Form 5500-SF

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee
Benefit Plan

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

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

OMB Nos. 1210-0110
1210-0089

2010

This Form is Open to Public
Inspection

| Part!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:

B This return/report is for:

C Check box if filing under:

m single-employer plan

D first return/report

D an amended return/report
[ Form 5558

D final return/report

D multiple-employer plan (not multiemployer)

D automatic extension

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

D special extension (enter description)

D one-participant plan

D DFVC program

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
PEREGRINE HEALTH SERVICES, INC. 401(K) PLAN plan number 001
(PN) »
1c Effective date of plan
01/01/2007
2a Plan sponsor’s name and address (employer, if for single-employer plan) 2b Employer Identification Number
PEREGRINE HEALTH SERVICES, INC. (EIN)  ©7-1220867
2C Plan sponsor’s telephone number
1661 OLD HENDERSON ROAD, SUITE 400 614-459-2656
COLUMBUS, OH 43220 - - -
2d Business code (see instructions)
621111
3a Plan administrator's name and address (if same as Plan sponsor, enter “Same” 3b Administrator's EIN
PEREGRINE HEALTH SERVICES, INC. 1661 OLD HENDERSON ROAD, SUITE 400 57-1220867
COLUMBUS, OH 43220 —
3C Administrator’s telephone number
614-459-2656
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 23
Total number of participants at the end of the Plan YEar. ..ot 5Sb 30
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 7

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCLIONS.) ........coovirieiriiieiiiie e

b 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 CONIitioNS.).........coiiiiiiiiiiie e e e

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

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 83189 105961
b Total plan liabilities.... 7b 0
C Net plan assets (subtract line 7b from ine 7a)............cccccoocovenvn...., 7c 83189 105961
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) Employers....... 8a(1)
(2) Participants 8a(2) 28667
(3) Others (including rollOVErS).........ccueeiiiiieiiiie e 8a(3)
D Other INCOME (I0SS).....eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 7143
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......c..evverrevencc. 8c 35810
d Benefit; paid (inpluding direct rollovers and insurance premiums 13038
{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 13038
i Netincome (loss) (subtract line 8h from line 8¢)..........c.cocoevvveveeen.. 8i 22772
j Transfers to (from) the plan (see instructions) ..........ccccceeveiveeviieenns 8j 0

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 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 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 500000
X
10d
X
10e 282
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 m No

12

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

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

D Yes m No

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

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

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

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

13c(2) EIN(s)

13c(3) PN(s)

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

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

SIG Filed with authorized/valid electronic signature. 10/06/2011 PAUL DAUERMAN

IGN

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

S Filed with authorized/valid electronic signature. 10/06/2011 PAUL DAUERMAN

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




5558 Application for Extension of Time OMB No. 1545.0212
o e o558) To File Certain Employee Plan Returns

Department of the Treasury » For Privacy Act and Paperwork Reduction Act Notice, see instructions on page 3. File With IRS Only
Internal Revenue Service

Identification

A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer's identifying number (see instructions).
- - Employer identification number (EIN).
Perearine Health Services, Inc.
Number, street, and room or suite no. (If a P.O. box, see instructions.) 57-1220867
1661 Old Henderson Road, Suite 400 [ social security number (SSN)
City or town, state and ZIP code
Columbus OH 43220
C Plan name Plan Plan year ending--
number MM DD YYYY
\ \
1Perearine Health Services, Inc. 401(k) Plan 01011 12 31 2010
\ \
2 | |
\ \
3 | |

Extension of Time to File Form 5500 or Form 5500-EZ (see instructions)

1 Irequest an extension of time until 10 /7 17 / 2011 to file Form 5500 or Form 5500-EZ.

The application is automatically approved to the date shown on line 1 (above) if: (a) the Form 5558 is filed on or before the
normal due date of Form 5500 or 5500-EZ for which this extension is requested, and (b) the date on line 1 is no more the 2 1/2

months after the normal due date.

You must attach a copy of this Form 5558 to each Form 5500 and 5500-EZ filed after the due date for the plans listed in C above.

Note. A signature is not required if you are reguesting an extension to file Form 5500 or Form 5500-EZ.

UMl Extension of Time to File Form 5330 (see instructions)

2 | request an extension of time until to file Form 5330.
You may be approved for up to a six (6) month extension to file Form 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposingthetax « « « « « « o« o « o o+ & >| al

b Enter the paymentamountattached . .+ « + ¢« + ¢« « ¢« o ¢« 4 4 e 4 e 4 e e . . > b

C For excise taxes under section 4980 or 4980F of the Code, enter the revision/amendmentdate . . . . > C

3 Statein detail why you need the extension

Under penalties of perjury, | declare that to the best of my knowledge and belief the statements made on this form are true, correct, and complete, and that | am
authorized to prepare this application.

