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 Check 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
SATELLITES UNLIMITED 401(K) PLAN number (PN) »
1c Effective date of plan
03/01/2005
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)
SATELLITES UNLIMITED, INC. 63-1223486
2C Sponsor's telephone
number

205-421-0082

138 CITATION COURT -
BIRMINGHAM, AL 35209 2d Business code (see
instructions)

517000

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. 10/06/2011 RODDY L. MCKINNEY, Il
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN [Filed with authorized/valid electronic signature. 10/06/2011 RODDY L. MCKINNEY, Il
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”)
SATELLITES UNLIMITED, INC.

138 CITATIO

N COURT

BIRMINGHAM, AL 35209

3b Administrator's EIN
63-1223486

3C Administrator’s telephone
number
205-421-0082

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 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 5 593
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, 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 497
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 18
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 515
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 0
T Total. Add INES B ANA BE........eeeeececeeeeieeee ettt e s et s s ee e esen s s e et et e e es s e s eae e e st esennensasenneesseneneasened 6f 515
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 69 219
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 292
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ......., 7

8a 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 23 2K 3D 3B 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)
X

1) X| Insurance (1) 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
SATELLITES UNLIMITED 401(K) PLAN plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
SATELLITES UNLIMITED, INC. 63-1223486
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
HARTFORD LIFE INSURANCE 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
06-0974148 88072 GA-028004 219 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

8756 0

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

NEXT FINANCIAL GROUP, INC. 2500 WILCREST STE 620
HOUSTON, TX 77042

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

8230 COMMISSION 3

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

DYATECH 805 S. WHEATLEY SUITE 600
RIDGELAND, MS 39157

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
526 SALES/ADMINISTRATION 5
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

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




Schedule A (Form 5500) 2010 Page 3

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
5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5 1357022
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 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 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: ) |:| deposit administration 2 D immediate participation guarantee
?3) |:| guaranteed investment 4) D other P
b Balance at the end Of the PrEVIOUS YA .............cccvcvevuireeeiereeeeeeeeeeeeeeeeeeeeeeee e eees e senaesees e saens e enes s l 7b 0
C Additions: (1) Contributions deposited during the year................cccevevevernnen, 7c(1)
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2)
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3)
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4)
(5) Other (SPECITY DEIOW)..........rvveeeeeeeeeieeeeeeeeeeeesies s senes st ene s sl 7c(b)
4
(6)Total additions 7¢(6) 0
d Total of balance and additions (@dd b AN C(B)). ....cevvrveriruiiieeieerceeeeeee et eee et 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2)
(3) Transferred to SEPArate ACCOUNL ..........c.c.veveverereeeseeeeseseeeesenssseeessennennend 7¢e(3)
(4) Other (specify below) | 7e(4)
4
(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) 0
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccovueiuerererreeeeeeeeeeereeseeeeeeerereeeeseeeneneens 7f 0




Schedule A (Form 5500) 2010 Page 4

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 D 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?;ritgnggcﬂrityaAg%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
SATELLITES UNLIMITED 401(K) PLAN
plan number (PN) 4
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SATELLITES UNLIMITED, INC. 63-1223486

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).. . ............. Yes D 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

DYATECH LLC 805 SOUTH WHEATLEY STE 600
RIDGELAND, MS 39157

(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



Schedule C (Form 5500) 2010 Page 2-@

(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)

NEXT FINANCIAL GROUP INC

1900 GLADES RD STE 103
BOCA RATON, FL 33431

(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)

()

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

9)

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?

71

FINANCIAL
ADVISOR

Yes No D

Yes No [[

8230

Yes D No

(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)

()

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

(9)

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 |:[ 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)

()

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

(9)

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 D

Yes D No D




Schedule C (Form 5500) 2010
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(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)

®)

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
(). 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 |:|

() 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 (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.

(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.




Schedule C (Form 5500) 2010
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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

OMB No. 1210-0110

(Form 5500)
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). 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
SATELLITES UNLIMITED 401(K) 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)
SATELLITES UNLIMITED, INC. 63-1223486

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: HARTFORD LIFE INSURANCE COMPANY

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

HARTFORD ADVANTAGE TK4

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

C EIN-PN 06-0974148-000 code 103-12 IE at end of year (see instructions) 1285656
a Name of MTIA, CCT, PSA, or 103-12 IE;: HARTFORD LIFE INSURANCE COMPANY
o ) SEPARATE ACCOUNT K4
b Name of sponsor of entity listed in (a):
C EIN-PN 06-0974148-000 d Entity P € Dollar value of interest in MTIA, CCT,_ PSA, or 71366
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
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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)
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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

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 Inspection
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending  12/31/2010
QAT'\IIEaIITI]_?TchF)ISrl:lLIMITED 401(K) PLAN B Three-digt
() plan number (PN) 4 001

C Plan sponsor’s name as shown on line 2a of Form 5500
SATELLITES UNLIMITED, INC.

63-1223486

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 COMTDULONS .......oveoveeceececeeeeeeee e 1b(2)
(2) Participant CoNtBULONS ............c..overerereeerreseeeseeseeseessessessesseessessesses s 1b(2)
(B) OUNEI..eoooeieeeeeeee e 1b(3)

C General investments:

(1) Interest-bearing 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)
(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 1¢c(13
FUNAS) .ottt oot ot (13) 999945 1357022
(14) Value of funds held in insurance company general account (unallocated 1c(14)
[o10] 11 =Tt ) O OO O PP PPRPPPPRN
(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 999945 1357022
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
K Total liabilities (add all amounts in lines 1g through1j) .......cccccccoevevrrercrrrennnne. 1k 0 0
Net Assets
| Net assets (subtract line 1k from liN@ 1f).........cccevrveurvereereeerereeeereeees e 1l ‘ 999945 1357022
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)

115270

2a(1)(B)

256555

2a(1)(C)

2476

2a(2)

2a(3)

374301

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

2b(1)(G)

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)




Schedule H (Form 5500) 2010

Page 3

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

123424

497725

2e(1)

131892

2e(2)

2e(3)

2e(4)

2f

29

2h

131892

2i(1)

2i(2)

526

2i(3)

8230

2i(4)

2i(5)

2j

8756

140648

2k

21(1)

21(2)

357077

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: KELLUM, WILSON & ASSOCIATES,PC

(2) EIN: 63-0910369

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 2000000
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 4n
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)




OMB No. 1210-0110

SCHEDULE R Retirement Plan Information

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).

Employee g:r?;ﬁ?ggt:ﬂfritbagzrministration b File as an attachment to Form 5500. This Formsi;eocﬁ)i%r:’].to Public
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
SATELLITES UNLIMITED 401(K) PLAN plan number 001
(PN) >

C Plan sponsor's name as shown on line 2a of Form 5500
SATELLITES UNLIMITED, INC.

