Enter name and EIN or address (see instructions)

ING MUTUAL FUNDS
95-4516049

(b) Service Code(s) 28 52

63

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect

compensation? (sources

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered "Yes” to element
(f). If none, enter -0-,
Yes EI No Yes No E Yes D No @
ROVID 0 D D 5,922 ‘

INVESTMENT PRODUCT P

(a) Enter name and EIN or address (see instructions)

(b) Service Code(s)
(c) (d) (e) (f (h)
Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

employer, employee
organization, or
person known to be
a party-in-interest

compensation paid
by the plan. If none,
enter -0-.

receive indirect

compensation? (sources
other than plan or plan

sSponsor)

include eligible indirect
compensation, for which the
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes" fo element
(f). If none, enter -0-.

provider give you a
formula instead of
an amount or
estimated amount?

Yes |:| No D

Yes D No |:|

Yes D No D

{(a) Enter name and EIN or address (see instructions)

(b) Service Code(s)
(c) (d) (e) () (h)
Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

employer, employee
organization, or
person known to be
a party-in-interest

compensation paid
by the plan. If none,
enter -0-.

receive indirect

compensation? (sources
other than plan or plan

Sponsor)

include eligible indirect
compensation, for which the
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes" to element
(f). If none, enter -0-.

provider give you a
formula instead of
an amount or
estimated amount?

Yes I___I No D

Yes D No |:|

Yes D No D
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Part | [Service Provider Information (continued)

3 ifyou reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consuiting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed fo report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
AMERICAN FUNDS 28 52 63 1,469

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

AF AMERICAN BALANCED FUND
94-6050854

INVESTMENT MANAGEMENT
INVESTMENT MANAGEMENT FEES
12B-1 DISTRIBUTION FEES

(b) Service Codes (c) Enter amount of indirect

(@) Enter service provider name as it appears on line 2
(see instructions) compensation
AMERICAN FUNDS 28 52 63 3,122

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

AF EUROPACIFIC GROWTH FUND
95-1411087

INVESTMENT MANAGEMENT
INVESTMENT MANAGEMENT FEES
12B-1 DISTRIBUTION FEES

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
AMERICAN FUNDS 28 52 63 4,187

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

AF THE GROWTH FUND OF AMERICA
52-0792143

INVESTMENT MANAGEMENT
INVESTMENT MANAGEMENT FEES
12B-1 DISTRIBUTION FEES
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“Part| [Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, invesiment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

() Enter service provider name as it appears on line 2 (b) Service Codes (¢) Enter amount of indirect
(see instructions) compensation
ING FINANCIAL ADVISERS 63 1,383

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

AF EUROPACIFIC GROWTH FUND
95-1411087

12B-1 DISTRIBUTION FEES

(b) Service Codes () Enter amount of indirect

(a) Enter service provider name as it appears on line 2
(see instructions) compensation
ING FINANCIAL ADVISERS 63 2,123

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

AF THE GROWTH FUND OF AMERICA
52-0792143

12B-1 DISTRIBUTION FEES

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
ING FINANCIAL ADVISERS 63 1,068

() Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

LORD ABBETT GROWTH OPP FD
13-3842507

12B-1 DISTRIBUTION FEES
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Part_|Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider s a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(@) Enter service provider name as it appears on line 2 (b) Service Codes (¢) Enter amount of indirect
(see instructions) compensation
ING LIFE INSURANCE AND ANNUITY CO 60 66 1,107

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

AF EUROPACIFIC GROWTH FD
95-1411037

SUB-TRANSFER/REIMBURSEMENT FEES
INSURANCE MORTALITY AND EXPENSE CHARGE

(b) Service Codes (c) Enter amount of indirect

(@) Enter service provider name as it appears on line 2
(see instructions) compensation
ING LIFE INSURANCE AND ANNUITY CO 60 66 1,698

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

AF THE GROWTH FUND OF AMERICA
52-0792143

SUB-TRANSFER/REIMBURSEMENT FEES
INSURANCE MORTALITY AND EXPENSE CHARGE

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
ING LIFE INSURANCE AND ANNUITY CO 60 66 1,464