Signature » Date »>

Form 5558 (Rrev. 1-2008)



Form 5500-SF Short Form Annual Return/Report of Small Employee O s, o0ss
Department of the Trez_asury Beneflt Plan
Intemal Reverue Servics This form is required to be filed under sections 104 and 4065 of the Employee 2010
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the .
Deparimenti of Labor i
Employee Banefits Security Administration Internal Revenue Code (the Code). This Form is Open to Public
Penston Benefit Guaranty Corporation Inspection
_ » Complete all entries in accordance with the instructions to the Form 5500-5F.
“Partl] Annual Report Identification Information
For the calendar plan year 2010 or fiscal plan year beginning 01/01./2010 and ending 12/31/2010
A This relurnfreport is for: [« single-employer plan [ ] multiple-employer plan (not multiemployer) [ ] one-participant ptan
B This return/report is for; D first return/report D final return/report
D an amended return/report D short plan year return/report (fess than 12 months)
C CGheck box if fiing under; @ Form 5558 D automatic extension [l DFVC program
D special extensicn (enter description}
“Partil] Basic Plan Information --- enter all requesied information.
1a Name of plan 1h Three-digit
plan number
Pereqgrine Health Services, Inc. 401(k) Plan (PN) » 001
1c Effective date of plan
01/01/2007

2a  Pian sponsor's name and address {employer, if for single-emplayer plan) 2b Employer Identification Number

(EIN} 57-1220867

Peregrine Health Services, Inc.
2c Plan sponsor's telephone number

1661 0ld Henderson Road, Suite 400 {614) 455-28656
2d Business code (see instructions)
Us Columbus OH 43220 621111
3a Plan administrator's name and address {If same as plan employer, enter "Same") 3b Administrator's EIN
Same

3¢ Administrator's telephone number

4  ifthe name and/or EIN of the plan spensor has changed since the last return/report filed for this plan, enter the 4b EN
name, EIN and the plan number from the last return/report. Sponsor's Name Zc PN
Ba Total number of participants at the baginning of the planyear « . . « « . = + = « = + + + + « « .| 5& 23
b Total number of participants atthe endof theplanyear . . . + « « « « « « « + + + « « .+ . .| bb 30
¢ Total number of participants with account batances as of the end of the plan year (deﬁned benefit ptans do not
complete thisitem} . . . . . T T I T 7
6a Were all of the plan's assets during the pian year invested in eligible assets? (See instructions.) e Xlves [CINo
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 28 GFR 2520.104-467 (See instructions on waiver eligibility and conditions.) . . . e e e e fx]ves [ No
If you answered "No" to either 8a or 6b, the ptan cannot use Form 5560-5F and must ms!ead use Form 5500
‘Partili] Financial Information
7  Plan Assets and Liabilities {a) Beginning of Year {b) End of Year
d Totatplenassels , , . . . . . . « . . . 0 0 83,189 105,961
b Total plan liabilities o 7b 0
Net plan assets (subtract line 7b from fine 7a) C e e e 83,189 105,961
8  Income, Expenses, and Transfers for this Plan Year (a) Amount {b) Total

a Conirbutions received of receivable from:

(1) Employers . .+« v « + « 4 e e e e . 0 . . | _8afl)
(2) Paricpants - « .+« « . e e e e e e . . . .| 8202 28,667 |
(3) Others (including rollovers}. . . . . . . « + « « . .| Baf{3)
b Otherincome (1055) . . . . v « « v v « « + + + + 4 8B
C Tetal income{add lines 8a(1), 8a(2), 8a(3),and8) . . . . . . 8c
¢ Benefils paid (including direct roflovers and insurance premiums
toprovidebenefits) , , . . . . . . . . . . . . . |__8d 13,038
€ Certain deemed andfor corrective distributions (see instructions) . .| 8e
f Administrative service providers (salaries, fees, commissions) . . . Bf
g Ofherexpenses .« . « & + + « ¢ o 2 0 0 e 4 e s 8g
h  Total expenses {add lines 8d, 8e, 8f, and8g} . . . . . . . . __ 8h 13,038
i Metincome {loss) (sublract line 8h from line &c). . . . . . . _ 8i 22,772
j Transfers to (from) the plan {seeinstructions) ., . . . . . . . 8j
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-8:0(53;3% ;