D Employer Identification Number (EIN)

63-1223486
‘ 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
(10 LU o1 1o o ST PSP O U U TP ST PPPRTPI 1
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): 06-0974148
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 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 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 D N/A
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
WItH TNE CRANGE?....evivieieeece ettt ettt st e et et e e te et e st e se et eseesesae st et enseseebeseeseeseesetesteseeteseestesaessanesrestensens D Yes D No

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 any Preferf@d STOCK? ........c.c.ovovououcueecceeeeeteeeeeeeeeeee et e et e st ee et es s s eses et ean s eees e st e s s s ean s s eseesaeanaeeeaeas : Yes |:| No
b Ifthe _ESOP has an outgta_r?ding 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? ..........cc.cccooovorooeoncononcnnnnnns []ves [] 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):




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos 1210.0110
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 1§74 (ERISA) and
Intemal Revente Sarvice sactions 6047(e), and 6058(a} of the Intemnal Revenus Code (the Code) 2010
Deparimen of Labor N . .
Employee Benefils Security » Complete all entries in accordance with
Adminislralion the instructions {o the Form 5590
Pension Beneflt Guaranty Cocporation This Form is Open to Public
. inspection
Parti { Annuai Report ideniification information
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A This returnfreport is for: D a multiemployer pian; D a multiple-employer plan; or -
@ a single-employer plan; D a OFE (specify) W
B This return/report is: ]__| the first return/repod; I__i the final return/repor; ]
D an amended returnfreport; D a short plan year returnireport {Iess than 12 menths)
C Ii the plan is a coliectively-bargzined plan, check here .. . o . B L L) D
[ Check box i filing under: @ Form 5558; D autematic extension; D the DFVC program;
D special extension {enter description)
. Part1l .| Basic Plan Information—enter all requesled informaticn
1a Name of prnSatelliites Unlimited 4£01{k) Plan b Three-digit plan
number (PN} » co1
1¢ Effective date of plan
33/01/2005 L
2a Plan sponsar's name and address {employer, if for a single-employer plan) ' } Z2b Employer identification s
" (Address should include roem or suite no.) Number (EINY e
Batellites Unlimited, Inc. 63-1223486 3
2¢ Sponsor's telephone
numper
{(205)421-0082
138 Citation Court 2d Business code (see
. : instructions;
Birmingham AL 35209 517000

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/reper, 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 frue, comed, and complete.

SIGH. : (ZM ?’_ a//\<\/ /C/é /Za.fl Roddy L. McKinney, IZI

HE_RE o T 7
L Signaturep/f plaéadministétsi{.__), Date Enter name of individual signing as plan administrator
- i

) ¢
SIGN VJZC”’{/{(M A/\\ (3}(:/555[{ Roddy L. McKinney, IIL.

HERE
. i Signaturg/ofmfgs/gaiaau’) Daie Enter name of individual signing as employer or plan sponsor

SIGN.

HERE -
..+ | Signature of DFE Daie Enter name of individual signing s DFE
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500, Form 5500 {2010}

v 0923071
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3a F;_\lﬂl administrator's name and address {if same as plan sponsor, enter “Same”) 3b Administrator’s EIN
E
3¢ Administrator’s telephone
number
4 |fthe 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 4¢c PN =
— B Totatnumberofparticipants-at the beginning of the plan year 5 B 593 E
6 Number of participants as of the end of the plan year (welfare plans complete only fines 6a, 6, 6¢, and 6d) SR !
a Active participants 6a 497 |
b Retired or separated participants receiving benefits o e L 6b 0
¢ Other refired or separated participants entitled to future benefits T L . 6¢ 18
d Subiotal Addlines8a 8b and6e . . . : . . : : ‘ o 6d 515
@ Deceased participants whose beneficiaries are receiving or are entitied to receive benefits...... . . be 4]
f Tota. Addlinésédandge . .- . o . . R &f , 515 )
g Mumber of partlcupants with account balances as of the end of the plan year {only defined contribution plans ]
complete this iter) .. . C L 6 219
h Number of participants that terminated employment during the plan year with accrued benefits thal were
less than 100% vested... ..., Bh 252
7  Enter the total number of employers obllgated to contnbute to the plan (only mult1employer plans complete thls liem) 7
82 Ifthe plan provides pension benefits enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

ZE 2F 2G 2J 2K 3D 3B 3H

b Ifthe 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)
(1 Insurance (1) [X| Insurance
{2) Code section 412(e}(3) insurance contracis {2} Code section 412{e)(3) insurance coniracts
{3) Trust {3) [ Trust
(4) General assets of the spensor {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) ﬁ R (Retirement Plan information) {H) § H (Financial Information)
(2) I MB (Multiemployer Defined Benefit Plan and Certain Money {2) [ {Financial Information — Small Plan)
Purchase Plan Actuarlal Information) - signed by the plan (3) § _1 A (Insurance Information)
actuary (4) g C (Service Provider Information)
{3 [] SB (Single-Employer Defined Benefit Plan Actuarial {5} i D (DFE/Participating Plan Information)
information} - signed by the plan aciuary 6} G (Financial Transaction Schadules)
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SCHEDULE A Insurance Information OME Ko 1210:0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intamal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2010
Gepartment of Labo .
Employee B:r?:ﬁts SZCuﬁtyaAdll-'ninistraﬂcn » File as an attachment to Form 5500,
Pension Benefit Guaranty Carporaion ) Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103{a}{2)- tnspection
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

» ool

plan number (PN)

— gatellites Unlimited 401( k) Plan

C Plan sponsor's name as shown on line 2a of Form 5500, D Employer ldentification Number (EINY

Satellites Unlimited, Inc. $3-1223486

~Partt.| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
iiiriY)  on a separate Schedule A. individual contracis grouped as a unit in Paris I and 1l can be teported on a single Scheduie A.

41 Coverage Information:

(a) Name of insurance carrier

Hartford Life Insurance Company

- Approximate number of Policy or contract year
(c) NAIC () Contract or (e) — ,
(b) EIN code identification number persons covered at end of {f) Frem (g) To
. . A - policy or-contraci year o S
06-09074148 88072 GA-028004 219 01/01/2010 12/31/2010

2 Insurance fee and commission information Enter the total fees and total cornmissions paid. Listinitem 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
8,756 0

3 Persons receiving commissions and fees. (Complete as many entries as needed fo report all persens}.

{a) Name and address of the agent, broker, or other person to whom commissions or feas were paid
Next Financial Group, Inc. :
2500 Wilcrest Ste 620

Houston, T 17042
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount {d) Purpose {e) Organization code
8,230 . . 3
— _. : - Commiss On : ———— —

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

Dyatech
805 §. Wheatley Suite €CO

Ridgeland : MS 39157
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Crganization code
S 526 | SALES/ADMINISTRATION >
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. - Schedule A {Form 5500) 2010

v.092308.1

P —————
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Schedule A (Form 5500) 2010

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

Fees and other commissions paid {e} Crganization
{d} Purpose code

{b} Amount of sales and base
comimissions paid

.
(1)
fare

Ameunt

T

{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
{d) Purpose code

(b} Amount of sales and base
commissions paid {e) Amount

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

s g

Fees and ofher commissions paid (e) Organization

(b} Amount of sales and base
commissions paid {c} Amount {d} Purpose 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) Crganization

(b} Amount of sales and base
commissions paid {c} Amount {d) Purpose code

{a) Name and address of the agent, broker, or other person to whom comimissions or feas were paid