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

ING OPPENHEIMER GLOBAL
75-3023503

SUB-TRANSFER/REIMBURSEMENT FEES
INSURANCE MORTALITY AND EXPENSE CHARGE




Schedule C (Form 5500) 2010

Page 5- |

Part] [Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
ING LIFE INSURANCE AND ANNUITY CO 60 66 1,187

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

LORD ABBETT GROWTH OPPORT
13-3842507

SUB-TRANSFER/REIMBURSEMENT FEES
INSURANCE MORTALITY AND EXPENSE CHARGE

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
ING MUTUAL FUNDS 28 52 1,362

(d) Enter name and EIN {address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

ING BLACKROCK SCIENCE & TECHNOLOGY
06-1575881

INVESTMENT MANAGEMENT
INVESTMENT MANAGEMENT FEES

(b) Service Codes (¢) Enter amount of indirect

(@) Enter service provider name as it appears on line 2
(see instructions) compensation
ING MUTUAL FUNDS 28 52 63 1,288

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

ING INTERMEDIATE BOND FD
52-2125227

INVESTMENT MANAGEMENT
INVESTMENT MANAGEMENT FEES
12B-1 DISTRIBUTION FEES
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Part i |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

ING MUTUAL FUNDS

28 52

1,002

(d) Enter name and EIN (address} of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

ING OPPENHEIMER GLOBAL
75-3023503

INVESTMENT MANAGEMENT

INVESTMENT MANAGEMENT FEES

{a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

{c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Part Il - Service Providers Who Fail or Refuse to Provide Information

4  Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.
(a) Enter name and EIN or address of service provider (see (b) Nature of | {c) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

(@) Enter name and EIN or address of service provider (see
instructions)

(br) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature o

Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of

Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Part Il .| Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b _EIN:

C Position: o

d Address: € Telephone:
Explanation:

a Name: b EIN:

€ Position: o

d Address: e Telephone:
Explanation:

a Name: b EIN;

C Position: 2
d Address: e Telephone:
Explanation:

a Name: b EIN;

C Position:

d  Address: e Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Intemal Revenue Service

Deparlment of Labor

Employee Benefils Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2010

This Form is Open to Public

Inspection.
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit
plan number (PN) | 4 001

MEDICAL SPECIALTIES DISTRIBUTORS,

LLC 401K PLAN

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

D Employer Identification Number (EIN)

MEDICAL SPECIALTIES DISTRIBUTORS, LLC 20-3585845
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 [E:MAP CONTRACT SEPARATE ACCOUNT D
b Name of sponsor of entity listed in (a): ING LIFE INSURANCE AND ANNUITY CO
_ d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 71-0294708 7 000 code P 103-12 IE at end of year (see instructions) 2,698,707
a Name of MTIA, CCT, PSA, or 10312 IE:
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):
¢ 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 IE:
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):
¢ 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 e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see insfructions)

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

Schedule D (Form 5500) 2010
v.092308.1
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN _code

Dollar value of interest in MTIA, CCT, PSA, or

103-12 IE at end of yearrr(see ins@ruqtiqnﬁs)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 E:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
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 |E:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E 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 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

Dollar value of interest in MTIA, CCT, PSA, or

103-12 VIE at end of year (see instructions) _

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
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 [E:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

Dollar value of interest in MTIA, CCT, PSA, or

103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E 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

b Name of

C

EIN-PN

plan sponsor

a Plan name

Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

Cc

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of

C

EIN-PN

plan sponsor

a Plan name

b Name of
plan sponsor

c

EIN-PN

a Plan name

Name of
plan sponsor

C

EIN-PN

a Plan name

b 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

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of € EIN-PN

plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Intemal Revenue Service

Department of Labor

Employee Benefits Security Administralion

Financial Information

OMB No. 1210-0

110

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

2010

P File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporalion Inspection
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit
plan number (PN) > 001

MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN

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

MEDICAL SPECIALTIES DISTRIBUTORS, LLC

20-3585845

D Employer Identification Number (EIN)

