OMB Nos. 1210-0110

Annual Return/Report of Employee Benefit Plan
1210-0089

This form is required to be filed for employee benefit plans under sections 104

Form 5500

Department of the Treasury
Internal Revenue Service

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code).

2010

Department of Labor
Employee Benefits Security
Administration

» Complete all entries in accordance with
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;

B This returnireport is: D the first return/report;

D an amended return/report;

D a DFE (specify)

D the final return/report;

|:| a short plan year return/report (less than 12 months).

C Ifthe plan is a collectively-bargained plan, check here

Form 5558;

|:| special extension (enter description)

D cCheck box if filing under: |:| automatic extension; |:| the DFVC program;

Part I Basic Plan Information—enter all requested information

1b Three-digit plan
number (PN) »

1a Name of plan
DR. JEFFREY A. SALADIN, DENTAL CORP. DEFINED BENEFIT TRUST

001

1c Effective date of plan
01/01/2007

2b Employer Identification
Number (EIN)
90-0217702

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

DR. JEFFREY A. SALADIN, DENTAL CORP

2C Sponsor's telephone
number
916-515-0005

4150 TRUXEL ROAD
STE B.
SACRAMENTO, CA 95835

4150 TRUXEL ROAD
STE B.
SACRAMENTO, CA 95835

2d Business code (see
instructions)
621210

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. 10/13/2011 STEPHEN OMALLEY
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

v.092307.1




For

m 5500 (2010)

Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)
DR. JEFFREY A. SALADIN, DENTAL CORP

4150 TRUXE
STE B.

L ROAD

SACRAMENTO, CA 95835

3b Administrator's EIN
90-0217702

3C Administrator’s telephone
number
916-515-0005

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: 20-2049848
a Sponsor's name 4c PN
DR. JEFFREY A SALADIN DENTAL CORP DEFINED BENEFIT TRUST 001
5  Total number of participants at the beginning of the plan year 5 13
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 13
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 1
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 14
€ 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 14
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 0
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 1
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:

1A 3D

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)

1) Insurance (1) Insurance

2) X|  Code section 412(e)(3) insurance contracts 2) X Code section 412(e)(3) insurance contracts

) Trust 3) 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) 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) C (Service Provider Information)

©) D SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2010

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
DR. JEFFREY A. SALADIN, DENTAL CORP. DEFINED BENEFIT TRUST plan number (PN) >

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

DR. JEFFREY A. SALADIN, DENTAL CORP

D Employer Identification Number (EIN)
90-0217702

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
JOHN HANCOCK LIFE INSURANCE

() 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
04-1414660 65099 61228 7 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

4387

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

MARK J CHAPMAN

155 CADILLAC DRIVE
SACRAMENTO, CA 95825

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4387

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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 0
5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5 431731
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 167906
C  Premiums due but unpaid at the end of the year 6¢C 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d 0
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) 0
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2) 0
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3) 0
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4) 0
(5) OthET (SPECIY BEIOW) ... vveeevereeereeeeeeseseeeeeeeeseeseeeeseeseseeesseeeseseessseseseene 7c(5) 0
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) 0
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2) 0
(3) Transferred to SEPArate ACCOUNL ..........c.c.veveverereeeseeeeseseeeesenssseeessennennend 7¢e(3) v
(4) Other (specify below) | 7e(4) 0
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. 0
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3) 0
(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) 0
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B) 0
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C) 0
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D) 0
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E) v
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F) 0
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G) 0
(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) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2) 0
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1) 0
(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) 0
(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) 0
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e 0
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEr ...........ccociiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............c.ccceeeee. 10b
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes No

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



SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2010

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
DR. JEFFREY A. SALADIN, DENTAL CORP. DEFINED BENEFIT TRUST plan number (PN) >

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

DR. JEFFREY A. SALADIN, DENTAL CORP

D Employer Identification Number (EIN)
90-0217702

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
GUARDIAN LIFE INS CO

() 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
13-5123390 64246 61228 5