Fees and cther commissions paid {e) Orgarization

(b} Amount of sales and base
commigsions paid {c) Amount {d) Purpose code
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‘Part Il | Investment and Annuity Contract Information
il Where individual contracts are provided the entire group of such individual contracts with each carrier may be freated as a unit for purposes of
N -1 this report.
4 Current value of plan's interest under this contract in the general account at year end ... 4 :
5 Gurrent value of plan’s interest under this contract in separate accounts at year LY 21« [OOSR O PO 5 1,357,022

B Contracts With Allocated Funds:
a  State the basis of premium rates »

b Premiums paid to carrier . TP o &b
¢ Premiums due bui unpaid at the end of the year . ... . ‘ 6¢
d  Ifthe carrier, service, or other organization incurred any spemi‘c costs in connectlon with the acqutsﬁmn or 6d
—retention of the-confract or policy, enter amotRt = ~

Specify nature of costs P
e Type of contract: (1) D individual policies {2) D group deferred annuity

@ [] other (specify) ¥
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan chack here 4 D

7 Contracts With Unallocated Funds (Do not include portions of these contracis maintained in separats accounts)
a Typs of contract: {1) D deposit adminisiration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other P

b Balance at the end of the previous ysar .............. o R 0
C Additions: (1) Contributions deposited durmg the year o 7c{1) A

(2} Dividends and credits ... .

(3} Interest credited during the year

{4) Transferred from separate account .
(5) Other (specify below). .

»

(8)Total additions
d Total of balance and additions (add b and c(S))
€ Deductions:

{1) Disbursad from fund to pay benefils or purchase annuities during year

(2) Administration charge made by carrier

(3) Transferred to separate account

(4) Other (specify below) ..

4

(5) Total deductions .. . . . L . ‘ .| Te(B) 0
f Basance at the end of the current year (subtract e(5) FEOM 8] v bbb 7f 0
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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 coniracts 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 D Vision d D Life insurance
e D Temporary disability (accident and sicknessy f |:| Long-term disability g D Supplementa!'unemployment h D Prescripticn drug
i D Stop loss (large deductible) j D HMO contract kl] PPO contract | D Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracis:
a Premiums: (1) Amount received = ; e Sa{t)
{2) Increase (decrease) in amount due but unpaid . 9a{2)
{3) Increase (decrease) in unearned premium reserve . . 9a(3)
(4) Eamned {(1) + {2)- (3) . . o e ] 9a(4)
b Benefit charges {1) Claims paid ... . . . 9b{1}
(2) increase {decrease) in claim reserves ... . o . Sh{2)
{3) Incurred claims (add (1) and {2)) L e e o 9b(3)
{4) Claims charged o e . 9h{4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis} --
(A) Commissions .. S . | 9e{1)(A})
(B) Administrative servica or otherfees ... .. .. ... ‘ 9c({1)(B)
{C) Other specific acquisition costs . S o 9¢(1){C)
(D) Other expenses . .. ‘ R L BefiD)
(E) Taxes e . , ‘ ac(1}E)
{F) Charges for risks or other contingencies L. ac()F)
(G) Other retention charges T gc(1){G)
(H) Total retention o B . 9c(1H)
(2) Dividends or retroactive rate refunds (These amounts wereD paid in cash, orD credited) .. .. . 9c{2)
d Status of policyholdef reserves at end of year: (1) Amount held to provide benefits after retirement . 9d(1)
{2) Claim reserves ' 9d{2)
(3) Other reserves ... .. . o S ad(3)
e Dividends or retroactive rate refunds due. (Do notinclude amount entarad in ©{2).) ..o e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier .. . o . 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 10b

Specify nature of costs P

[PartIv | Provision of Information
41 Did the insurance company fai to provide any information necessary te complete Schedule A e D Yes D No

12 ifthe answer to line 11 is "Yes * specify the information not provided. »
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SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500) : , : 2010
Department of the Treasury This scheduie is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement income Security Act of 1974 (ERISA}
Departrpent of Lab .
Employes B e Soouily Administration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Comoration Inspection.
Far calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A Name of plan B Three-digit t

plan number (PN)

gatellites -Unlimited 401 (k) Plan

piitk e A A

You must complste 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 renderad to the pian or the person's position with the
plan during the plan year, 1f & 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 io inciude that person when comnleting 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 efigible .
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. e . E] Yes. D No

b If you answered line ta “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 efigible indirect compensation

Dyatech LLC

805 South Wheatley Ste 600

Ridgeland ____ . e R -

{b) Enter name and EIN or address of peréon who provided you disclasure 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 disclosuras on eligible indirect compensation

For Papenrwork Reduction Act Notice and OMB Centrol Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2010
v.092308.1

__ € Plan-sponsors name as shown on line 2a of Form 5500 ' D Employer ldentification Number (EIN)
Satellites Unlimited, Inc. 63-1223486 |
Partl jService Provider Information (see instructions)
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you

(b} Enter name and EIN or address of person who provided you disclosurss 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 disclosuras 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

I B
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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, direcily or indirectly, $5.000 or more in iotal compensation !

{ie., money or anything else of value}in connection with services renderad 1o the plan or their position with the plan during the plan year. (See instructions).

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

[Ty

Next Financial Group Inc

1300 Glades Rd Ste 103

Boca Raton

FL 33431

(b) Service Code(s) 71

R TIN

(c}
Ralationship to
employer, employee
organization, or
person known o be
a party-in-interest

{d)
Enter direct
compensation paid
by the plan. If none
emter -0-

(e)

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

{1}

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

{4}

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensaifon for which you
answered “Yes” to element
{f}. ifnone enter-0-

(h)
Did the service
provider give you &
formula instead of
ah amouni or
astimated amount?

Yes E] No ij

Yes @ No D

Yes D No @

Financial Advisor

8,230

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

{b) Service Code(s)

{c)
Relationship ta
smployer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. [fnone,
enter -C-

{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 recelved by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(®) I none, enter -0-

(h)

Dig the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes U No D

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

(k) Service Code(s)

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

{d)

Enter direct
compensation paid
by the plan. If nons,
enter -0-

(e)

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

4]

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

Enter total indirect
compensation received by
service provider excluding

- eligible indirect

compensation for which you
answered “Yes” to element
() Ifnone enter-0-

(h)

Did the sarvice
provider give you 2
formula instead of

an amount or
estimated armnount?

Yes D No []

Yes D No D

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

{b} Service Code(s)

{c)

(d)

Enter direct

(e)

Did service provider

Did indirect compensation

Enter total indirect

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

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

raceive indirect
compensation? (sources
other than ptan or plan
sponsor)

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

compensationreceived-by providergiveyoua |

service provider excluding
eligible indirect

{h)

Did the service

formula instead of
an amount or

compensation for which you estimated amount?

answered “Yes” to slement
(f} i nona, anter -0-.

Yes D No D

Yes D No D

Yes I:I No D

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

{b) Sarvice Code(s)

(c)
Relationship fo
smployer, employes
arganizafion, 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. far which the

Enter total indirect
compensafion received by
service provider excluding

eligible indirect

(h)

" Did the service
provider give you a
formula instead of

an amount or

T e

person known 1o be enter -0- other than plan or plan plan recaived the raquired
a party-in-intersst SpONSsor) disclosures? compensation for which you estimated amount?
answered "Yes” to element
() If none, enter -0-.
Yesl:l NoD YesD No|:| YesD NOD
{a) Enter name and EIN or address (see instructions)
{b) Service Code(s)
(©) (d) (e) ) (h)
Relationship fo Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
provider give you &

employer, employee
organization, or

person known o be
a party-in-interest

compensation paid
by the pian. I none,
enter -0-

receive indirect
compensation? (sources
other than plan or ptan
sponsor}

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

compensation received by
semvice 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?

