Form 5500-SF

Department of the Treasury
Internal Revenue Service

Short Form Annual Return/Report of Small Employee
Benefit Plan

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

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

2010

This Form is Open to Public
Inspection

| Part!l | Annual Report Identification Information

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

12/31/2010

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

D first return/report D final return/report

B This return/report is for:
D an amended return/report D short plan year return/report (less than 12 months)
[ Form 5558

D special extension (enter description)

C Check box if filing under: D automatic extension

D one-participant plan

D DFVC program

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
NORTHWEST HEALTHCARE, INC. 401K RETIREMENT PLAN plan number 001
(PN) »
1c Effective date of plan
01/01/2002
2a Plan sponsor’s name and address (employer, if for single-employer plan) 2b Employer Identification Number
NORTHWEST HEALTHCARE, INC. (EIN)  91-1994005
2C Plan sponsor’s telephone number
PO BOX 871120 360-574-5293
VANCOUVER, WA 98687-1120 - - -
2d Business code (see instructions)
621610
3a Plan administrator's name and address (if same as Plan sponsor, enter “Same”) 3b Administrator's EIN
NORTHWEST HEALTHCARE, INC. PO BOX 871120 91-1994005
VANCOUVER, WA 98687-1120 —
3C Administrator’s telephone number
360-574-5293
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report. Sponsor's name
4c PN
5a Total number of participants at the beginning of the PIAN YEA ............c.cccvviveeieieeceeeeeee e eee e Sa 41
Total number of participants at the end of the Plan YEar. ..ot 5Sb 32
Total number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS HEM) ... vt ieseceeseseisesessesessesessseesessessssesssesssessteessessesstenssessssessenssssnssesssnesenssssessesssnsetsns st antannessnsstsnnesas 5¢c 25

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

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

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

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

Iﬂ Yes D No
m Yes D No

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS....cciuviieeiiieiciieesr e e e 7a 193186 25860
b Total plan liabilities.... 7b
C Net plan assets (subtract line 7b from ine 7a)............cccccoocovenvn...., 7c 193186 25860
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from: 7578
(1) Employers....... 8a(1)
(2) Participants 8a(2) 20501
(3) Others (including rollOVErS).........ccueeiiiiieiiiie e 8a(3)
D Other INCOME (I0SS).....eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 19766
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......c..evverrevencc. 8c 47845
d Benefit; paid (inpluding direct rollovers and insurance premiums 215171
{0 Provide DENEFItS)......ccueiiiiiiie i 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O Other eXPENSES.......ccciiiiiiiiiiiii s 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).........c....cccevevrrerrunnae. 8h 215171
i Netincome (loss) (subtract line 8h from line 8¢)..........c.cocoevvveveeen.. 8i -167326
j Transfers to (from) the plan (see instructions) ..........ccccceeveiveeviieenns 8]

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

Form 5500-SF (2010)
v.092308.1



Form 5500-SF 2010 Page Z-E

Part IV Plan Characteristics

9a

b

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

2E 2G 23 2K 3D 2F

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

‘ Part V ‘Compliance Questions

10
a

During the plan year:

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

Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ON TINE LO@L) ¢ttt b et bt e et a e bt e bttt bttt b e bttt
Was the plan covered by a fidelity DONA? .........cooiiiiiii e
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
[ e 1] g o] g 1= 1S] YT PSPPSR UPPP RPN

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

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

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

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

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

Yes | No Amount
X
10a
X
10b
10c| X 40000
X
10d
X
10e 778
10f
10g
X
10h
10i

‘Part \ ‘Pension Funding Compliance

11

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

D Yes D No

12

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

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

D Yes m No

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

Granting the WAIVET. ........iiiiiiiiiiii ettt et sa et st e sttt e e nte e Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YE&I..............cc.cvueviveeeeeeceeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan Year.............cccooiiiiiiie e 12c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEJALIVE GIMOUNNL) ..eeitiiieiiiieesiteee ettt e e stteeesteeeeeteeeesseeeessaeeaastaeessteeeasseee et seeeassseeessseeeansseeanseeeansseeesssneeessenennsenessnnnennnnen
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................cc.ccccccevveveveireerereennne. D Yes D No D N/A
‘Part VI | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted during the plan year or any prior Year? .............cccceeeeeeeveveveueueeeeernne. Yes D No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..........cccoviiiiiiiie I 13a 0
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control o
Lo IR Y=Y = =TT D Yes No
C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