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

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

AGENT NAME

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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 31429
5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5 0
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 52534
C  Premiums due but unpaid at the end of the year 6¢C 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d 0
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) EI 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) 0
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2) 0
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3) 0
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4) 0
(5) OthET (SPECIY BEIOW) ... vveeevereeereeeeeeseseeeeeeeeseeseeeeseeseseeesseeeseseessseseseene 7c(5) 0
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) 0
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2) 0
(3) Transferred to SEPArate ACCOUNL ..........c.c.veveverereeeseeeeseseeeesenssseeessennennend 7¢e(3) v
(4) Other (specify below) | 7e(4) 0
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. 0
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3) 0
(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) 0
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B) 0
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C) 0
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D) 0
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E) v
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F) 0
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G) 0
(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) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2) 0
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1) 0
(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) 0
(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) 0
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e 0
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEr ...........ccociiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............c.ccceeeee. 10b
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes No

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



Form 5500

Oepasrtment of the Treasury
intemal Revenue Senice

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benaelit plans under sections 104
and 4065 of the Employeo Retitement income Sacurity Act of 1874 (ERISA) and
sections 6047(e), and 6058(a) of the Internal Ravenue Code [the Code).

OMS8 Nos. 1210-0110
1210-0089

2010

Eerpioyoe am?x:s'::ny » Complete all entries In accordance with
Admanisyavon the instructions to the Form 5500.
Fommuan Benstit Guaranty Corpocanon This Form is Open to Public
Inspection
IL Part| [ Annual Report identification Information
For calendar plan year 2010 or fiscal plan year beginning 17172010 and ending 12/3172010

D a multiemployer plan;
E] 3 single-employer plan;

A This retumvreport is for

D the first relurn/report;

B This retumireport is:
D an amended return/report;

D a multiple-employer plan; or
[] aoFe (specity) __

D the final return/raport;
D a short plan year relumireport (less than 12 manths).

C i the plan is a colteclively-bargainad Plan, ChECK NETE. . .. ... ..ot e e » D

@ Form 5558;
D special extension (enter descriplion)

D Check box if filing under;

D automatic extension;

[] the OFVC program;

i Part i | Basle Plan Information—anter all requested information

1a Name of plan 1b Three-digit pian 001
Dr. Jeffrey A. Saladin. Dental Corp. Defined Benefit Trust number (PN) »
1¢ Effective date of plan
1172007
2a Plan sponsor's name and address {employer, if for a single-employer plan) 2b Empioyer Kenlification
{Address should include room or suite no.) Number (EIN)
Dr. Jelirey A Saladin, Dental Corp 800217702
2¢ Sponsor's lelephone
number
9165150005
4150 Truxe! Road 2d Business code (sea
Ste B. Instructions)
Sacramento CA 95835 621210
4150 Truxel Road
Ste B.
Sacramento CA 95835

dt

L T “-IE cause Is established.

Caution: A penalty for the late or incomplete filing of this return/report will be ass

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this retuhﬂrepod, including accompanying schedules,
statements and attachmenls, as well as the eleclronic version of this return/report, and to the best of my knowledge and beliaf, it Is true, correct, and complete.

f Y

SIGN \

HERE
Data

Enter name of individual signing as plan administrator

Signature of plan admlxistra(or
\

-

lGN / Y
?sm( M 1Ol 2. f 2NN
Si of employeripian sp ) Date Enter name of individual gigning as employer or plan sponsor
>-‘____ e em— p—
SIGN
HERE
! Signature of DFE { Date Entet name of individual signing as DFE




3a Plan administrator's name and address (it same as pian sponsor, enter “Same”)
Dr. Jeffrey A. Saladin, Dental Corp

4150 Truxe! Road

Ste B.
Sacramento CA 95835

3b Administrator's EIN

900217702

3¢ Adminisirator's telephons
numbe!