Yes D No I:I

Yes D No I:l

Yes D No I:]

i

1



TR
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“Parti_|Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible in
ar provides contract administrator, consulting custodial, investment advisory,

questions for (a) each source from whom the service provider recelved $1,000 or more in indirect compensation an
mount or estimated amount of the indirect compensation. Complete as

provider gave you & formuta used o determine the indirect compensation instead of an a
many entries as nesded to report the required information for each seurce.

direct compensation, by a service provider, and the service provider is a fiduciary
investment management, broker, or recordkeeping services, answer the following

d {b) each source for whom the service

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

{b) Service Codes (€) Enter amount of indirect
(see instructions) compensation

=1

ST

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

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

mice provider name as it appears on line 2

" (b) Service Codes | {€) Enter amount of indirect

(see instructions) compensation

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

(e) Describe the indirect compensation, including any
formula used to determing the service provider's eligibliity
for ar the amount of the indirect compensation

(@) 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




Schedule C (Form 5500} 2010

Page 6-___|

[Partli | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.
(@) 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)

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

instructions)

(b) r\.Iature.o.f [

Service
Code(s)

{c) Describe the information that the senvice provider failed or refused to
provide

{a) Enter name and EIN or.address of service provider {sea

instructions)

. (b)_.l\.lat.ure o.f. T

Service
Code(s)

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

{&) Enfer name and EIN or address of service provider (see
instructions)

{b} Nature of

Service
Code(s)

{¢) Describe the information that the service provider failed or refused to

provide

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

Service
Code(s}

(b).Nature of

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

provide

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

instructions)

(b) Nature of

Service
Code(s)

{c) Describe the information that the service provider failed o refused to

provide




Schedule C {Fosm 5500) 2010 page 7-[ |

T Termination Information on Accountants and Enrolled Actuaries (s
(complete as many entries as needed)

ee instructions)

a Name:

b EIN:

¢ Position:

d Address:

e Teiephone:

Explanation:

a Name:

b EIN:

¢ Position:

d Address:

e Telephone:

Explanation:

a Name:

¢ Position:

d Address:

e Telephone:

Explanation:

a Name:

¢ Paosition:

d Address:

Explanation:

a Name:

b EIN;

¢ Position:

d  Address:

e Telephone:

Explanation:

SRR 121 -4 4 | 1



SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Reatirement Income Security Act of 1974 (ERISA)

Department of Labor % File as an attachment to Form 5500.

Employee Benefits Security Administration

DFE/Participating Plan Information

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

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 12731/2010
A Name of plan B Three-digit
plan number (PN) » 001l

— Satellites Unlimited 401(k) Plan

Cc

Satellites Unlimited,

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

Inc.

D Employer ldentification Number (EIN)

63-122348¢

Pa'r"tilg*

(Complete as many entries as needed to report all interests in DFEs)

information on interests in MT1As, CCTs, PSAs, and 103-12 [Es {to be completed by plans and DFEs)

a Name ofMTIA CCT, PSA, or 103-12 IE: Hartford Life Insurance Company

b Name of sponsor of eniity iisted in {a): Ha

L £ A R A-
IFLCXOLU A~

Dollar value of interest in MTIA, CCT, PSA,

_ d Entity e or
¢ EINPN 06-0974148 000 code F 103 12 IE atend ofyear (see lnstructlons) 1,285,656
a Name of MTIA, CCT PSA, or103 12 IE Hartford Llfe Insurance Company
b Name of sponsor of entity listed in (a) Separate Account K4
d Entity @ Dollar value of interest in MTIA, CCT, PSA or
c EIN-PN _ 06 0974148 000 code P 103412 IE at end of year (see |nstruct|ons) 71, 366
a Name of MTIA CCT PSA or 103—12 IE:

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

d Entity @ Doilar value of interest in MTIA, CCT, PSA

code

103-12 IE at end of year (see |nstructlons)

Name CIf MTIA CCT PSA or 103- 12 IE

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

d Entity e Dollar value of interest in MTIA, CCT, PSA

code

EIN-PN

or

_103 12 IE at end of year (see mstrucimns)

Name of MTIA CCT, PSA or 103 12 IE:

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

¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA or
code 103 12 IE at end of year (see mstruchons)
a Name of MTIA CCT PSA or 103- 12 IE
b Name of sponsor of entity listed in (a):
& EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA or
code 10_3-12 IE atend _o_f_ year (see ir_a_s_tructions}
a Name of MTIA CCT PSA or193 12 IE
b Name of sponsor of enlity listed in (a):
¢ EINPN d Eniity e 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 Gontrol Numbers, see the instructions for Form 5500,

Schedule D (Form §500) 2010
v.0923083 1

B Rt A




Schedule D {Form 5500) 2010

Page 2-]::'

a Name of MTIA, CCT, PSA, or 103-12 IE!
b Name of sponsor of entity listed in (a):
¢ EINPN 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 10312 IE:
B Name of sponsor of entity listed in {a):
¢ EIN-PN d Entity Dollar valua of interest in MTIA, CCT, PSA or 3
_ _ code 103-12 |E at end of ysar {(see instructions) z
a Name of MTIA, CCT, PSAor103-12-E: 3
b Name of sponsor of entity listed in (a):
C EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA or
_ _ _ _ _ cod_e_ _103-12 i_E at end of year (_'_s,ee instructions)_
a Name of MTIA, CCT, PSA, or 103-12 IE:
h Mame of sponsor of entity listed in (a):
& ENEN d Entity Doilar value of interast in MTIA, CCT, PSA or
. code 103-12 IE at end of year (see instructions)
A Name of MTIA, CET,-PSA, or 103-12 IE:-
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA or
_ _ che 103-12 |E at end of year (see insiruction_s,)
a Name of MTIA, CCT, PSA, or 103-12 IE;
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity Dollar value of inierast in MTIA, CCT, PSA or
code 103-12 |E 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):
¢ EINPN d Entity Dollar value of interest in MTIA, CCT, PSA or
_ _ code 103-12 IE at end of year (sce instructions) _
a Name of MTIA, CCT, PSA, or 103-12 IE:
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 4103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA or
_ _ _ c;ode 103-12 IE at end of year (see i_nstructi_ons)
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 403-12 IE at end of year (see instructions)
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Page 3-[__ |