Partl | Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan's interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |Es do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing €ash ... 1a
b Receivables (less allowance for doubtful accounts): S
(1) EMPIOYEr CONABULONS ........eovevecercevecr e se s e s eseerseesenns 1b(1)
(2) Participant CONHIBULIONS .............couurermerissesssnsessssssssssssssssssssessssssnes 1b(2)
(B) ONEI......oovveererecernssceessse s eesmie e e sses s ses s sssseces 1b(3)
C General investments: 3
(1) Interest-bgaring cash (include money market accounts & certificates 1¢(1)
Of ABPOSIE) ...vevieieeirircsee ettt se e areeee e senebennanes
(2) U.S. GOVErnMENt SECUMHIES.......cicviririireireriereseeerieesesctesrerereeesesisseroreseen 1¢(2)
(3) Corporate debt instruments (other than employer securities): R
(A) PrEFEITEU ccvvvovernerersssss v sssssrs s sssssssssassssssssssss sessss 1c(3)(A)
(B) Allother..... 10(3)(B)7
(4) Corporate stocks (other than employer securities):
(A) PPEFEITEA .....ovvcomrceerceeec e sesec s st sssessesesstsness e sesnees 1c(4)(A)
(B) COMIMON ...oeeeeeesreeesreesi st ssesassesesse s sassesssrassssssasasssssssssossen 1c(4)(B)
(5) Partnership/joint venture interests ............o.veveverrernereesssrresseseessesssesaan. 1¢(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to participants) ..........cc.ccoevniicniiccmmnnniinnn, 1¢(7)
(8) PartiCIPANL I0ANS ........coovevrieeeeviieieetisesiiss st st tssssssessssssansanesans 1¢(8) 110,815 128,587
(9) Value of interest in common/collective trusts.............cvereeieererreesereeeneens 1¢(9)
(10) Value of interest in pooled separate accounts 1¢(10)
{11) Value of interest in master trust investment accounts ...........cc.coevvveucene 1¢(11)
(12) Value of interest in 103-12 investment €ntities ..............cowrvcuvermreecrccrenns 1c{12)
ey oo o e e(13) 2,026, 613 2,698,707
O onractsy el 1 rance Company genere) aocoum unalocered | 1ot 131,939 135, 280
(15) ONET c.ovvcoomnrcverseerreessseesssssssssss e ss st cess e sssses s srsi e nsseen 1¢(15)

“For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500
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1d Employer-related investments: (a) Beginning of Year {b) End of Year
(1) EMPIOYET SEOUMES .........cvevevreeersreceersecseseeesseeseseensesseesesemsssssesseneeseensseeneen 1d(1)
(2) EMPIOYET 12l PrOPEItY ......cveveoeeeieriieeestetseteettettse s eeeeeeseeseeseeeseeeneseeseeeseeseee 1d(2)
€ Buildings and other property used in plan operation..........cccccocoveevecevrieccvennene. 1e
f Total assets (add all amounts in lines 1a through 1€) .......cc.covverrrenvenirinnenns 1f 2,269,367 2,962,574
Liabilities
g Benefit Claims Payable ...t ess s ssessssssssssesees 19
N Operating PAYADIES ...........cooviveeeeeecceee ettt 1h
i AcQUISIION INAEDIBANESS ..........cecvieniee et 1i
j Other ADIItES. .. ...eceveeerecre e s et besre 1j 7,299 21,130
Kk Total liabilities (add all amounts in lines 1g through1j) .......ccccovevvveeeriererennans 1k 7,299 21,130
Net Assets
| Net assets (subtract line 1k from e 10)...........ocreeoersrsrsrerossrscrsosor 1| 2,262,068 2,941,444
_Partll_|Income and Expense Statement

2 Plan inc

a

b

ome, expenses, and changes in net assets for the year. 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. MTiAs, CCTs, PSAs, and 103-12 |Es do not complete

lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income

Contributions:
(1) Received or receivable in cash from: (A) Employers...........cccovvervevvrcenncnne,