9165150005

4 If the name andfor EIN of the plan sponsor has changed since the last relurnireport filed for this plan, entef the name, EINand  |4b EIN
the plan number from the fast return/report: 202049848
a Sponsor's name 4¢c PN
001

Dr. Jeiffrey A Saladin Dental Corp Defined Benafit Trust

5 Total number of participants at the beginning of the plan year : 5 13
6  Number of participanis as of the end of the plan year (welfare plans complete only tinas 6a, 6b, 6¢, and 6d).
a Acti ici| 13
e TSSO OO SOOI B -7
b Retired or separated participants raceiving benefits.. ..o 6b 0
C Other retired or separated participants entilled 10 fulwre BeNeRtS.....................ooooooeeeoeoeooooo bc 1
d SUDIOIAI Add lIN8S 63, B85, 80U BC........occorvrrrrrsneoosreoecrsense st oeseee oo | Gl 14
@ Deceased participants whose beneficiaries are recaiving or are entilled to receive DENBALS. ... escintnrereenn] | O 0
f Total. Add lines 6d and Ge of 14
g Number of participants with account balances as of the end of the plan year (only defined contribution piané 0
COMPIBLE IS HBM)... ..ottt ensesse e sttt es et sesooe e s | 6g
h  Number of participants Ihal terminaled employment during the plan year with accrued benefils that were 1
1995 than 100% VESBHEH........ooioois it seeeeseeense oo 6h
7 Enter the total number of employers cbligated o contribute to the plan {only multismployer plans complete this kem) .. ... 7

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

1A 3D

b i ihe plan provides welfare banefits, enter the applicable welfare feature codes from the List of Plan Characlsristic Codas in the instructions:

8a Plan funding arrangement (check all that apply) 8b Pian benefit arrangement (check afl that apply)
{n Insurance {t) Insuranca
{2) Code section 412{e)(3} insurance contracts (2) Code section 412{eX3) insurance contracis
(3 Trust (3) Trust
{4) General assels of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b 10 indicate which schoduies are attached, and. where indicaled, anter the number attached. (See instuctions)
a Pension Schedules b General Schedules
(1} R {Retirement Plan Information} {1} H (Fmandal information)
2) MB (Muttiemployer Definad Benefit Plan and Certain Monoy (2) | (Fipancial information - Small Plan)
Puschase Plan Actuarial Information) - signed by the plan o) 2 A (Insurance information)
actuary “ C (Service Provider Information)
31 [] sB (Single-Employer Definad Benafit Pian Actuarial {5) D (OFE/Participating Plan infarmation)

Informatian) - signed by the plan actuary (6) G (Financial Transaction Schedules)




SCHEDULE A Insurance Inforntation OME Mo, 12100110
(Form §500) 4ot
parment This schedule is roquired to be filed under section 1

O:‘M"ﬂ Re:mgm Employee Retirement income Secunty Act of 1974 (ERISA). 201 0

ar » File as an attachment to Form 5560.

Depanment
Ermployor Benafds Secunty Admrsiracen
Penson Beneit Guamnty Corporaton

¥ insurance companigs are required 1o provide lhe information This Form Is Open to Pubiic
pursuant 10 ERISA section 103(a}2). Iinspection

For calendar plan year 2010 or fiscai plan year beginning  1/1/2010 and ending 12/31/2010

A Nama of plan B Three-digit 001

Dr. Jeffrey A. Saladin, Dental Corp. Defined Benefit Trust plan number (PN) L4

D Employer Identification Number {EIN)
900217702

C Plan $ponsor's name as shown on line 2a of Form 5500.
Dr. Jeffrey A. Saladin, Dental Corp

Part! | Information Concerning Insurance Contract Coverage, Feos, 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 Infosmation:

{a) Name of insurance carrier  JOhn Hancock Life Insurance

(e} Approximate number of Policy or conlract year

{c} NAIC {d} Contract or

(b) EIN code identification number Wm:f:gm: ;::rd {f) From {9) To
041414660 65089 61228 7 1/1/2010 12/31/2010

2 insurance fee and commission information. Enter the total fees and total commissions paid. Listin item 3 the agents, brokers, and other persons in
descending order of the amount paid.

{3) Tolal amount of commissions paid {b} Total amount of fees paid

4387 0

3 Persons receiving c« ions and fees. (Complete as many entries as needed lo report all persons).

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

Mark J Chapman
155 Cadillac Drive

Sacramento CA 95825
{bj Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Pumpose {e)} Organization code
4387 0 3
{8) Name and address of the agent, broker. or other person to whom commissions !or fees wers paid
{b} Amount of sales and base Fees and olher cormemissions paid ,
COMmMIssions paid (¢} Amount {d) Purpose | {8} Organization code




Scheduig A {Form 5500) Page 3

'LPan il Investment and Annuity Contract Information

this report.

