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). 2009
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 2009 or fiscal plan year beginning  01/01/2007 and ending  12/31/2007
A This return/report is for: D a multiemployer plan; D a multiple-employer plan; or
D a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; the final return/report;
D an amended return/report; D 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; D the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 002
CARDIOMEDICAL INC CASH BALANCE PENSION PLAN number (PN) »
1c Effective date of plan
01/01/2004
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)
CARDIOMEDICAL INC 34-1894106
2C Sponsor's telephone
number
2032 TARPON BAT DRIVE SOUTH 2032 TARPON BAT DRIVE SOUTH -
NAPLES, FL 34119 NAPLES, FL 34119 2d _Busme;s code (see
instructions)

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
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 (2009)

v.092307.1




Form 5500 (2009) Page 2

3a

CARDIOMEDICAL INC

2032 TARPON BAT DRIVE SOUTH
NAPLES, FL 34119

Plan administrator's name and address (if same as plan sponsor, enter “Same”)

3b Administrator's EIN
34-1894106

3C Administrator’s telephone
number

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
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
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C
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
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e
T Total. AAA lINES BA AN BE........coveicveiieiiece ettt sttt s et s s s et s et b s bt a et en st s et b s s st st s e s ense s s e s e of
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
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thaN 10096 VESIEA........eiveisieeeesieetet et est et esss s st st esses st eseesses et enseeses et ensees e e st enseeses et eesses et et s et et enss et s ens sttt snsenssssneed 6h
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:
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 Code section 412(e)(3) insurance contracts 2) 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 3 ___ A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)

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




Form 5500 Annual Return/Report of Employee Benefit Plan Official Usa Only
Department of the Treasury This form is reguired to be filed under sections 104 and 4065 of the Employee OME Nos. 1513 : géég
tnternai Revenue Service Retirement Income Security Act of 1974 (ERISA) and sections 6047(e), 2007
Dapartment of Labor 6057(b), and 6058{a) of the Internal Revenue Cade {the Code).
Employee Benefits Security
Administration » Complete all entries in accordance with This Form is Open to
Pension Banefit Guaranty Corporation the instructions to the Form 5500. Public Inspection.
Annual Report ldentificatlon Information
For the calendar ptan year 2007 or fiscal plan year beginning , and ending N
A This return/reportis for: (1) a multiemployer plan; (3) a multiple-employer plan; or
{2) a single-employer plan (other than a (4) a DFE (specify)

rmultiple-employer plan);

B This return/report is: {1) | | the first return/report filed for the plan; (3) the final return/report filed for the plan;
. {2) an amended return/report; (4) a short plan year return/report (less than 12 months),
C If the plan is a collectively-bargained Plan, CHECK NI . . .. ...\ttt ittt ettt e e e et e e e e >
D if filing under an extension of time or the DFVC program, check box and attach required information. (see instructions). . .. ... ............ »
Basic Plan Information —- enter all requested information.
1a Name of plan 1b  Three-digit
CARDIOMEDICAL INC. CASH BALANCE PENSION PLAN pltan number (PN) p 002
1¢ Effective date of plan (mo., day, yr.)
01/01/2004
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer ldentification Number (EIN)
(Address should include room or suite no.) 34-1894106
CARDIOMEDICAL, INC. 2¢ Sponsor's telephone number
216-221-1243
2d Business code (see instructions)
423990

2032 TARPON BAY DRIVE SOUTH

NAPLES FL 34119-8811

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

Under penatties of perjury and other penalties set farth in the instructions, | declare that | have examined this return/report, including accompanying schedutes, statements and
attachments, as well as the elactronic version of this return/report if it is being fited electronically, and to the best of my knowledge and belief, itis true, correct and compiete.