Form $500-SF 2010 Page 2-1

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

28 2F 26 2J 2K 3p 3H
b Ifthe plan provides welfare benefits, enter the applicable welfare featura codes from the List of Plan Characteristic Codes in the instructions:

V.| Compliance Questions

40  During the plan year: Yes [No Amount
Was there a failure to transmit to the plan any participant contribution within the time period described in %
29 CFR 2510.3-1027 (See instructions and DOL's Voluntary Fiductary Correction Program) . . .+ 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ONHNET08) 4 o 4+ o v o v e o e e e e e e e e e e e e e e e . |10B X
C Wastheplancovered by afidefity BORd?. . « « « .« . . 4 4 e e e e 4 e 10c} X 500,000
d  Did the plan have a foss, whether ar not reimbursed Dy the plan's fidelity bond, that was caused by fraud
or diShONESHY?  « + « v o 4 o a a e e e e e e e e e e e e e e s |10d X
€ Were any fees or commisions paid to any brokers, agents, or olher persens by an insurance carrier,
insurance services or other organization that provides soma or al; of the benefits under the plan? (See x 282
instrucliorls.).............................."9e
Has the plan failed to provide any benefit when dug undertheplan? . . . . + . . - + « « . +|10f X
@ Did the plan have any pariicipant loans? (if "Yes," enteramountasofyearend} . . « + + + « o+ . |10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR
9520.1A01-3) + + » + v 4 ke e e e e e e e e e e e e e e s s a . 4 |10R X
i 16 10h was answered "Yes," check the box if you either provided the required notice or cne of the
exceptions to providing the notice applied under 28 CFR 2620101-3 . . + o+ + « « + « « + + » 10i

Part Vi| Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (if "Yes," see instructions and complete Schedule SB (Form
mmo0 e e e e, []Yes [N
12  Is this a defined contribution plan subject to the minimum funding reguirements of section 412 of the Code or section 302 of ERISA? .. Cves NO
{If "Yes," complete 12a or 12b, 12¢, 12d, and 12e balow, as applicable.)

a It a waiver of the minimum funding standard for a prior year is being amonlized in this plan year, see instructions, and enier the date of the letter ruling

grantingthe waiver .« « + « « e 4 o e e e e e e e e e e e e e e BMonth 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 thisplanyear . . .« « « « + « « + + s 0 0 e v e 12b
G Enter the amount contributed by the employer to the plan for this planyear  + . . . + « « « « « « « 12¢
d  Subtract the amount in line 12¢ from the amount in line 12b. Enter the result {enter a minus sign to the leftofa 12d
pegative amount)  « » s = .« 4 n n = e e e e on a4 e s e ek

[Tves [INe [Inm

e W_i!Hheminimumfundingamountreporiedonline12d be met by the funding deadline? . . . « + + &+ 4 . . s
V: |.! Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted during the plan year erany prioryear? . .+ + + « « « « o
If"Yes," enter the amount of any plan assets that reverted to the employerthisyear . . . . + . .« « . | 13a|

.. . . Eves ElNo

b were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the conteol
OFNEBPBGCT + +» = + v h h e e e e e e e e e e e e e e e e e e e v v e v v Ehves [x]No

C Ifduring this plan year, any assets or liabilities were transferred from this plan to ancther plan(s), identify the plan(s) to
which assets or liabilities were transferred. (Ses instructions.)

43¢c{1) Name of plan{s}: 13¢(2) EiN(s) 13c(3) PN(s}

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

Under penalties of perjusy and other penaities set forth in the instructions, | declare that Hhave examined this returnfreport, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this returrdeaport, and to the best of my knowledge and
belief, it is trg, #Mr t, and complete.

L]

\ Paul Dauerman

Signature of plan administrator Date !p_téo l[ Enter name of individual signing as plan administrator

AN
v

| Signature of employer/iplan sponsor Date ’9' ““ Enter name of individual signing as employer or plan sponsor




Form 5500

Department of the Treasury
intemal Revenue Servics

Deparment of Labor
Employee Benefits Security
Administration

Pension Bensfit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is reguired 1o be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA} and
sections 6047(e), and 8058(a) of the Internal Revenue Code (the Code).

»  Complete all entries in accordance with
the Instructions to the Form 5500.

OMB Nos. 1210-0110
1210-0088

2010

This Form is Open to Public
Inspection

[:Part}] Annual Report Identification Information

For the calendar plan year 2010 or fiscal plan year beginning 01/01/2010

and ending 12/31/2010

a muitiemployer plan;
a single-employer pian;

A This returnireport is for:

D the first returnfreport;
D an amended returnfreport;

B This return/report is:

C Ifthe plan is a collectively-bargained plan, checkhere . . . . . . . .