Partil Information on Participating Plans (

“| (Complets as many entries as needed to report

to be completed by DFEs}
all pariicipating plafis) B

a

Plan name

b Name of

EIN-PN

plan sponsor

Plan name

b Name of

EIN-PN

plan sponsor

Plan name

b Name of

EIN-PN

plan sponsar

Plan name

b Nameof

EIN-PN

plan sponsor

Plan name

Name of

EIN-PN

PIBN SPOMSOR.. i w o o wrmmrms s S e T VT

Plan name

b Name of

EIN-PN

plan sponsar

Ptan name

Name of

EIN-PN

plan sponsor

a . Plan hame

b Name of

plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Pian name

name of
pian spensor

EIN-PN

Plan name

Name of

plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




QMB No 1210-0110

SCHEDULEH Financial Information
{Form 5500) - ' '
Separtment of the Treasury This schedule is required to be filed under section 104 of the Employee 201 0
\ntermal Ravenue Senvice Retirement Income Security Act of 1974 {ERISA), and section 6058(a) of the
Deparmami ot Lavar Iniernal Revenue Code (the Code}
Employae Benefits Security Administration } Fileas an attachment to Form $500. This Form is Open fo Public
Pension Benefit Guaranty Corporation Inspection
For calendar pian year 2010 or fiscal plan year beginning 01/01/2010 and ending 1273172010
A Name of plan B  Three-digit

plan number (PN) » 001

satellites Unlimited 401{K) Plan SR _ L
C Plan sponscr's name as shown ovinezaof Ferm5500—— D Employer Identification Number (EIN)

gatellites Unlimited, Inc. 63-1223486
Cpartt - | Asset and Liability Statement

1 Current value of pan assets and Fabilities at the beginning and end of the pian year, Combing the valug of plan assets held in more than one trust Report
the value of the pian’s interestin a commingled fund containing the assets of more than one planon a line-by-ling basis unless the value is reportable on
lines 1c(9) through 1c(1 4). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific doltar

benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 1Es do not complete lines 1b{1) 1b(2) 1c(8) 19 1h
and 1i. CCTs, PSAs, and 103-12 |Fs also do not complete lines 1d and 1e. See instructions.

Asseis R {a) Beginning of Year {b) End of Year

a Total noninterest-bearing cash . Lo o . 1a

b Receivables (less allowance for doubtful.accounts). .
. . 1b{1} -

= {1y Employer contributions
{2) Participant contributions ... 1b(2}
(3) Other 1b(3)
¢ General investments: Sl
{1) Interest—bgaaring cash (include money market accounts & certificaies 1¢(1)
of deposit) . L -
(2) U.S Government securities. 1¢(2)
{3} Corporate debt insiruments (other than employer securities): T
(A} Preferred . . Do TR 1c(3){A)

(B} Aliother . . e e | 1e(3)(B} _
(4) Corporate stocks (other than employer securities): =

1c(4)(A) ]

(A) Preferred
(B) Common . 1c{4)(B}
{5) Parnershipfjoint venture interests 1e{5)
(6) Real estate (other than employer real property} 1c{6)
(7) Loans (other than to participants) ... ... 1e{7)
(8) Participant loans ... ... L o 1c(8)
(9) Value of interest in common/collective trusts............. 1¢(9)
(10) Value of interest in pooled separate accounts 1e{10)
(11) Value of interest in master trust investrent accounts 1c{11)
(12) Value of interest in 103-12 invesiment entities .. . .. 1¢{12)
{13) \ffljar!lzi)cf |T1teﬁ§st m.r.eg.léte.'.'ed mvef;tment é?rhpanfgé ‘(‘e‘g‘ Tutual 1¢(13) 599, 945 1,357,002
{14) Value of funds held in insurance company genarai account (unallocated 1c(14)
contracts}.. TRV . . ‘ . .
{15) Other. 1c[15)
For Paperwmction Act Notice and ONB Control Numbers, see the instructions for Form 5500 Schedule H_(Eam £500) 2010

v.092308.1




Schedule H (Form 5500) 2010

Page 2

1d Employer-related investments:'

{1) Employer securities . ...

{2) Employer real property e
@ Buildings and other property used in plan operation... .
£ Total assets {add all amounts in lines 1a through 1g)

Liabilities

¢ Benefit claims payable . AT e
h Operating payables ..
i Acquisition indebtedness ... . PR

(a) Beginning of Year

. (b) End of Year

1d(1)

1d(2)

1e

1f

999,945

1,357,022

19

1h

1i

1j

k Total liabilities (add all amounts in lines 1g through1)) ...
Net Assets

I Net assets (subtract line 1k from line %)

} L_1k

[a]

o]

999,945

1,357,022

liél-:t"l'l_f : | Income and Expense Statement

2 Planincome, expenses, and changes in net assets for the year. Inciude all incom
fund{sy and any paymenisiraceipts to/from insurance carriers. Round off amounts

Y P

tines 22 2b{1M{E) 2e, 2f and 29
Income
a Contributions:
' {1} Récei.véd br réceivable m éa-sh__f.rpm:.(i\i Employers
{B) Participants
{C) Others (including rollovers} ...
{2} Nongash contributions ‘
(3) Total contributions Add lines 2a({1){(A), (B), (C), and line 2a(2)
b Earnings on investments: :

{4) Interest:
(A} Interest-bearing cash {inciuding money market accounts and
cerificates of deposit) o . ‘

{B) US. Government securities ..
{C) Corporaie debt instruments . .. U AU
(D) Loans {other than {o participants} . TR
(E) Participant loans
(F) Other : L
(G} Total interest Add lines 2b{1}{A) through {F} .
{2) Dividends: (A} Preferred stock
{B) Common stock
{C) Registerad investment company shares {e ¢ mutual funds) ...
(D) Total dividends. Add lines 2b(2}{A} {B) and C)
(3) Rents . .. T e e
{4) Net gain (loss) on sale of assets: {A) Aggregate proceeds
(B) Aggregate carrying amount {(see instructions)
{C) Subtractline 2b(4){B} from iine 2b(4)({A) and enter result

e and expenses of the plan in
to the nearest dollar MTIAs

cluding any trust(s) or separately maintained
CCTs PSAs and 103-12 iEs do not complete

{a) Amount

{b) Total _

“2a(1)(A)

115,270/

2a{1)(B)

256, 555}

2a{1}{C)

2,476 e

2a(2)

2a(3)

2b{1){A)

2b(1){B)

2b(1}C}

2b{1)(D)

2b{1)(E)

2b{1){F)

2b(1)(G} T

2b(2}A)

2b(2)(B)

2b{2){C)

2b{2)(D)
2bi3)

2b{4}{A)

2b{4)(B)

20(8)(C) |

L ac: Ak e
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e Benefil payment and payments to provide benefits:

{1) Directly to participants or beneficiaries, including direct rollovers . . . . 2e(1} 131,892 N et
{2) To insurance carriers for the provision of berefits ] 2el2) .
{3} Other . . S . 28(3) iR
{4) Total benefit payments Add lines 2e(1) through (3) 2e{4) 131,892
£ Corrective distributions (see instructions) . ‘ O 2f
g Certain deemed disiribut_iohs of.pariigiipant loaﬁs (see ir]structio.ns)' _ . 29
h Inierest expense... Zh
i Administrative expenses: (1) Professional fees . 2i(1} p
(2) Contract administrator fees 2i(2) 526
(3) Investment advisory and management fees ... o 2i3) 8,230[
(4) Other .. ... ... - S L 2i(4) =
5) Total administrative expenses Add lines 2i(1) through (4) . 21(5) 8,756
j Total expenses. Add all expense amcunts in column (b) and enter total 2 140,648
Net Income and Reconciliation
k Net income {loss) Subtract line 2j from line 2d .