ATTACHMENT PETER T. PARAS

Signature of plan administrator Date Type or print name of individual signing as plan administrator

PETER T. PARAS
Signature of employer/plan sponsor/DFE Date Typs or print name of individual signing as employer, plan sponsor or DFE
For Paperwork Raduction Act Notice and OMB Control Numbers, see the instructions for Form 5500, v10.1 Form 5500 (2007)
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Form 5500 {2007) Page 2
Officiat Use Only
3a Plan administrator's name and address (If same as plan sponsor, enter "Same”) 3b Administrator's EIN
SAME
3¢ Administrator's telephone number
4 | the name and/or EIN of the plan sponsor has changed since the last return/repont filed for this plan, enter the name, b EN
EIN and the plan number from the last return/report below:

8 Sponsor's name c PN

5  Preparer information (optional) a Name (including firm name, if applicable) and addrass b EIN

€ Telephone number

6 Total number of participants at the beginning oftheplanyear ... ....... ... . .. oovniouononiniriire.s
7 Number of participants as of the end of the plan year (weltare plans complete only lines 7&, 7h, 7¢, and 1d)

B ACHVE PAFICIPAMTS. « . v v v v v v ve s et ettt b e e e e e e r e e e e e e e 7a
b Rstired or separated participants receiving DENEILS . . . .. .. ... it e 7b 0
€ Other retired or separated participants entifed o future benefits ... ... ... .. oot 7¢ 0
d Subtotal. Add INES 78, 7B, @NG 7€ . . oo ettt ettt er v et e et e e 7d 0
@ Deceased participants whose beneficiaries are receiving or are entitled to recelve benefits . .................., 7e 0
f oTotal AdD NES TA ARG T8 . .ot or et i e e ettt st e et ae et e e e e 7f 0
g Number of participants with account balances as of the end of the plan ysar {only defined contribution plans

COMPIETE TS HBIMY -« . < . o vttt e e e e e e et e et et et e e e e s e e | 7d 0
h Number of participants that terminated employment during the plan year with accrued benefits that were less than

FO0% VESIEA . « o v v ce ettt e e e e e 7h 0
I If any participant(s) separated from service with a deferred vested benefit, enter the number of separated

participants required to be reported on a Schedule SSA(FOrmS5500) . . ... ... \o s 7l 0

8 Benofits provided under the plan (complete Ba and 8b, as applicable)
a E Pension benefits (chack this box if the plan provides pension benefits and enter the applicable pension feature codes from the List of Plan
Characteristics Codes prined inthe instrucions): 12 J [ 10 0 J0 1 10 10 16 10 1
b D Welfare benefits (check this box if the plan provides welfare benefits and enter the applicable welfars feature codes from the List of Plan
Characteristics Codes printedintheinsructonsy: | V|31 J 0 _J0 _ J0O 10O 10 1t J0C ]

9a Plan funding arrangement (check all that appty) 9b Plan benefit arrangement (check all that apply)
{1 Insurance {1) Insurance
(2) Code section 412(i) insurance contracts 2) Code section 412({i) insurance contracts
(3) Trust 3) Trust
(4) | | General assets of the sponsor {4) General assets of the sponsor
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Form 5500 (2007}

Page 3

Official Uise Only

10

Schedules attached (Check all applicable boxes and, where indicated, enter the number attached. See instructions.)

Pension Benefit Schedules

(1} R (Retirement Plan Information) (1)

(2} B (Actuarial Information) (2)

(3} E (ESOP Annual Information) (3)

{4} SSA (Separated Vested Participant Information) (4)
(5)
(®)

b Financial Schedules

HDUOPr -

(Financial Information}

(Financial Information -~ Srmall Plan)
(Insurance Information}

(Service Provider information)
(DFE/Participating Plan Information)
(Financial Transaction Schedules)
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SCHEDULE | Financial Information —— Smali Plan Official Use Only
o epa(‘fn:‘ml if?ngury This schedule is required to be filed under Section 104 of the Employee OMB No. 1210-0110
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA) and section 6058(a) of the 2007
o 335:—'—":8::; ﬂ{sl'ngﬂmy Internal Revenue Code (the Code).
Administration P File as an attachment to Form 5500. This Form is Open to
Pansion Benefit Guaranty Corporation Public Inspection.
For calendar year 2007 or fiscal plan year beginning , and ending
A Name of plan . B Three-digit
CARDIOMEDICAL INC. CASH BALANCE PENSION PLAN plan number P Qo2
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number
CARDIOMEDICAI, INC. 34-1894106

Complete Schedule | if the plan covered fawer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you
are filing as a small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