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

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

13c(2) EIN(s)

13c(3) PN(s)

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

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

SIG Filed with authorized/valid electronic signature. 10/05/2011 GAIL HASKETT

IGN

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

SIGN

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




Frofessional Benefit Services, [nc.
Afordabily administruthon of cinprloyoe besafic plnss

Authorization to Electronically Sign and File 5500

| hereby authorize any employee of Professional Benefit Services, Inc. to electronically sign and file the
5500 forms on my behalf.

| further understand the following:

» | must sign a paper copy of the completed 5500 form.

« Animage of my sighature will be included with the rest of the return/report posted by the
Department of Labor on 1he internet for public disclosure.,

» | may revoke or change this authorization at any time by written notification to Professional

Benefit Services, Inc.

rgok Technalozies, LLC 401(k) Profit Sharing Plan

%{— Dated: /52_’-@‘,{ ;{,d —_—

Signature:

Plan Trustee

NQTE TO LISER:

A copy of this authorization must be kept in your recards (but is not included in the filin: ).

You rust agree ta communicate uny inquiries and information received from EFASTZ, [ N, IRS or PEGC
regarding the return/report upon electronically signing the filing.

To sign on behalf of the plan adrr inistrator, you must reqister as a "signer" qt the DOL | FASTZ website
and a signad copy of the 5500 form should be attached to the efectronic filing as an "ot er attachment”,

Brofessional Benefit :jervices, Inc. * 1193 Royvonne SE, Suite 22 * Salem, OR 97302
1-800-082-2012 * 503-371-7622 * FAX 503-364-6901 * www.profben.con

£a/T8  F9%d W IHLTTE3HMM roeLPLSHTE Tr:aT TTBZ /587671



Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos. 12100110
Popartment of the Tresslry Bal’la'ﬁt Plan
Internal Revenue Sunvits This form s re:juired to be filed under sections 104 and 4065 of the Employee 2010
Bepartment of Labor Retirement Ini.oma Security Act of 1874 (ERISA), and section §058(a) of the .
Emplayes Benedts Seedrily Adminlatation Internal Revenua Code {tha Gada). This Forrln iz Qpen te Public
- . ngpaction
Fanelan Buneill Guaranty Gorporation » Complota all el itrios in accordanco with the Instructions o the Form §500-5F,
[ Parti | Annual Report Identification Infc rmation
Far calendar plap year 2010 or fiscal plan year beginnin; 01/01/2010 and ending 1 /31780710
A This return/report is for; @ single-emplayer plan [[] multiple-employer plan (not multiemployss) D one-participant pian
B This returnireport is for: |_| first return/report |:| final raturn/raport
D an amended retun ireport L—_| shart plan vear return/report {lesa than 12 months)
C Check box if fillng under: Form 5558 |_| automatic extension D DFVC program
|_| special extension enter description}
[ Part Il | Basic Plan Information—enter all ré quested information
1a Name of plan 1b Three-digil
NORTHWEST HEALTHCARE, INC. 4011, RETIREMENT PLAN plan number
(FN) ool
1¢ Ellective data of plan

oL/01/2002

2a Plan sponsor's name and address (employer, if for ¢ ingle-employer plan)
NORTHWESY HEALTHCARE, INC.