357,077

I Transfers of assets:
{1) To this plan
{2) From this plan .

partiil ;:mcountant‘s Opinion

3 Complete lines 3a through 3¢ 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 opinicn of an independent qualified public accountant for this plan is (see instructions):
(1)D Unqualified {2) |:| Qualified (3)@ Disclaimey (4}[’ Adverse

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

Hye [N

¢ Enter the name and EIN of ihe accountant {or accounting firm}) below:

{1) Name:Kellum, Wilson & Associates,PC (2).E¥N:63.—0910369

d The opinion of an independenf qualified public accountant is not atiached hecause:
(1) D This form is filed for a CCT, PSA or MTIA. {2) D i1t will be attached to the next Form 5500 pursuant to 29 CFR 2520 104-50

) (a) Amount {b} Total
2b (5) Unrealized appreciation {depreciation) of assets: {A)Realestate . . . . .. 2b(S)A) e
(B) Other.... ... . o ‘ PR 2b{5)(B} |
e N E o
{8) Net investment gain (loss) from common/collective trusts . ... ; 2hb(6) %
(7) Net investment gain (loss) from pooled separate accounts 2b{7}
{8) Net investment gain (loss) from master trust investiment accounts . .. 2b{8)
(9) Net investment gain (loss) from 103-12 investment entites .. . 2b(8) ]
B N
c Otherinéome‘ - ‘ . R . L 2c —
d Totalilncome Add all income amounts in column {t) and entertotal . ‘ 2d 497,725,
Expenses




Schedule H (Form 5500) 2010 page d-[ |

@ﬁ"l\fi-f IEdm'pliance Questions -
4 - CTs and PSAs do not complete Part IV MTIAs, 103-12 \Es, and GlAs do not complete 4a 4g 4f 4g 4h 4k 4m 4n or 5
103-12 IEs also do not comnplete 4j and 41. MTiAs also do not compiets 41

During the plan year: Yes No
a  Was there a failure to transmit to the plan any participant confributions within the time T e

period described in 28 CFR 2510 3-1027? Continue o answer "Yes" for any prior year failures
until fully corrected (See instructions and DOL's Voluntary Fiduciary Correction Progiam )

b Were any loans by the plan or fixed income obligations due fhe plan in defauli as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans

[ T FR Y

secured by participant's account batance {Attach Schedule G {Form 5500) Part | if "Yes'is . ?
checked). i e I . e 4h X {f
¢ Were any leases lo which the plan was a party in default or classified during the yearas R R i N S b
uncol]ectible? (Attach Schedule G (Form 5500) Part 11 if "Yes' is checked’) . . 4c X
d  Were there any nonexempt transactions with any party-in-interesi? (Do not inclide transactions |- | w5 | PR
reported on line 4a Atach Schedule G (Form §500) Part 1l if ‘'Yes' is
checked ) . o . R 4d X . . .
e Was this plan covered by a fidelity bond? ... L ‘ o . . 4e X _ 2,000,000
f  Did the plan have a loss whether or not raimbursed by the plan’s fidelity bond, that was caused . R RS T PR AL
by fraud or dishonesty? . S . af X

q Did the plan hold any ééséts whose current value was neither readily determi'nable on an
" established market nor set by an.independent third party appraiser? ... Lo

h  Did the plan receive-any noncash centributions whose value was neither readily
determinable on an established. market nor set by an independent third party appraiser?

i  Did the plan have assets held for investmant? (Attach schedule(s) of assels if "Yes is checked
and see instructions for format requirements )

j  Were any plan transactions or series of ransactions in excess, of 5% of the current
value of plan assels? (Attach schedule of transactions if “Yes” is checked and

see instructions for format requirements ) o e . 4j

k were ail the plan assets either distributed to participants or nerieficiaries transferred to another SR b
plan or brougit undar the contro! of the PBGC? . . 4k X

l Has the plan failed to provide any benefit when due under the plan? ... R . 41 X

m [f this is an individua! account plan was there a blackout period? (See instructions and 28 CFR | i L
2520101-3). . ... .« o U - . |lam X

N If 4m was answered ‘Yes," check the 'Yes’ box if you either provided the required notice or one Compi e
of the exceptions to providing the notice applied under 29 CFR 2520 1_01-3 . T 4n

Ba Has a resolufion fo terminate the plan been adopted during the plan year or any prior plan year?

ifyes enierthe amount of any plan assets that reverted to the employer this year TRV D Yes No Amount:

5b . If, during this plan year any aseats or liabilities were transferred from this pian to another plan(s) identify the pian(s) to which assets or liabilities were
transferred. {Ses instructions )

5b(1) Name of plan(s) ' 5b(2) EIN(s} ' 5bi(3) PN(s)




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

Plan Name Satellites Unlimited 401(k) Plan EIN: 63-122348¢
Plan Sponsor's Name Satellites Unlimited, Inc. : PN: 00l
() Description of Mvestment including maturity date {e) Current
{a) (b) Idantity of issus, porrower. lessor, or similar party rate of interest, collateral, par, or maturity value. {d} Cost value
american Funds Growth . Mutual Fund 180,712
American Funds Buropacific Mutual Fund 169,879
American Funds Cap Inc Bldr Mutual Fund 45,645
i
3 Oppenheimer Main St Small Cap Mutual Fund 109,687
American Funds Inv Co Am Mutual Fund 86,174
Lord Abbett Mid Cap Value Mutnal Fund 110,924
American Funds New Prspctv Mutual Fund 201,497




SERTTATEITY

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

Plan Name Satellites Unlimited 401 (k) Plan EIN: 63-1223486
Plan Sponsor's Name  Satellites Unlimited, Inc. PN: 001
(¢} Description of investment including maturity date (e} Current
(a) (b) Identity of issug, borrower, lessor, or similar party rate of interest, coffateral, par, or maturity value. {d} Cost value
Franklin Incdme Mutual Fund 51,833
American Century Equity Income Mutual Fund 43,325
American Funds AMCAP Mutual Fund 37,505
BlackRock Mutual Fund . G, 629
2merican Funds Bond Fund Am Mutual Fund 39,575
American €entury SC Value Mutual Fund 67,693
BlackRock Mutual Fund 33,366




O I -

Plan
~Plan Sponsor's Name Satellites

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

Name Satellites Unlimited 401 (k) Plan

Unlimited, Inc.

EIN: 631223186
PN: 001

{c) Description of investment including malurity date (@) Current

(a) (ib) Iclentity of issue, borrawer, lessor, or similar party rate of interest, collateral, par, or maturity valua. (d) Cost value '

£

E

t

f

!
BlackRock Mutal Fund 4,1 62
Hartford Money Market HLS Mutal Fund 71,366
Pioneer High Yield Mutal Fund 11,550
Pimco Real Return Mutal Fund 29,474
BlackRock Mutal Fund 41,955
American Funds ARmer Mutual Mutal Fund Iy 069




OME No. 1210-0110

SCHEDULE R Retirement Plan information

This schedele is required to be filed under saction 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 the Traasury
Inlemnal Revenue Service

Department of Labar ' This Form is Open to Public
Employee Banedis Ssourty Administrafion . b File as an attachment to Form 5500. lnspection‘
Pension Benafit Guaranty Corporation
For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
' B Three-digit

A Name of plan

\ . s plan number
atellit o
Satellites Unlimited 401 (k) Plan PN) » 001

D Employer identification Number (EIN)

(AN

bl

C Plan sponser's name as shown on line 2a of Form 5500
63-1223486

Sdatellites Unlimited, Inc.