Small Plan Financlal Information
Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the
value of plan assets held in more then one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to
pey e specific dollar benefit at a future dete. 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.
1  Plan Assets and Liabilities:
A Totalplen assets. . . ...ttt s
b Totalplentiabilities . . ... ...ttt i i i e
€ Net plan assets (subtract line ibfromiine1a) .................... 1622498 0
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount
a Coniributions received or receivable
(1) Employers .. ... . i e et
{2) Pamicipants . ... .ot i e
(3) Others{includingrollovers) ..........coviriiiirerrnvnnnnnns
Noncash contibutions . ... ... .o i i i i e
OB NGO . ..ottt it ittt e e en it
Total income (add lines 2a(1), 2a(2), 2a(3}, 2b, and 2c)
Benefits paid (including directrollovers). . ........... ... ... .. ..
Corrective distributions (see instructions). .. .....................
Certain deemed distributions of participant loens (see instructions) . . . .
O her EXPBNSEE L o ottt e s e e e e
Total expenses (add ines 2e, 2f, 2g.and2h)..................... 1667552
Net income (loss) (subtractline Z2ifomiine2d) . .................. -1622498

Transfers to (from) the plan (see instructions). . ... ................ 2k 0

Specific Assets: If the plan held asssts at anytime during the plan year in any of the followin categories, check "Yes" and enter the current
value of any assets remaining In the plan as of the erid of the plan vear. Aliocate the value of the plan’s irterest in a commingled trust containing
the assets of more than one pian on a line-by-line basis unless the trust meets ¢ne of the specific exceptions described in the instructions.

Yes ! No Amount

A Pertnership/joint VMU INTBIESS .. .« o\ vr v ee et ettt e et n e nreeesns 3a X
D Employer ral PrOPOMY . . ... v v vttt s e e s vt et ea et e b e et e e 3b X

{a) Beginning of Year {b) End of Year
1622498 0

AR =TaQ =0an0T

[

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. vig.A Schedule t {(Form 5500) 2007
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Schedule | (Form 5500) 2007 Page 2
Official Use Onty
Yes | No Amount

3¢ Real estate (other than employer real PropPerny). . .. ...t e et e eee e iceeaans 3c X
O EMPIOYEr SEOUMIES . . . o .o v v vt e e et e e e e e e e e et e et e it e e r e 3d X
€ PariCIDaNt I0BNS . .. . ..ttt e e e 3e X
f Loans (other than 10 PaMiCIPANSY . . ... .o v vt vr e e e e e iae e 3f X
Tangible Persoral PrOPOMY . . . .« .« vttt sttt et et et 3g X

Transactions During Plan Year
4 During the pian year:

a Did the employer fail to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 (See instructions and DOL’s Voluntary Fiduciary
COmmaction Program.). .. .ottt e i i e aa it

b Were any laans 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 the participant's accountbalance . ............cooe i

€ Waere any leases to which the plan was a parly in default or classified during the year as e
WL 1= 1] .

d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported oniling 4a.) ... ... ... . L e e e

€ Wastheplancoveredbyafidelitybond? .. ......... .. o i

f Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was
caused by fraud or dishonesty? .. ... ... . i e e

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? ...................

h Did the plan receive arty tioncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? . . ..

i Did the plart at any time hold 20% or more of its assets in any single security, debt,
morigage, parcel of real estate, or partriership/joint venture interest? ...................

] Were all the plan assets either distributed to participants or beneficlaries, trarisferred to
another plan, or brought under the control of the PBGC? ....... .. ... ... ... cveanns

K Are you claiming a waiver of the annual examination and report of an independent qualified
public accountant (IQPA) under 29 CFR 2520.104~467 If no, attach an IQPA’s report or
2520.104-50 statement, (See instructions on waiver eligibility and conditions.}. . ... ........

