Form 5500-SF Short Form Annual Return/Report of Small Employee
Department of the Treasury Benefit Plan

Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee

Department of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of
Employee Benefits Security Administration the Internal Revenue Code (the Code).

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

2011

This Form is Open to Public
Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A This return/report is for: B a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/report 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 Check box if filing under: D Form 5558 D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
SOUTH FLORIDA HAND & ORTHOPAEDIC CENTER, P.A. 401(K) PROFIT SHARING PLAN plan number
(PN) 001
1c Effective date of plan
09/01/1992
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number

SOUTH FLORIDA HAND & ORTHOPAEDIC CENTER, P.A.

(EIN)  65-1043814

2c
1905 CLINT MOORE ROAD, SUITE 105

Sponsor’s telephone number
561-241-4758

BOCA RATON, FL 33496-2659 2d Business code (see instructions)
621111
3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
SOUTH FLORIDA HAND & ORTHOPAEDIC CENTER, 1905 CLINT MOORE ROAD, SUITE 105 65-1043814
PA. BOCA RATON, FL 33496-2659 3C Administrator’s telephone number
561-241-4758
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report.
a Sponsor's name 4c PN
5a Total number of participants at the beginning of the PIAN YEAI ............cccceveviieeviveree e 5a 12
Total number of participants at the end of the PIAN YEAI............coiiiiiiiii e 5b 0
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS IEEIM) ...ttt ettt ettt ettt etttk stttk ettt h et 8 et e s h et s bbbttt 5c 0

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INStructions.) ............cccoceeveeeveverenenenne.

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

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

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

..................... Yes |:| No
..................... Yes |:| No

| Partlll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PlAN ASSELS ... 7a 1658965 0
b Total plan li@bilies..........co.oveverceeeeeeeeeeeeee e 7b 7229
C Net plan assets (subtract line 7b from line 7a)............c....cc..cevu...... 7c 1651736
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ...ttt 8a(1) 0
(2) PArtiCIDANS ........cvcvvierieeeeeceete e eesae et s e 8a(2) 0
(3) Others (including rolloVErS).........cccuveevuiieeiiee e see e seee e 8a(3) 0
D Other inCome (I0SS) ......oecuveeeeeeecee e 8b -117487
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........cccecvveeen. 8c -117487
d Benefits paid (including direct rollovers and insurance premiums
to provide BeNEfitS).......cociiiiiiiiiiii 8d 1534249
€ Certain deemed and/or corrective distributions (see instructions).... 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f 0
O OLNET BXPENSES .....ouivrieriririsissseeseeseiss sttt 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)..............cccvvevrrrrrnnan. 8h 1534249
i Netincome (loss) (subtract line 8h from line 8C)........ccc.cccovevvevernnee. 8i -1651736
j Transfers to (from) the plan (see instructions) 8] 0

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

Form 5500-SF (2011)
v.012611
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Part IV Plan Characteristics

9a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2G 2J 2K 3D

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

‘ Part V ‘Compliance Questions

10 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 X
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program) .............. 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported X
ON TINE LOBL) ..t bttt h bt b e e e bt e bbbt s e e n e 10b
C Was the plan covered by a fidelity DONA?........ocoiiiiii e 10c | X 170000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
[o e 151 g o] g T1S] YT TP PP P UPRPTPRN 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service or other organization that provides some or all of the benefits under the plan? (See X
TNSEIUCTIONS.) .ttt e b bbbtk e et e s b et e ab e e be e e bt e ek e e sbe e eb e e nae e e bt e e 10e 4568
f Has the plan failed to provide any benefit when due under the plan? ............cccoovevevevieeeeeeeeeeeenes 10f X
0 Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)...........c.ccocevivvvnnnenne 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.0070-3.) ettt e R e Rt r et e et n e nne e nre e nrs 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3.........cceeiiiiieiiieieiiiee e eeieeeeee 10i

‘ Part VI ‘ Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. D Yes @ No

(If "Yes," complete 12a or 12b, 12c, 12d, and 12e below, as applicable.)
a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
Oranting the WAIVET. .......ooiiiiii ittt et e e e bt e e st e e e s bb e e e e abe e e e sb e e e sabeeeanbbee e sabeeeesbneeas Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution fOr thiS PIAN YE@T............cceveveveveeeceeeeeeeeeeee e en e 12b
C Enter the amount contributed by the employer to the plan for this plan Year...........ccccveeiii v 12¢c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE BIMOUNT) ...ttt ettt ettt sb e e bt he et e e b e e bt e bt e e s bt e she e ee bt e b s e e e bt e ke e st e e s hb e e bt e ebb e e b e e sbbeebeenaneenne s
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?...................c.ccccccoceevvererererenerennn. D Yes I:I No I:I N/A
‘Part Vil | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in any PIaN YEAr? .............cccceveeveeeveveeeeeeeeeeeeeete e ee e Yes I:l No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoiiiiiiiiiiienene ‘ 13a | 0‘