["Parii| Distributions

All references to distributions refate only to payments of benefits during the plan year.

4 Total vaiue of distributions paid in property other than in cash or the forms of property specified in the
instructions .~ . e ‘ . . . R L 1

£ nEm i
neiaimcs

9 Enter the EIN(s) of payor(s} who paid benefits on behalf of the plan to parficipanis or beng the year (if more than two enter EINs of the two

payors who paid the greatest dollar amounts of benefits):
EIN(S): 06-0974148

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3

3 Number of participants {living or deceased) whose benefils were distributed in a singie sum during the plan
s 3

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

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

B If a waiver of ite minimum funding standard for a prior year is being amortized in this

plan year see instructions and enier the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, g, and 10 of Schedule MB and do not complete the remainder of this schedule..
6 ‘a Enter the minimum required coniribution for this plan year Ba
b Enter the amount contributed by the employer fo ihe plan for this plan year e . 6b
¢ Subtract the amount in line 6b from the amount in line 8a Enter the result
(enter a minus sign to the left of a negative amount} [FPURTE Lo 8¢
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? ... S D Yes D No D N/A

8  Ifachange in actuarial cost method was made for this plan year pursuant to a revenue praocedure providing
automatic approval for the change ora class ruling letter does the plan sponsor or plan administrator agree
LS GRAIGE? rrreeersrsesr oo e oot e e [l ves [] No [ wa

“Part1ll.| Amendments
9 |fthis is a defined benefit pension plan, were any amendments adopted during this plan
year that ingraased or decreased the value of benefits? If yas, check the appropriate D i D o D Both D N
. R LR EL L LR ncrease ecrease o . o

box{es). If no, check the IND” DIOX. s 1vseeesreeenremcresmesnasessssinmnasnssass
o ESOPS (see instructions} If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code

PartlV

L skip this Part.

10 were unallocated employer securities of proceeds from the sale of unailocated securities used to repay any exampt loan?............. [1 Yes D No
11 a Doesthe ESOP hold any preferred stock? .. o . e, . Yes D No

b Ifthe ESOP has an ouistanding exempt lean with the employer as lender is such loan part of a back-to-back’ loan? D Yés D No
{See instructions for definition of “bACKA0-DACK IOBM.Y coooorvvcevresssirs s e e

12 Daes the ESOP hold any stock that is not readily fradable on an established securities market? ..o Yes D No

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

Schedule R {Form 5500) 2010
v 092308 .1
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Schedule R (Form 5500) 2010 Page 2+ |

[[PartV

1 Additional Information for Muitiemployer Defined Benefit Pension Plans .

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

a  Name of contributing employer
b EIN ¢ Doltar amount contributed by employer s
d  Date collective bargaining agreement expires. (If employer contributes unider more than one collective bargaining agreement check box D
and see instructions regarding required attachment. ‘Otherwise, enter the appiicadie date.; Month Day Year E
e Contribution rate information (if more than one rate applies check this box D and see instructions regarding required affachment Otherwise
complete items 13e(1) and 13e(2) } 1_
(1) Contribution rate (in dallars and cents) £
(2) Base unit measure: [ Hourly D Weekly [ unit of production D Other (spechiy): _ 'f
a Name of contributing employer g
b EIN ¢ Dollar amount contributed by employer
d  Date collective bargaining agreement expires (if employer cantribltes under more than one collective bargaining agreement check bax D
: and see instructions regarding required aftachment. Oiherwise, 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 aftachment QOtherwise.
complate ifems 13g(1) and 13e(2).)
o) Contributiofl rate (in dotlars and cents) ___
_ {2) Base unitmeasure:) | Hourly [ | weekly [ | Unit of produciion D Other {specify):
a Name of contributing employar
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 []
and see instructions regarding required attachment. Otherwise, enter the applicable dafe.) Manth . Day Year
@ Contribution rate information {If mare than one rate applies. check this boxD and see instructions regarding required aftachment Ctherwise
complete items 1.3e(1 ) and 13e(2)) .
m Contribution rate {in dollars and cents)
(2} Base unil measuré: Hourly D Weekly Unit of production D Other (specify).
a Name of contributing employer
b EIN & Doliar amount contributed by empioyer
d  Date colieciive bargaining agreement axpires (If employer contributes under more than one collective bargaining agreement check hox D
- and see instructions regarding required attachment. Oiherwise, 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 Weekly | I _ Unit of production D Other (specify):
a  Name of contributing employer
b EIN © ¢ Daollar amount contributed by employet
d Date collective bargaihiﬁgiagreement expires (If employer contributes under mere than one collective bargaining agreement. éheck box D
and see instructions regarding required attachment. Ctherwise, enter the app.'fcabje date.) Month Day Year
e Contribution rate informatiorr (If more than one rate applies, check tfis 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 ﬂ Weekly D Unit of production D Other (specify):
a Name of contributing employer
b EIN ¢ Dollar amount contributed by employer
d Date coliective 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.) Moenth Day Yaar
@ Contribution rate information (/f more than one rate applies check this boxD and see instructions regérding required attachment Otherwise

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

ts
(2) Base unit measure:D Hourly d Weekly H Unit of production D Other (specify):




Schedule R (Form 5500) 2010 Page 3

14 - Enter.the number of participants.on whose behalf rio contributions were made by an employer as an employer of the

participant for: _

a The current year TP U o T 14a
b The plan year immediately preceding the current plan year . o . o 14b
G The $6CONd Precaing PIAN Y@L couvm . s iitezm s 14c

18 Enter the ratic of the number of participants under the plan on whose pehalf no emp!oyef nad an obligation io make an
employer contribution during the current plan year to:

(e

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

b The correspanding number for the second preceding plan Year ... e 15b ;
~——48 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 . . .. . 16a .

b Ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be | 46b
assessed against such withdrawn EMPIOYEIS - oouevriresromionmsisems ey s

17 If 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 ...

PartVvl | Additional Information for Single-Empioyer and Multiemployer Defined Benefit Pension Plans

48 if any liabilities to participants or their baneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such pariicipants

and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding suppiemental

information to be included as an attachment

.19 . Ifihetotal number of participants is.1.0C0 or more complete items. (a) throughed) - - - oo e s e e
a Enter the percentage of plai assets teld agi T o '
Stock: % investment-Grade Debt: % High-Yield Debt: % Real Estate; % Other: %
b Provide the average duration of the combined invesiment-grade and high-yield debt:
D 0-3 years D 3-6 years I:I 6-9 years D 9-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
What duration measure was used to calculate item 19{b)?
D Effective duration D Macaulay duration D Medified duration D Other {specify):




5558 Application for Extension of Time
Form To File Certain Employee Plan Returns

OMB No 1548-0212

(Rev. January 2008)

Depariment 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}.

Satellites Unlimited, Inc. Employer identification number (EIN)

Number street and rcom or suite no (If a P.O. box see instructicns) §3-1223486

138 Citation Court

City or town state and ZIP code D Social security numbsr (SSN}

T

Birmingham AL 35209 s
c Plantame - Plan Plan year ending— £
number MM DD YYYY
1 Satellites Unlimited 401(k) Plan 0 0 1 12 31 2010
2 ' L
3 : .