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

4 Current value of plan's interest under this coniract in the general account at year 8. ..o 4 0
§ Current value of plan’s interes! under his contract in SEparale GCCOUNS Al YOAF 801G cu.................co.coovecerrrecees 5 431731
6 Contracts With Allocated Funds:
@  State the basis of premium rates ¥
b Premiums paid to carrier.. et ettt etretrs s es st es e vorierseoesgesnnarnecenns] | BD) 167906
€ Premiums dua but unpa;d at the end of the year .. . N e BC 0
d it the carrier, service, or other organization incurred any spec:loc cosls in connection wﬂh Ihe aoquislllon or | 6d
retention of the contract or policy, enter amount. ............. e e e 0
Specify nature of costg P
€ Type of conlract: {1) D indwidual policies {2) D group deferred annuity
3) D other (specity} P
f  if contract purchased, in whole or in part, lo distribute benefits from a terminating plan check here 14 D
7 Conlracts With Unaliocaled Funds (Do nol include portions of these conlracts maintained in separate accourrts)
a Type of conlract: {1) D deposit administration (2) D immaediale participation guarantee
3) D guaranteed investment (4) D other »
b __ Balance at the end of the previous Year ... 7b 0
€ Additions: (1) Contributions deposited duringthe year............................ 0
(2) Dividends and credits ................. 0
(3) Interest credited during the year 0
(4) Transferred from separate account .... 0
(5) Olher (spacify BEIOW)............ooo.......... 0
»
(6)Total additions .. OO SO UUO OSSN B 7 L ) 0
d Totat of balance and aadmons (add b and c(E)) e ARttt be et es e s s eeseses o 7d 0
@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 78{1) 0
(2) Administration charge made By Carmier ... Te(2) 0
(3} Transferred 1o separate account 7a(3) 0
(4) Other (specify below).................. Te(d) 0
»
(5) Total deductions .. . 7o(5) 0
f Balance at lhe end of !he current year (sublract e(5) trom d) 7f 0




Schedule A (Form 5500) Page 4

| Part Il | Welfare Benefit Contract Information 4
j i mare than one contract covers lhe same group of employees of the same employer(s) or members of the same employee organization(s), the

information may be combined for reporting purposos if such contracts are expenenca-rated as a unit. Where contracts cover individual employees,
the enlire group of such individual contracts with each carner may be treated as a und for purposes of this report.

8 Banafit 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 [ Temporary disability (accident and sickness)  f [ Long-term disabiny g [] supplementat unemployment  h [] Prescription ansg
i D Stop ioss (large deductible) j D HMO contract k D PPO contract l D Indemnity contract
m ] Other (specify) »

9 Experisnce-rated contracts:
a Premiums: (1) Amount received............................
(2) increase {decrease) in amount due but unpaid . ...
(3} Increase (decrease) in unearned premium reserve........
(4YEarned ({1 * (2) = 13)) e
b Benefit charges (1) Claims paid ................... ...
(2) Increase (decrease) in claim reserves..............
{3) Incurred claims (add (1) @nd (2))...ovoovv e, .
(4) Ciaims charged ROV OONOTO I - L. ) | 8]
€ Remainder of premium: (1) Retention charges (on an accrual basis) ~
{A) COMMISSIONG .....ocovverrmrrrvmnieseecoeseoesssesse s Sc{INA) 0
{B) Administrative service or other fees .............. 1 9¢(14B) 0
(C) Other specific acquisition costs 9c(1){(C) 1)
(D) Other expenses..... 8¢{1){D}) 0
j 0
0
4]

o

(E} Taxes 9c(1|(E)

(F) Charges for risks or other contingencies.................. ... w...{_BE(1){F)

(G} Other retention charges ... 1 9¢(1)(G)

(H) Total retention ...................