E| Form 6558;
[l special extension {enter description)

D Check box if filing under:

D a multiple-employer plan; or

[ ]  DFE (specity)

[] tre final returnireport;
D a short plan year returnfreport (fess than 12 moenths).

U

D the DFVC program;

PR T S T R N L

D automatic extension;

{Partll| Basic Plan Information --- enter all requested information.

1a Name of plan 1b Thres-digit plan
Health Care Venturas of Chio, LLC Non Union 401{k)} Plan number (PN) » 001
4 ¢ Effective date of plan
01/01/2007

22 Plan sponsor's name and address (employer, if for a single-employer plan)
{Address should include room or suile no.}

Health Care Ventures of Ohio, LLC

1661 0ld Henderson Road, Suite 400

US Columbus OH 43220

2b Employer ldentification
Numbar (EIN)
02-0743770

2¢ Sponsor's telephone
nember
(614) 459-26586

2d Business code (see
instructions)
621111

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

Under penaities of pesjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,

statemenis and ayacyments, 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.

W— 041

Paul Dauerman

ture of plan administrator Date

Enter name of individual signing as plan administrater

0.

f A u Paul Dauerman
i \#)@nz:tfﬂve Bf“mployerfplan SPONSoOr Date Enter name of individual signing as employer or plan sponsor
L4
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 administrators name and address (if same as plan sponsor, enter "Same")

Sama

3b Administrator's EIN

3¢ Administrator's tefephone
number

4 Ifthe name andfor EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EiN and

the plan number from the last relurnireport:
@ Sponsor's name 4c PN
§ Total number of participants a! the beginning of tne plan year . . . . B 791
6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢ and 6d) .
a Activeparicipants  + + + « « v v e e 4 e b b s e . . v v . .| Ba 790
b Retired or separated participants receiving benefits L. . .|6b 0
¢ Other retired or separated participants entitled {o future benefits . . P I -1 28
d Sublotal. Addlines 8a,6bandéc . . . . . . .o v .. .| 6d 818
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits e e e« . . .| Ge 0
f Tolal. Addlines6dande . . . .« . « « + o 4 . 4 P - 818
g Number of participants with account balances as of the end of the plan year (only defined contribution plans

complatethisitem) . . . . + + « « + v . 0 e v v . . . .- . .| 8g 84
h Number of participants that terminated employment during the plan year with accrued benefits that were less than

100% vested . . . . e w e e e e e e e e e e e v s e . . .| Bh 0
7 Enter the total number of employers abligated to contribute to the plan (only multiemployer complete this item) W1 7

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

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

b Ifthe plan provides welfare banefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
9a Pian funding arrangement (check all that appiy) 9b  Plan benefit arrangement (check all that apply)
{1 Insurance (1) Insurance
{2) Code section 412(e)(3) insurance contracis (2) Code section 412(8)(3) insurance contracts
{3) Trust (3} Trust
{4) General asseats of the sponsor (4) General assets of the sponsor

Check all applicable boxes in 10a and 10b fo indicate which schedules are attached, and,

where indicated, enter the number aftached. (See instructions)

b Genera! Schedules

a Pension Schedules
(1} E R (Retirement Plan Information} {1) H (Financial information)
(2} MB (Multiemployer Defined Benefit Plan and Certain Money {2) I (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan {3) ___ 1 A{Insuranceg 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 Information}




Form 5500

Department of the Treasury
Internat Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporalion

Annual Return/Report of Employee Benefit Plan

This form is required ta be filed for employee banefit plans under sections 104
and 4065 of the Emplovee Relirement Income Security Act of 1874 (ERISA) and
sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with

the Instructions to the Form 5500.

OMB Nos. 1210-0110
1240-0089

2010

This Form is Open to Public
Inspection

[Part)| Annual Report Identification Information

For the calendar plan year 2010 or fiscal plan year beginning 01/01/2010

and ending i2/31/2010

A This returnfreport is for:

B This retumnireport is:

D a multiemployer plan;
E} a single-employer plan;

I:l the first returnireport;
D an amended returr/report;

C Ifthe planis a collectively-bargained plan, checkhere . . . . . . + « + + .

D Check box if filing under:

K] Form 5558;
D speciat extension (enter description)

D a mulfiple-employer plan; or
D a DFE (specify)

|:| the final returnfreport,
|:| a short plan year returnfreport {less than 12 manths).

ool

D the DFVC program;

L

D automatic extension;

Partll| Basic Plan Information --- enter all requested information.