PO BOX B71120

VANCOUVER WA 98687-1120

Zb

Einployer Identification Number
(EN}S1-1994C005

2¢

Plin sponsor's telephone number
350~5874-5203

2d

Bisiness code {see instruclions)
£21&10

3a Plan administrator's name and address Ii sama as 2lan sponsar, enter "Same")
NORTHWEST HEALTHCARE, 1

3b

Acdministrator's EIN
51-1994005

PO BOY 871120 3¢ Administrator's telephone numbar
VANCOUVER WA 98687-1120 350-574-5293
4 [fthe name andfor EIN of the plan sponsor has chanyjed since the last return/report filed for this plan, artdar the 4b EN
nama, EIN. and the plan number from the last return 'report. Sponsor's name
4¢ P
5a Total number of participants at the beginning of the PLan YEAr .. e | B8 41
b Total numiber of participants at the end of the plan 18ar......... e | Bl 32
¢ Total number of partlcipants with aceount balances as of the and of the plan year (defined henedit plans do not ot
COMPIELE TS FEM )., oo sy ottt e s Ec

Ga Were all of the plan's assats during the plan year | wasted in eligible assats? (See instructions.) ..

b Are you claiming a waiver of the annuai examinatic n arl report of an indepandent qualtf ied puhllc a:;c-.uuntant (IQF'A)

under 29 CFR 2520.104-487 {Ses instructlons an waiver aliglbliity and conditions.)...

If you answered "Na” to either Ga or Gb, the plan cannat use Farm 5600-SF and must Instead use Furm SEDD

[Part Il | Financial information

Yes D No
@ Yas D No

7  Plan Assets and Liabllities {a} Baginning of Year (b} End of Year
A Total plan 85888 ..o e oo e T8 183186 25860
b Total plan GEBUUES ... s .| _7b
€ Net plan assets (subtract line 7b from line 7a) T 193186 25880
B Incoma, Expenses, and Trangfers for this Plan Yeir __(a) Amount (b) Total _
a GConfributions received or receivable from: 3
{1} EMPIOYETS oo e 2a(1) 7578
(2) Participants ... TP OO PSPPSR [ - | 20501
{3) Others (including mllovers) a3}
B CHREM INGOME (JOS5) oo e smtarnirans sresss s &b 19766
¢ Total incame (add iines 8a(1), 8a(2), 8a(3), and 8t ) ........................ B¢ 47845
ms
g Benelts i g e e e e | 215171
e Cedalh degmed and/or sorrective distributlons (see instruetlons) .. . Be
f Administrallve service providers (salaries, fees, e minissions) -....... 8f .
g Other GXPENSeE ..o i e s T
h Total expenses (add lines 8d, 8, Bf, and Bg) ... . e
| Netingeme {loss) (subtract Une 8h from ling 8ch.. oo B
i <fzrs to (from) the plan (see instructions) ... ... 8
F:r P;r:rr\:;rk Rum.n(r.ll.un :\ct N:ﬂcn wnd OMB Conirol Numbe 's, sou the Instructions toerorm BHO0-SF- Form MUH-SL l?u(::[{); ,?;;_1
E@S2B 3Ded AP IHLTE 3N FPERLPLGETE Tr:@T TIBSSE/ET



_ Form 5500-5F 2010 Page2-[ |

\ Part IV | Plan Characteristics

gg [fthe plan provides pension beneflts, anter the appli able pension feature codes from the List of Plan Characteristic Codes in the instructions:

2B 2@ 2J 2K 3D 2ZF
b If tha plan provides welfare benafits, enter the applic able welfare feature codes from the List of Plan Characteristic Codes in tha instructions:

‘ Part V ICnmpIianc:e Questions

10 Duwring the plan year: Yes | No Amount
a Was there a failure to iransmit to the plan any parth ipant contributions within the time pariod described in ¥
29 CFR 2510.3-1027 (See instructions and DOL's Veluntary Fiduciary Correction Frogeam) v, 10a
b ‘Were there any nonexempt ransactions with any p arty-irn-interest? (Do not include transactikans reported
Z00 HIFIE TOE1Y ocvrtmmarrremsebessssnsnassasss oo R P e e R e TS 10b *
€ Was the plan covered by 8 Rty BONA? e i e M0e! X 40000
o Did the plan have & loss, whethar or not reimburea 1 by the plan's fidelity bond, that was caused by fraud %
OF ESIOIIBELYT 1ovsnsrsrrsesseessrsmss et oAb T 10d
@ Were any fegs or commissions paid to any brokers, agems, or oifier persans by an insurance carrier,
iMSUrance service or other organization that providiis some or all of the benefits under the plan? (Sea X .
TVSHTLIGHEEIS.) 11veseoeemisessssssssees e b sy e L SRR e 10e 778
f Has the plan failed to provide any benafit when du UNder the PIANT g 10f 3
] Did the plan have any partlcipant loans? (If "Yes,"” :ier amount as of Y@ar 8Nd-)....cowiiie e 104 T
h If this is an individual accounl plan, was (here a blickout period? {See instructions and 29 CFR 3
BEB0,0T-B.) 1rreroreossreeessesssems et LLE L Fars 55 RARAERL 13 e AL B T 10h '
| 1 10n was answered "Yes,” check the box if you e.ther provided the required natice or one of the
exceplions to providing the notice applied under 2) CFR 2520,101-3 oo i 10§
l_Part v lPensiun Funding Compliance
11 s this a defined benefit plan subject to minimum i nding requirements? {(If "Yes," se¢ Instructions and complete Schedule 5B (Form -
BIS000)) ..o oo e e A Y [ ves | | No

12 1= this 3 defined contribution plan subjest to the minimum funding raguirements of section 412 of the Code or section 307 ol ERISAT? .. |:| Yes Mo
{If "Yes," complete 12a or 12, 12¢, 12d, and 12 jelow, as applicable.}
a If a walver of the minimum funding standard for a |wior year is being amertized in this plan year, see instructions, and entrr the dale of the leter ruling
granting the wWaiver, Month lay . Year
i you completad line 124, complete lines 3, 9, and 10 of Schedule M (Form 5500), and skip to line 13

b Enter the MIRImUM requirat CONTBUBON FOr TS P AN YBA. .o s mmsmsseessssisriss s sttt e 17b

& Enter the amount contiibuted by the emplayar to e plan for this plan Year....umw- T

d Subtract the amelnt in lina 12¢ from the amount |1 ling 12b. Enter the result (enler a minus sign to the left of a 12d
FIEGRLIVE BITIOUIED «.....orss1sssse 480 AR oA T .
@ Will the minimuen funding amount reported o line 12d ba met by the funding deading?..... .o I—l Yes |_| No H N/A
\Ert Vil ] Plan Terminations and Transfer; of Assets B
13a Has a resolution to leminate the plan been adop! ad during the plan ygar or any Prok YEAr? ... H Yes l—l No
If "Yes,” enter the amaunt of any plan assels that reverted to the omployer S YA esisssngayeeress gy F‘ da | Ow
b Were all the plan assets distributed to participant ; or baheficiaries, wansferred to another plan, or brought under tha coniral
OF LU PIBGICT v vevescessrsverss o AR AL AR AR T RS A D Yes [X No
¢ If dwing this plan year, any assets or liabilities w we transterred fromm this plan to another plan(s), idetitify the plan(s} to
which assets or liahiliies were ransferred. (See nulvuctions.)
13c(l) Mame of plan(s): 13¢(2) EIN{(s} 13¢(3) PN(s)

Caution: A penalty for the late or incomplete filing >f this returnfreport will be Ass d unless reasenable cause is established.

Under ponaltias of perjury and other penalties set fortt in the instructions. | declare that | ave examinad this returnfreport, i luding, if applicable, a Schedule
SR or Schedule MB complelad and signed by an enrol ed actuary, as wall as the electronic version af this return/freport, and tu the best of my knowledge and

balief, it I8 rug, gorrect, and gpnplate,

SIGN | o/ MM T o~ 4/ |3ail Haskstt

HERE J fan _ Date Enter narme of individual sigrung g plan administrator
[pb#”
Sgnature of employer/plan sponsor Date Enter name of individual sigiing as emplayer of plan spgnsor
£@/EE J9vd
S IHLTTEIHMM PEaLPLSHTE Tr:aT

TTBZ /58 /68T