(2) Dividends or retroactive rate rafunds. {These amounts were D paid in cash, orD credited.) ..

d Status of policyholdsr reserves at end of year: (1) Amount held to provide benefits after retirament.......

(2} Claim reserves 9d(2)

(3) Other reserves | 8d{3)

€ Dividends or retroactive rate refunds due. {Do not include amount enlered in ¢(2).) 9e

10 Nonexperience-rated contracts: i

@  Total premiums or subscription charges paid to CBINET ....oovnivicerer v 10a

b fihe carrier, service, or olher organization incurred any specific costs in connection with the acquisition or

fetention of the contract or policy, other than reported in Parl |, #tem 2 above, report amount. ..., 10b
Spaecily nature of costs P

Sc(1)(H)

9¢(2)
9d(1)

Oqoqoo

o

[=-]

[ Part iV | Provision of Information
11_Did the insurance company fail to provide any information necessary o compilele Schedula A? ... ... D Yes B No

12 i e answer 1o line 11 is “Yes. - specify the information not provided. P



SCHEDULE A
{Form 5500)

Depariment of ihe Tigusury
iemal Reverue Servce

of Labor
Employee Benality Sacunty Admansuraron

Pung.cn Banaft Guaranty Comorauan

Insurance Information

This schedule is required 1o ba filed under section 104 of the
Empiayee Retirament income Securily Act of 1974 (ERISA).

» Filo as an attachment to Form 5500.

¥ Insurance companies are required to provide the information
pursuant to ERISA section 103(a)}(2).

OM8 No. 1210-0110

2010

This Form is Open to Public

inspection

For calendar plan year 2010 or fiscal plan year baginning  1/1/2010

and ending_12/31/2010

A Name of plan

Dr. Jeffrey A. Saladin, Dental Corp. Defined Benefit Trust

B Three-digit
plan number (PN) »

001

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

Dr. Jefirey A. Saladin, Dental Corp

D Employer Identification Mumber (EIN)
900217702

Partl | Information Concerning insurance Contract Coverage, Fees, and Commigsions Provide information for each contract

on a separale Schedule A. Individual conlracts grouped as a unit in Parls il and Hi can be reported on a singie Schedule A.

1 Coverage Information:

{3) Name of insurance carrier  Guardian Life Ins Co

(e) Approximate number of Policy or contract year
b) EIN {c) NAIC _ {d) Conlract o¢ ed at end of
{b) code identification number peprzﬁgys ;chLUa; ;earu {H From (g) To
135123390 64246 61228 5

2 Insurance fee and commission information. Enter the total fees and lotal commissicns pald. Listinitem \ha"agenls. b:okers, angd ather persons in

descending order of the amount paid.

{a} Total amount of commissions paid

(b} Total amount of fees paid

0

0

3 Persons recaiving commissions and fees. (Complete as many eniries as needed (o report all persons).

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

agent name

(b) Amount of sales and base Fees and other commissions paid
commissions paid {¢} Amount {d) Purpose {e) Organization code
0 3
{a) Name and address of the agent, broker. or olher person to whom commissions or fees were paid
{b} Amount of sales and base Fees and other carnmissions paig
commissions paid {c} Amount (d) Purposs {e) Organization code




Schedute A {Form 5500) Page 3

v

Part i Investment and Annuity Contract Information z
Where individual cortracts are provided, the entire group of such individual contracts with each carrier may be treated as 8 unit (or purposes of

N this report.
4 Current valug of plan's interest under this contract in the general accountatyearend...............ccccooeeie ] & 31429
S _Current valug of plan’s interast under this contract in separate accounts al Pac R L Jree 0
6 Conlracis With Allocated Funds:

&  State the basis of premium rates ¥

b Premiums paid to carrier ..o 6b 52534
€ Premiums due but unpaid at Ihe end of the year ... SOVt T - 0
d  if lhe carrier, service, or other organization incurred any specilic costs in connection with the acquisition or 6d
retention of the contract or policy, enler amount, 0
Specify nature of costs P
@ Tyeofcontract: (1) [] individual policies (2) pJ group deferred annuity
(3) [] other (speciy)  »
f it contract purchased, in whole or in part, 1o distribute benefils from a terminating plan check hers :)
7 Contracts With Unaliocaled Funds (Do nol include portions of these contracls maintained in separate accounts)
a Typeofcontract: (1) D deposit administration 2) D immediate parlicipation guarantee -
3 D guaranteed investment 4) D other ¥
b__Balance at the end of the previous year b 0
€ Additions: (1) Contributions deposited during the year 4 Te(1) 0
(2) Dividends and ¢redits ................o.....oocovovvnn .. 7c(2) 0
(3) Interest crediled during the year......... 7¢(3) 0
(4) Transferred from separale account ... 7c{4) 0
(5) Othar (specify Below)................oooovoreeoereoro 7¢(5) o
4
(6)Tolal adaitions T¢(6) 0
d Total of balance and additions {add b and ci8). ... ... 7d 0
e Deductions:
{1) Disbursed from fund to pay benefits or purchase annuities duing year 7e(1) 0
(2 Administration charge made by Carmer ... 7e(2) i 0
{3) Transferred to separate account 7e(3) ' 0
(4) Other {specify below) 7e(4)} 0
»
7e(5) 0
7f 0




Schedule A (Farm 5500) Page 4

Part ill | Welfare Benefit Contract Information 1; )

If more than one contract covers the same group of employeas of the same employer(s) or membars of the same employee organgzabon(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 lreated as a unit for purposes of this repaort.

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 sickness) D Long-term disability g D Supplemental unemployment  h D Prescriplion drug
i D Stop loss (large deductible) J D HMO coniract k D PPQ contract | D Indemnity contract

m (] Other (specity) »

9 Experience-rated contracts’
8 Pramiums: (1) Amount received......... ... 9a{1) [}
(2) Increase (decrease) in amount due but unpaig.......... ... 9a(2} ! 1]
(3) Increase (decrease} in uneamsd premium reserve. 9a(3) : 0
() Earned (114 (2]~ (3))-.-vooemscrnrccec oo | 9a{4) 0
b Benefit charges (1) Claims paid ... .. 9b{1) 1]
(2) Increase (decrease) in claim reserves................. 3h(2) 0
{3} Incurred claims (3Ad (1) a0 (2)) ..o 9b(3) 0
(4) CIRIMS EOBIGET. .ot e 8b(4) 0
€ Remainder of premium: (1) Relention charges (on an accrual basis) —
(A) COMITUSSIONS ..ot seccnssssseen e |, BC(1)A) 0
{B) Administrative service or other foes 9¢{1)(B) 0
(C) Other specific acquisition costs 8¢(1)(C) 0
(D) Other expenses 9¢(1)(D) ) 0
(E) Taxes.......cooouvrveievre, 9c(1)(E) 0
(F) Charges for risks or other conting | 8c(1)(F) 0
(G) Other ralention charges ... 3e(1)(G} 0
(H) TOIBEARNON ..ottt 9c(1)(H) 0
{2) Dividends or retroactive rate refunds. {Thase amaunis were D paid in cash, orD credited.)....., 8c(2) 0
d  Stalus of policyholder reserves at end of year: {1} Amount held lo provide benefils after retiremant.. . 9d{1) 0
(2) Claim 1eS VS ......ccoonnverreooeee 9d(2) 0
(3) ONEF reSeIVaS ......cooeeeeeeaseseeese oo .| 9d{3} o
8__Dividends or retroactive rate refunds due. (Do not include amount entered in ©2) ) oo 9¢ 0
10 Nonexperience-rated contracts:
a  Total premiums or SUBSCAPLION ChAGES PAKI 10 CBITIET ........c..ccoersonoe oo 10a 0
b ifthe carier, service, of other organization incurred any specific costs in connection with the acquisition or
relention of the contract ar policy, other than reported in Part l.item 2 above. report amount. ... 10b 0

Specify nature of costs »

L Part IV | Provision of Information
11 Did the insurance company fai to provide any information necessary 1o complete Schedule A?
12 ifthe answer to line 11 is Yes.” specify the information not provided. »

............. [Jves Hwo