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
= =YY 2 Yes [] No

C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)

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

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

SIGN Filed with authorized/valid electronic signature. 03/27/2012 CAMERON KELLY

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
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c;:mgg; o ::: m;:y Benefit Plan
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~Employen Berefls Sseurt - Adminitraton the Intamal Revenue Code {the Gada), This Form I3 Open to Public

PT"““ Benaft S aear. Gorperalicn » Complete all entries In accordance with the instrustions to the Form 5500-GF, Inspaction

1 | Report 1dentification Information
,%11orﬂsoa| plan year beginiing 01/0172011 and ending 1273172011

\ This returnfresor s for: a single-employer plan D a multipla-amployer plan {not multiemployar) D 8 one-participant plan
3 This retumfrenor s: |:| the first return/report B the fine) return/report

# Cheok box if iilin,

|:l an amended retum/repent D @ shert plan year return/report (less than 12 months)
[] Form sss8 [] autometic extension
[] spesial extension (enter descrigtion)

under:

D DFVC pragram

Part ;] Basic

an Information—anter all requasted information

la Name of plan 1b Throe-digh
South Flor da Hand & Orthopaedic Center, P.A. ?:L") m;mber i
401 (k) Ere it Sharing Plan 1o Eftective date of pian
_ 09/01/1992
!a Plan sponso-‘s 1 ime and address; includa roam or suite number (emplover, if for 3 single-employer plan) 2h Empleyer [dentification Number -

South Flox
Center, P

190% Cliat
Boga Rator

« b

.da Hand & Orthopaedic

{EiN) 6E=1043814

Sponsor's talephone number
(56l) 241-4758

Moore Road, Suite 105
FL 33486-2659

Businass code (3ee instructions)
621111

ia sFla\ﬂ adminig:ral 1's name and addrass (if same as plan sponsor, enter “Same") 3b Administrater's EIN

ame

3¢ Administrator's felephone number

b ‘fthe name und r EIN of the plan spenser has changed since the last return/repart filed for this plan, enterthe | 4b EIN

name, EIN, an¢ he plan number from the last retum/report.
a Sponsar's ni e 4c PN
ja Total numbero: jarticipants at the beginning of the plan year.......... L 8a 12
B Total nurmbe r o rariclpants at the end of the plan yesar.., RN Sb 0
€ Number of carfl pants with account balances as of the end uf the plan year (defmed beneﬂl plans do not

samplete this il M) e s N - 0
@ Wereallof ha lan's assets during the plan yaar invested In ellglble assets? (See instructions. ] -
b Arayou clainin  a waiver of the snnual examination and report of an independent qualified publie amuntant (IQPA]

under 26 CFR | 520,104-467 (Sae instructions on waiver efgibilly 8 CORAKIONS. ). e [ Yes [] No

If you answ are

are _“No” to either &a or Bb, the plan cannot use Form 5500-8F and must mstead use Form 5500

Raptill .| Finan dal iInforration
! Plan Assets an Liabillties (a] Beginning of Year {k)End of Yaar
A Tolal PN BUBE  .eereciencr sttt ssrresaeesaten el T8 1,668,965 D
b Total plan liubil 8s....... T il Th 7,229 0
€ Netplan asiaets sublract [ine 'm ﬁom Ilne 1) ISP _7c 1,651, '?.36 U
3 Income, Expete s, and Transfers for this F'Ian Year st {a) Amount il
a Contributiona ¢ eived or receivable from: ’

(1) EMPIOY S oot sne s imimaenseennmeen e semase it e Bat1) O

{2) Parligipant ....ocooennsmimininnn cenmnuneso]_83(2)