Ba Has a resolution 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 theemployerthisyear. .. ... ... ... . i Yes D No  Amount 0

Bb if during this plan year, any assets or liabilities were trarsferred from this plar to ancther plan(s), identify the plan(s) to which assets or liabilities
were transferred. (See instructions.}

5b(1) Name of plan(s) 5b(2) EiNGs) 5b(3) PN(s)

" ) 1
] [
r i ] L) ] i
) i 4 [ i d [ i
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. Oftficial Use Only
signengé.go )R Retirement Plan Information
orm
Department of the Treasury This schedule is required 10 be filed under sections 104 and 4065 of the OMB No. 1210-0110
Internal Revenua Service Employes Retirement Income Security Act of 1974 (ERISA) and section §058(a) 2007
Department of Labor of the Internal Revenue Code (the Code).
By s tation This Form Is Open
\dministratio . s Form Is nto
Pension Benetit Guaranty Corporation P File as an Attachment to Form 5500. Public inspection.
For calgndar year 2007 or fiscal plan year beginning s and ending ,
A Nama of plan B Three-digit
CARDIOMEDICAL INC. CASH BALANCE PENSION PLAN plan number > 002
C Pian sponsor's name as shown on line 2a of Form 5500 D Employer identification Number
CARDIOMEDICAL, INC. 34-1854106

Distributions
Ali references to distributions reiate only to payments of benefits during the pian year.
1 Total value of distributions paid in property pther than in cash or the forms pt property specified
LI aT= L4011 L (10 -
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 dolfar amounts
pf benefits).
Profit-sharing plans, ESOPs, and stock bonus pians, skip line 3,
3 Number of participants (living or deceased) whose benefits were distributed in a singls sum, duning

Funding information (if the plan is not subjsct to the minimum funding requirements of section 412 of the Internal Revenue

Code pr ERISA section 302, skip this Part)

4 |s the plan administrator meking an election under Cpde section 412(c)(8) or ERISA section 302(c)8)?, ........... |__| Yes |2iJ No |_] NfA
# the plan is a defined benefit plan, go to line 7.

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 walver ... ........... »  Month Day Year
|1 you completed line 5, complete lines 3, 9, and 10 of Schedule B and do not complete the remainder of this schedule.
6a Enter the minimum required contribution forthis planyear .. .. ... . ittt iiian e 6a |
b Enter the amount contributed by the empioyer to the plan forthisplanyear . ........................ 6b |5
€ Subtract the amount in iine b from the amount in line Ba. Enter the result (enter a minus sign to the left
Df @ NBOALVE AIMOUNT) © .. vttt ettt arte e et a et e et e e et e et e e et et e e 6c |3

If you completed line 6¢, skip lines 7 and 8 and complete line 9.
7  if a change in actuarial cDSt methnd was made for this plan year pursuant to a revenue procedure providing automatic
approval for the change or a class ruiing lstter, does the plan sponser or plan administrator agree with the change?. . H Yes |_| No ﬂ N/A
Amendments
8 if this is a defined berefit pension plan, were any amendmeants adopted during this plan year that
increased or decreased the value of benefits? If yes, check the apprppriate bpx(es). if no, check the

"No” box. {See Lt gL Lo 3N D T T |_| increase H Decrease Iil No
i Coverage {See instructions.)
9 Check the box for the test this plan used tD satisfy the coverage requirements . . . . L | the ratio percertage test [ [ average benefit test

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. v1Q.1 Schedule R (Form 5500) 2007
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5558 Application for Extension of Time
o amiany 2008) To File Certain Employee Plan Returmns

Department of the Tressury » i i ile With
et Shir, For Privecy Act and Papsrwork Reduction Act Notice, see instructions on page 3. File IRS Only

Identification

OM8 No, 1545-0212

A Neme of fiiger, plan administrator, or pian sponser (See instruclions) B Fller's Identifying number {see instructions).
CARDIOMEDICAL INC. W] Employer ientificetion number (EiN}.
Number, street, and room or suite no. (if a P.O, box, see instructions) 34 : 1854106
2032 TARPON BAY DRIVE SOUTH 0
City or tawn, state, and ZIP code Soclal securtty number (SSN)
NAPLES, FLORIDA 34119-881 : :
c Plan name Plan Plan year ending—
: number MM DD YYYY
1 CARDIOMEDICAL INC, CASH BALANCE PENSION PLAN 1] , 0 ; 2 12 K}l 2007
2 -
3 .

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

1 1 request an extension of time untit __190_ /135 / 2008 5 file Form 550C or Form 5500-EZ.