{B) Participants

(C) Others (inCluding rollOVETS) .........ccociiiieiiniiiir et ceessrreiee
{2) Noncash contributions ..........cccecceiriiriire i e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .................
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of dEPOSIt).......cccovievece v

(B) U.S. Government SECUMLIES ..........cceeverrerinienrecrennneneneeseeeeennennerenanes
(C) Corporate debt instruments ...,
(D) Loans (other than to participants) .............cccvmmmccrininccnnnencnenecenne
(E) Participant loans
(F) O Ner ..o erer s st s s s st e s r st s eabaenenes
(G) Total interest. Add lines 2b(1)(A) through (F)......c.ccovvervenvcnrcercnnnenn
(2) Dividends: (A) Preferred StocK..........coccoiniiiiiicininn i

(B) COmMON SEOCK .....coveereiirireinesirnieserrieseee s esesieseesneesres e eabensesueeresnees

(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b(2)(A), (B}, and (C)
(3) RENES.....i it e et e s r e besrae s
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...........c.ccoeneene
(B) Aggregate carrying amount (see instructions) ...........cccecvevvvieernnennnns
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................

(b) Total

{a) Amount

2a(1)(A)

26,051

2a(1)(B)

397,426

2a(1)(C)

2a(2)

2a(3)

423,477

2b(1)(A)

2b(1)(B)

2b{1)(C)

2b(1)(D)

2b(1)(E)

4,829

2b(1)(F)

2,614

2b(1)(G)

7,443

2b{2)(A)

2h(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b{4)(B)

2b(4)(C)
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(a) Amount (b) Total
2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate............oovooovee. 2h(5)(A) '
(B) Other 2b(5)(B)
() A nes Z(ENAY a1 B e e 20(5)(C) 0
(6) Net investment gain {loss) from common/collective trusts...............c......... 2b(6)
(7) Net investment gain (loss) from pooled separate accounts......................... 2b(7)
(8) Net investment gain (loss) from master trust investment accounts ............ 2h(8)
(9) Net investment gain (loss) from 103-12 investment entities ...................... 2b(9)
O ampanies (60. Mussal e e 2o(10) |- 329,676
C OthEMINCOME. ... et se bbb st 2c B
d Totalincome. Add all income amounts in column (b) and enter total...................... 2d 760,596
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers .............. 2e(1) 81,220( -
(2) Toinsurance carriers for the provision of benefits 2¢(2)
(3) ONBI ..ovevneecrriesscerecesnecs s rssesssssssssss s sss s snsean | 20(3) :
(4) Total benefit payments. Add lines 2e(1) through (3) 2e(4) 81,220
f Corrective distributions (S€e INSIUGHONS) ...........vevveeereereeeesee e eeeeeeseeenen 2f
g Certain deemed distributions of participant loans (see instructions)................. 29
D INEErESt @XPENSE.........oeo ettt et nee s 2h
i Administrative expenses: (1) Professional feS ............cruewrvrieveenressoreseseones 2i(1)
(2) Contract administrator fES..........cccveeiiciiiicce e 2i(2)
(3) Investment advisory and management fees ............coevevvreeivnnriecneens 2i(3)
(4) Other 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4)............c............ 2i(s) 0
j Total expenses. Add all expense amounts in column (b) and enter total......... 2j 81,220
Net Income and Reconciliation
k Net income (loss). Subtract line 2j from line 2d 2k 679,376
| Transfers of assets: :
(1) TO IS PIAN.....corvreererierenieeeeeeree s seessse st sses s st s st s seesessses 21(1)
(2) FTOM NS PIAN c.v.vvvvoeee e s e eesesess s e resse s seen 2i(2)