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

1 1 request_he_ln extension _q_fﬂ_t_ime_u_,l_n__til 10 ‘/ 5 : , 2011 _to ﬁle Fo_rm 5500 or Fo_rm 55GO-E_Z

The éppli-é.a{i.oﬁ is éﬁtamaticaily apprd\}ec[ to the date shown oh iine 1 (above) if: {a@) the Form 5558 is filed on or before the
normal due date of Farm 5500 or 5500-EZ for which this extensicn is requested and {b) the date on line 1 is no more than 215

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 pians listed in C above.

Note. A signafure is not required if you are requasting an extension ta fils Form 5500 or Form 5500-EZ.

LYW Extencion 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 (8) month extension to file Form 5330 after the normal due date of Form 5330.

a FEnter the Code section(s) imposing the tax . > a|
b Enter the payment amount atiached »| b
¢ For excise taxes under section 4980 or 4980F of the Code, enter the raversion/amendment date P c

4  State in detail why you need the extension

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

authorized o prepare this application

Signature » Date »

MGA Form 5558 (Rev. 1-2008)

= A AT TR o
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Aﬁm%mstrat&ve Commtttee S

‘as of and fc:r the year ended f}ecembe! 31, 2010, These 1;nanmai szatements and supp ementa: : v
7 scheduls are the responssb; ;ty of :he ?’ans marzagement R SRS

'i;if respect to: the mvestment mfermation summarized in Note 3, \ihich was. cemf;ed by Hartford Life
. Insurance Campany: {the "Trustea™). exce;)i for comparzng stich- information with’ the related

" information - inciuded: in the financial- statemenis and suppiementai schedule (modified. cash o
" basis) We have beefi informed by the Plan administrator thaf the trustes holds the Plan's .- .-
= Inves ret-'assets and executes snvestment transactions The Plan admmis’xrator has abtamed a5

E 3__acccmmmg other than gerxeraﬂy accepted accguﬁtmg pﬁncspies

o Because af the s;gmﬁcance of the snformateon that we did nc:t audzt we aré unahie f:oi and doi not'

' '-'express an op}man on the accompanying financial statements and. schedule (medmed cash

bams) taken as & who}e The fofm and: conient of the mformatson mcfuded in t?\e fi narsmai

Ké%ium, Wilson & Associates, PC

O'ctoberf 5, 2011
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JCHN W KELLUM, HLGPA . . ewa@vacpsnet _ © JASPER GFFICE
© CHARLES R WILSON C?’A. ' S o :

" LORI L KES, CPA cv.a

© U PHILLIP D, EADS, GEA

. BENJAMSRB DOUSHTY, GPA . | .
CLINDY B SIEHELBERGER GPA T

: KELLL}M wasorss & Assac IATES, P .
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FAX {205} 842 5404

. PHILLIP D.EADS CPA
1798 ELLIOTT EGULEVARD
"JASPER, AL 35501
' fzt}s; 2212695

JAMES C. BOHANNON, CPA, GFE N o _
RHONDAM DOLLAR, CPa : : INDEPENDENT AUDITORS® REPORT

Adrinistrative Committee

_Satemtes Unlimited. 401(%() Plan

‘We were enaagad (5 audit the staiemenis of net assets avaﬂable for benefits’ (mod;f;ed cash

basis) of the Satellites Unlimited 401(k) Plan {the “Plan”), as of December 31, 2010 and 2009,

- and the statements of changes in net assets available for bensfits for the years. ‘then ended on

Qecembes 3% 2010 and 2609 and the suppiemen’{ai schecfule as ;sted in ihe tabe of contents,

schedule are the responﬁbm’cy of the Plan's management

As permitted by Section 7520.103-8 of the Depariment of Labor's Rules and Reguiatscns for
Repomng and Disclosure wzder the Empl oyee Ret:remem income Securr{y Ac*z of 1974, the PEan

respect to the mv&stment information summarézed in Note 3, which was cerlifi ed by Hartford Life.

insurance Company {’che “Trustee”), except for comparing such information with the related
information included In the financial statements and supplemental schedule (modified cash
basis) - We have been informed by the Plan administrator. that the trustee holds the Plan's

: _:nvestment asseis and executes mvestmeni transactsons The Plan admnmstrator has obtamed a

As descrzbed in. Noie 2, the fl nanma; staterments and supp emeﬂiai scheduie refezrared to above

were prepared on the modified cash basis of accounting, which is a campre_henswe basis of
accounting other than generaﬂy accepted accounting principles

Because of the s;gn f;cance of the information that we did not audit, we are unable to, and do not
express an opinion on the accompanying financial statements and schedule (modified cash
basis} taken as a whole The Torm and conlent of the information included in the financial
statements and schedule {modified cash basis), other than that derived from the investment
information cerfified by the frustee, have been audited by us in accordance with audiing

standards generally accepted in the United States of America and, in our opinion, are presented -
in compliance with the Depariment of Labor's Rules and Regulations for Reporting and .

Disclosure under the Employee Retirement income Security Act of 1974

Kelum, Wilson & Associates, P.C

Ociober 5, 2011

CHARLES: WHUW
{1927-2005}

MEMBERS OF

SMERISAN INSTITHTE AF RESTIFED PURI G ACTOHNTANTS - A ARAMA STATF ROCIFTY OF CERTIFIED PUBLIC ACCOUNTANTS
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Attachment to 2010 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name Satellites Unlinited 401(k) Plan EIN: 63-1223486

Plan Sponsor's Name Satellites Unlinmited, |nc. 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
Aneri can Funds Growh Mut ual Fund 180, 712
Anmeri can Funds Europacific |wMutual Fund 169, 879
Aneri can Funds Cap Inc Bldr|wutual Fund 49, 645
Oppenhei mer Main St Smal | Chput ual Fund 109, 687
Arerican Funds Inv Co Am Mut ual Fund 86, 174
Lord Abbett Md Cap Value |pytual Fund 110, 924
Arerican Funds New Prspctv |nutual Fund 201, 497




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

Plan Name Satellites Unlinited 401(k) Plan EIN: 63-1223486
Plan Sponsor's Name Satellites Unlinmited, |nc. 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
Franklin I nconme Mut ual Fund 51, 833
American Century Equity | ncpmetual Fund 43, 325
Arreri can Funds AMCAP Mut ual Fund 37, 505
Bl ackRock Mut ual Fund 9,629
Arerican Funds Bond Fund Ampzutual Fund 39, 575
Amrerican Century SC Value |nutual FEund 67, 693
Bl ackRock Mut ual Fund 33, 366




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

Plan Name Satellites Unlinited 401(k) Plan EIN: 63-1223486
Plan Sponsor's Name Satellites Unlinmited, |nc. 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
Bl ackRock Mut al Fund 4,162
Hartford Money Market HLS |mwutal Fund 71, 366
Pi oneer High Yield Mut al Fund 11, 550
Pinto Real Return Mut al Fund 29, 474
Bl ackRock Mut al  Fund 41, 955
Amrerican Funds Amer Miutual |putal Fund 7,069