1a Nameofplan

Health Care Ventures of Chic, LLC Union Emplovees 401(k) Plan

1 b Three-digit plan
number (PN} »

1 C Effective date of plan
01/01/2007

001

2a  Plan sponsor's name and address {employer, if for a single-employer plan)
{Address should include room or suile no.)

Haalth Care Ventures of Chio,

LLC

1661 0ld Henderson Road, Suite 400

UsS Columbus

OH 43220

2h Employer Identification
Number (EHN)
02-07437170

2C Spansor's telephone
numbser
{614) 459-2656

2d Business code (see
instructions)
621111

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

Under penalties of gerjury and ether penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,

statements and at

’hents, 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.

ﬂu{ I ——— 10:4-)1
v
éi#a ¢ of plan administrator Dafe Enter name of individual signing as plan administrator
(0:.if
Siguﬂture & emproyerfplan SPONsSOr Date Enter name of individual signing as employer or plan sponsor
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 Pian administrator's name and address (if same as plan sponsor, enter "Same") 3b Administrators EIN
Sama

3¢ Administrator's telephone
number

4 ifthe name andfor EIN of the plan sponsor has changed since the last returrdreport filed for this plan, enter the name, EINand | 4b EIN
the plan number from the last returmfraport:

& Sponsors name 4¢ PN

5  Total number of participants at the baginning of theplanyear « + « + + + v + « + 4 + = « « o « + +| B 310
6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢ and 6d)

A Activeparlicipants  + + + « .+ 4+ 4+ e e 4 s e e s b v e e s ek« 4w 4 . . . .|Ba o
b Retired or separated participants receiving berefits . . . . . . . . . L L . ., 6b

C Other retired or separated participants entitled to future benefits I O < [ 0
d Sublotal. Add lines 6a, 6band6E . .« v . . v v v e v e e e e s e e e e e e e e e .. .| 6d 0
e Deceased participants whose benefictaries are receiving or are entitled to receive benefits I L 1 0
f Total AddfinesBdandBe . . . .« v 4 4 4 4 s b e e e v w e e e e e e e e e e . o Bf 0

g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete thisitem) + . v v v v 4 4 e 4 e e e e h e e s e e e e e e e . . ... .| BYg o

h Number of participants that terminated employment during the plan year with accrued benefits that were less than

0% VESIEd « + v v« e 4 e e e e e e e e e e e e e e e e e e e e e e v . .| BH
7 Enter the total number of employers obligated to contribute to the plan {only multiemployer complete this item) e e W1 T
8a If the plan provides pension benefits, enter the applicable pension feature codes fram the List of Plan Characteristic Codes in the instructions:

2y 26 2J 2K 3C
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instrugtions:

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

40 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
(W] R {Retirement Plan Informaticn) (1} H (Financial Information}
(2) MB (Multiemployer Defined Benefit Plan and Certain Monay (2) | {Financial Infermation - Small Flan)
Purchase Plan Actuarial Information} - signed by the ptan 3) e A {Insurance Information)
actuary (4) C (Service Provider Information}
(3} D 3B (Sing'e-Employer Defined Bensefit Plan Actuarial (5) D (DFE/Participating Pian Information)

information) - signed by the plan actuary {6) G (Financial Transaction Information)




5500-8F Electronic Filing Authorization

Plan Name: Peregrine Health Services, Inc. 401 (k) Plan
EIN/PN: 57-1220867/001
Plan Year: 01/01/2010 — 12/31/2010

I nereby authorize Capital Retirement Plan Services, Inc. to electronically file the above
return with the US Department of Labor's Electronic Filing Acceptance System (EFAST).

I have signed Form 5500-SF for this return and understand a scanned copy of this return

bearing my manual signature will be inciuded in the electronic filing and posted on the
US Department of Labor's internet site for public disclosure.

Pl Adpinistrator P nL\

fl /
‘(ﬂi&i‘f) lsign) ¥ Y
1 . ¢ [O0+ 641

(date) (date)




5500 Electronic Filing Authorization

Plan Name: Health Care Ventures of Ohic, LLC Non Union 401(k) Plan
EIN/PN: 02-0743770/001
Plan Year: 01/01/2010 - 12/31/2010

I hereby authorize Capital Retirement Plan Services, Inc. to electronically file the above
return with the US Department of Labor's Electreonic Filing Acceptance System (EFAST).

I have signed Form 5500 for this return and understand a scanned copy of this return

bearing my manual signature will be included in the electronic filing and posted on the
US Department of Labor's internet site for publiic disclosure,

e A

{sign) {sign)

Fpapell 19444

(date) (date)