PartIll | Accountant's Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1)[] Unqualified  (2) [] Qualified (3) [¢] Disclaimer (4[] Adverse

b Did the accountant perform a limited scope audit pursuant to 28 CFR 2520.103-8 and/or 103-12(d)? EI Yes l:l No
C Enter the name and EIN of the accountant (or accounting firm) below: -
(1) Name:MCGLADREY & PULLEN, LLP (2)EIN: 42-0714325

d The opinion of an independent qualified public accountant is not attached because:
(1) D This form is filed for a CCT, PSA, or MTIA.  (2) D it will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
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Part IV | Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l.
During the plan year: Yes No Amount
a Was there a failure to fransmit to the plan any participant contributions within the time : B '
period described in 29 CFR 2510.3-1027? Continue to answer “Yes" for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.)...... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the '
close of the plan year or classified during the year as uncollectible? Disregard participant foans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CREEKE.)...ou.cvovttriies i sttt s s s bbb st s st 4b X
C  Were any leases to which the plan was a party in default or classified during the year as ' e
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ..........covvrvriieneenns 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions i )
reported on line 4a. Attach Schedule G (Form 5500) Part 11l if "Yes” is
CRECKEA.)...c.cerveieuicerintieetee ettt s sae bt eeee et s e e easessesses st s s sssss s sesseseemeasse s esesesees 4d X
©  Was this plan covered by a fidelity DONA?..............ooeerveemeeeeerereeereeeeseesseesssessseseeses s esee s 4e X 1,000,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused s
by fraud oF diSHONESIY? ...ttt st s 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? ..........c.o.vceceeeeeecreevesvieenens 4g X
h  Did the plan receive any noncash contributions whose value was neither readily o o
determinable on an established market nor set by an independent third party appraiser? ......... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes" is checked, | ...
and see instructions for format reqUIrEMENtS.).........ccovievicreriiiceree et 4i X
j  Were any plan transactions or series of transactions in excess of 5% of the current .
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and :
see instructions for format reqUIEMENLS.)...........ccuurrveiiiriininiicce et ee e 4 X
K  Were all the plan assets either distributed to participants or beneficiaries, transferred to another |-~ S
plan, or brought under the control of the PBGC?.............ccceeiiiieeiceceeeeeeeesestsee e ssnessesrens a4k X
| Has the plan failed to provide any benefit when due under the PlaN? oo 4 X
m  If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR :
2520.107-3.) ettt e b e et bbbt re bbbt b b senesenneeneeenas am 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. ...c...eceoveveererernnnnn. 4an X
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..................co.e.v.... 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)




Attachment to 2010 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN

EIN:

20-3585845

Plan Sponsor's Name MEDICAL SPECIALTIES DISTRIBUTORS, LLC PN: 001
(c) Description of investment including maturity date, {e) Current
(a) {b) Identily of issus, borrower, lessor, or similar party rate of interest, collateral, par, or malurily value. (d) Cost value
MUTUAL FUND
* |ING vP INDEX PLUS LARGECAP 150,014
MUTUAL FUND
* | ING GLOBAL SCIENCE & TECH 141,833
MUTUAL FUND
* |AIM BASIC VALUE FUND 79,567
MUTUAL FUND
* |UBS US SMALL CAP GROWTH 127,355
MUTUAL FUND
* |LORD ABBETT GROWTH OPP 254,779
MUTUAL FUND
* |PIONEER MID CAP VALUE 205,576
MUTUAL FUND
* | AMERICAN BALANCED FUND 180,973




Plan Name MEDICAL SPECIALTIES DISTRIBUTORS,

Plan Sponsor's Name MEDICAL SPECIALTIES DISTRIBUTORS, LLC

Attachment to 2010 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

LLC 401K PLAN

EIN: _20-3585845_
PN: 001

{c) Descriplion of investment including maturity date, {e) Current

(a) {b) Identity of issus, borrower, lessor, or similar parly rale of interest, collateral, par, or malurily value. {d) Cost valus
MUTUAL FUND

* |ING OPPENHEIMER GLBL 180,972
MUTUAL FUND

* | ING STRATEGIC ALL GROWTH 61,904
MUTUAL FUND

* | PIONEER FUND 173,714
MUTUAL FUND

* |ING STRATEGIC ALL CONSERVATIVE 81,621
MUTUAL FUND

* |GROWTH FUND OF AMERICA 510,512
MUTUAL FUND

* | EUROPACIFIC GROWTH 332,621
MUTUAL FUND

* |ING INTERM BOND FUND 212,209




Attachment to 2010 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN

EIN: 20-3585345

Plan Sponsor's Name MEDICAL SPECIALTIES DISTRIBUTORS, LLC PN: 001
(c) Description of investment including maturity date, {e) Current