The application is automatically approved to the date shown on fne 1 (above) if: [a) the Form 5558 is filed on or before the
normal due date of Form 5800 or 5500-EZ for which this extension is requested, and (b) the date on line 1 is no more than 2%
menths after the normal due date.

You must attach a copy of this Form 5558 to each Form 5500 and 5500-EZ filed after the due date for the plans listed in C above.
Note. A signature is not required if you are requesting an extension to fite Form 5500 or Form 5500-EZ.
EERd11 Extension of Time to File Form 5330 (see Instructions)

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

a Enter the Code section(s) impoesing thetax , . . . . . . . . . . »lal]
b Enter the paymentamount attached . . . . . . . . . . . L g
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date >l c

3 State in detail why you need the extension

Under penafties of periury, | declara that to the best of my knowledge and baliel. the statements mads on this form are true, correct. and compiets, and that | em
authorized to prapa@thls apphication.

oo, XK/\\A_)_( | Date > 'TLH /u&"

Cat. No. 12005T Form D558 (Rev. 1-2008)

Signature »
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o 2848 Power of Attorney 218 No 1545915
. sunm 200 and Declaratiop, of Representative orIRS Use opiy

Fleceived by:
Department of the Treasury : - .
IS8l Ry, o Sarvics » Type or Print. b geq the separate Mstructiong,

Namg
Part | Power of Attorney Telephone

Caution; Form 2848 wiy not pe honoreg Tor an Y Purbose other than representation before the /RS, Function
1 Taxnayer infarmation. Taxpayer(s) Must sign and date this form on Page 2, jine 9, Date / /
Employer r‘dentiﬁoatian
r

Taxpayer Name(s) ang addregg Saciay Security nurnber(s}
1 ! numbea

CARDIOMEDICAL INC
17841 LAKE Avg

LAKEWOOD, oy 44107 34 ; 189419
Plan NUmber (jf appricable)
002
hereby appoint(s) the fouowing representative(s) as attorney(s)~in-fact:
2 Representative(s} Must sign and date this form on page 2, Part i
Name and addraey CAFNo. . .5_‘!0513?.‘?323. .............
\\ KIMBERLy FLETT, 5536 FINANGIAL SERVICES |ng Telephone py, 08689605
Ao 301 SPRINGSIDE DRIVE FaxNo, .3_30:5.66:.2_5?'_6 _____________
Q/ AKRON, oH 44333 Check if new. Address Telephone g J Fax No, []
rj Name ang address CAFNo. . 3200‘71421R .............
\ JOHNT CaRgy SS&G FINANG), SERVICES ne Telephone o, 330-668-9696
N i SPRINGSIDE pryve FaxNo, e I
Q - AKRON OH 44333 Check if New: Address ] Telaphone No.[] Fax Ng. [
i Name ang addresg e e
Pty ) Telephone O T
; 35 : ’ R [
Man ¥ Check if New; Addresg D Tefephone No, fj Fax N, D
ey to 'r‘ep_res'ent the taxpayer(s) before the Interngy Revanye Service for the following tax Matters; '
o . T B

Yearfs) o Perr’od(s)
(see the r‘nstructions for ling 3)

Tax Form Number
(1040, 941, 720, et )

© Type of Tax (lncorne, Employment, Excise, ete.)
- Or Civil Penafty (see the r'nstructr’ons for fing 3)

Annuas Roturn/Repory of Employee Bener Plan 2006, 2007

4 Speoiﬁc Use not recordeg on Central'ized Authoﬁzation Fiig {CAF). I the Power of attorney Is for g Specific g
check this box, See the instructions for Line 4. Specific Uses Not Recorded on CAF L .

S Acts authorizaq, The representatives are authorizey to 'eceive ang inspact Cconfident; i i Perform any and g acts that
) (we) can Perform with fespect tg the tax Matters descripey on line 3, for example, the Althority 4, sign any agreements, Consents, o ather
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013921
DECLARATION

Under penalties of perjury, I declare that I have
examined the return identified in this letter, including
any accompanying schedules and statements, and to the
best of my khowledge and belief, it is true, correct and
complete. I understand that this declaration will become
a permanent part of that return.
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