(a) {b) Identily of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. {d) Cost value
MUTUAL FUND

* |ING MONEY MKT FUND 5,057
POOLED SEPERATE ASSETS

* |ING FIXED ACCOUNT 135,280
LOANS

* | PARTICIPANT LOANS 128,587




SCHEDULER Retirement Plan Information OMB No. 1210-0T10

(Form 5500) 2010
Department of the Treasury This schedule is required to be filed under section 104 and 4065 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

Deparment of Labor This Form is Open to Public
Employee Benefils Securily Administration » File as an attachment to Form 5500. lnspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit
plan number

MEDICAL SPECIALTIES DISTRIBUTORS, LLC 401K PLAN PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

MEDICAL SPECIALTIES DISTRIBUTORS, LLC 20-3585845

l Partl | 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 specified in the
INSETUCHONS. . ..o cteeit ettt et s et et e e te et e s s e st essesre et e s ea s e eeesreraesrnessansessnnesreemnansserns arnemresatsotesses 1 0

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):

EIN(s): 71-0294708

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 plan
= L O OO SOOI PO P PSR TYON 3

Part i Funding Information (If the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.......cc.ceuververrne D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5  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 ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enterthe minimum required contribution for this PIAN YEAI ...........eevriererereereerrereeseeisesetseesmeece s sesseseessneseseens 6a
b Enter the amount contributed by the employer to the plan for this plan Year..............coccrnrreererereremsceenersnnees 6b

C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)..........c.ccocvvvninnnninii 6c

If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ...........ccoceeevemeunsisinenn, D Yes D No D N/A

8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure providing
automatic approval for the change or a class ruling letter, does the plan sponsor or plan administrator agree
WIEN HhE CRANGE?.....eeeveivieeeeeerire ettt es b ees s b st b b ese s ettt et sttt s a8 R a8 a8 R s et saem et st s b b baci et D Yes D No |:| N/A

Part lll | Amendments
9 [Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

Dox(55). o, oheck 16 MNar BOX- e o e . []ncroase  []Decrease  [] Botn  [] o

Part IV ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,
; skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. D Yes No
11 @ Does the ESOP hold any Preferred STOCK? ..........uvweviieireieeireeteieerisssssstsssesssssessssssssssssssssssssscsssssossssssasessssssessessssessasessessasssnesonsesecs Yes No

b Ifthe _ESOP has an outs}qqding exempt loan with the employer as lender, is such loan part of a "back-to-back” loan? D Yes I:I No

(See instructions for definition of "back-t0-DACK" 108N.) ........cvevvverririeieiiiii e

12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ............c.coovviievineieerecrienreciens |:| Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2010

v.092308.1
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| PartV-~ | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed (o report all applicable employers.

a Name of contributing employer

b EN € Dollar amount contributed by employer

d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date,) Month Day Year

e Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly J] Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN € Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (Iif more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D

and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents
(2) Base unit measure: I:l Hourly Weekly D Unit of production D Other (specify):

& Name of contributing employer
b EINN € Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D

and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

@ Contribution rate information (If more than one rate applies, check this box I:I and see instructions regarding required attachment. Otherwise,

complete items 13e(1) and 13e(2).)
(1) Contribution rate (|n dollars and cen

ts
(2) Base unit measure Hourly Ij Weekly I | Unit of production D Other (specify):

a Name of contributing employer

b EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

@ Contribution rate information (If more than one rate applies, check this box I:l and see instructions regarding required attachment. Otherwise,

complete items 13e(1) and 13e(2).)
(1)  Contribution rate (|n dollars and cen

ts
(2) Base unit measure Hourly Ij Weekly l | Unit of production D Other (specify):
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14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the

participant for:

B THE CUITENT YBAT ..v.reeeeeeereeeoeveeeereeesesseseeeesessseesessessessssaessseeeseesesesereseesesesreessms e eseseeseseresressesenessssasesemeeneseerens 14a

b The plan year immediately preceding the Current plan Year.............co..veceuciecieeeecivesreescensesese s sesseesesssesnanenns 14b
14c

€ The second PreCeaing PIAN YEAT ........c..ccccciivieieiire vt cteeeerere e ste e tereeaeeteessenseesesneseesrersaessersmereessersassserssrnsenses

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ..o, 15a
b The corresponding number for the second preceding PIaN YEAT ................vc.ovuvveeeeereerereereeeertereeereereeseereeneensanes 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
16a

a Enter the number of employers who withdrew during the preceding plan year .........c.ccnnviiiniiniicinnncinnn

b Ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh WIthdrawn EMPIOYETS ...........cccccviiiiiiiiriiiiiiiiiienr e seieeeeesraesireesreseresssesseeesseassreeess

17 If assets and liabilities from ancther plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attachment. ..........cciiiiiiiiiiitiii i e e e e e e s re s st r e e eerenreer e ranne

K Pﬁatﬁll, | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information to be iNClUded @S AN AEACKHIMEN ...........ccoooviieeeee et et ete et et e et et e bt e b ebesbesbe s b e s b e esbene e e e eabeeh e nseabersesaeaseensvaneneanteaeaseasaaseesaennressensens

19 If the total number of participants is 1,000 or more, complete items (a) through (c)

a Enter the percentage of plan assets held as:

Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b  Provide the average duration of the combined investment-grade and high-yield debt:

I:l 0-3 years D 3-6 years D 6-9 years |:| 9-12 years D 12-15 years |:| 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate item 19(b)?

|:| Effective duration |:| Macaulay duration |:| Modified duration D Other (specify):




Attachment to 2010 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name WNEDI CAL SPECI ALTI ES DI STRI BUTORS, LLC 401K PLAN EIN: 20-3585845
Plan Sponsor's Name  MEDI CAL SPECI ALTI ES DI STRI BUTORS, LLC PN: 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value
MUTUAL FUND
* |ING VP | NDEX PLUS LARGECAP 150, 014
MUTUAL FUND
* |I NG GLOBAL SClI ENCE & TECH 141, 833
MUTUAL FUND
* |Al'M BASI C VALUE FUND 79, 567
MUTUAL FUND
* |UBS US SMALL CAP GROWH 127, 355
MUTUAL FUND
* |LORD ABBETT GROWH OPP 254,779
MUTUAL FUND
* |PI ONEER M D CAP VALUE 205, 576
MJTUAL FUND

AMERI CAN BALANCED FUND

180, 973




Attachment to 2010 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name MNEDI CAL SPECI ALTI ES DI STRI BUTORS, LLC 401K PLAN

EIN: 20-3585845

Plan Sponsor's Name MEDI CAL SPECI ALTI ES DI STRI BUTORS, LLC PN: 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value
MUTUAL FUND
* || NG OPPENHEI MER GLBL 180, 972
MUTUAL FUND
* |1 NG STRATEG C ALL GROWIH 61, 904
MUTUAL FUND
* | Pl ONEER FUND 173, 714
MUTUAL FUND
* |I NG STRATEG C ALL CONSERVATI VE 81, 621
MJUTUAL FUND
* | GROWIH FUND OF AMVERI CA 510, 512
MUTUAL FUND
* | EUROPACI FI C GROATH 332,621
MJUTUAL FUND
* |1 NG | NTERM BOND FUND 212, 209




Attachment to 2010 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name MNEDI CAL SPECI ALTI ES DI STRI BUTORS, LLC 401K PLAN

EIN: _20- 3585845

Plan Sponsor's Name MEDI CAL SPECI ALTI ES DI STRI BUTORS, LLC PN: 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value
MUTUAL FUND
* |1 NG MONEY MKT FUND 5, 057
POOLED SEPERATE ASSETS
* || NG FI XED ACCOUNT 135, 280

PARTI Cl PANT LOANS

LOANS

128, 587