{3) Others (inc. ding rollovers)....u.w. 8a(3} 0
B Other NGOM & [ BS)evnr i mrriniinms sessemsmmesss st siabsne i 8b e (117' 48{27? :
C Totalingom~ (= d nes aam. Ba(2), aam. and Bb) RPN [ - - T g bl
d "Bne:fm ga:ll;: 's: ;gdmg direct ron.were ar:::l‘:nsuranae pnemnums"" = 1,534,245}
e Certain deane. andfor corrective distributions (s2e instructions)...) e 0
f Administeative: wvice providers (salaries. faes, commlssmns)........ 8f 0
g Othar aXpeIse .. TP I - . . 0 -
N Total experaes add linaz 8d, 8e. af and F-7.) JROT Bh b I 1,534,248
i Netincome [ie: 1) (subtract line &h from line 8c).... e B ; {1, 651 ?36.)
j Transfersto (fr ) the plan (see iNSIAUCHONE) .. coimsiimaremenserse. -
For Papereeart RediStio. et Nae and ONE Cantrol NUTIARE, 306 the instnzctions for Form S500-5F.
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If 1he plan r-r‘u-\
2A 2E 2t

b  iithe plan prov

zharacteristics

l.;s pe;sro; benefits, enter the applicable pension feature codes fram the List af Pian Characteristic Codes in the instructions:
J 2K 3D

les welfare benefits, enter the applicable welfare featura codas from tha List of Plan Charagteristic Codes in the instructions:

g

pli tnce Questions

During the pla year Yes | Ne Amount

& Was there afi lure Lo transmit to the plan any participant contributions within the time psriod described in l
28 CFR 2'1C 1027 (See instructions and DOL's Veluntary Fidugiary Careetion Program) ... 10a X

b Were then: ar nonexempt fransactians with any party-ln-lnterest? {Do not Include transactions reporiad

online 105 3. eeoeeeeresrensss . 100 X
C Wasthepan overed by 8 ﬁdelity BONI? e L b s g e et R toe| X 170,000
d Didthe planh va a loss, whather er not reimbursed by the plan 5 ﬂdelﬂy bond, that was caused by fraud

ordishonedty’ . 10d X
€ Were any ‘=8t or commissions paid lu any brokers. agents. or olher persons bv an insurange carrier

insurance ser. e or other organizatnon that prowdes some of al1 of the benafits under the plan? (Sn

INSEPUBHING . onsersareererssnrermrerineryrenee SRS I Y .- 4,568
f Hastheplind Iled fo pro\ndn any benefit when due under the plan? 10f X
g Didtheplanh se any participant loang? (If "Yes,” enter amount a5 of year and.y...........cc.cenrenrsensasenns 10g X
R Ifihis is ar in¢ Adual account plan was there a blackout pericd? (See instructions and 29 CFR

2520,101-4}. s e R et N P R e 10h X
i If1Dhwas an: rered "Yes nheck. |he box if you either provided the requrred notice or one of the

excaptions to -oviding the natice applied under 28 CFR 2520.101-3... OTTRP P OPRON 9 30i

4rt Vi | Pensio

1 Funding Compliance

11 |Isthis a deline benefit plan EUb]EG‘! o minimum fundmg requrremenis? (If "Yes," sea Instructions and complete Schedule SB (Form
L0 I e e s s Yes [ No
12 Isthis & deline contrfbu'hon plan subjec! to the minimum fundmg requrements of section 412 of the Codle ar section 302 of ERISA? . D Yes El No
{F "Yes," cumy e 12a ar 12b, 12c, 12d, and 12e below, as applicable.)
a Ifawaiver oft 2 minimum fundlng standard for a prior yearis being amortized in this plan year, see instructions, and enter the date of the letter rullng
granting thaw Wer e I PP VPO [+ Day Year
if you completec ne 123, cnmplete lines :1 9 and 10 nf Sr:hnduls MB (Furm 5500). arld sklp an line 13.
b Enterthe nini um required contribution for this plan year.................u BT P PP P PRI 121 P 12b
C Enterthe swa nt contributed by the employer to the plan for this plan year.... " | 12¢
d Subtractthe a ountin line 12& from the amount in ling 12b, Enter the result (enter a mlnus s:gn to 1he Ien nfa 12d
negative aInok £) v - T “
e Wil the mijim 1 fundinty amount reported on line 12d be met D Yes [N ] na
g""r’-ﬁﬁﬁ!l "] Plan i srminations and Transfers of Assets
[3a Has aresoutic toterminate the plan been adopted in any PN YERIT ...cwimmirmms wsnsssnansn, .. | %] Yes |:| Ne
If “Yas,” erter 12 amount of any plan aseets that reveried to the employer thig YR8 . rasirseaein [, o[
b Were all the p: n assets distributed i pamcupants or beneficiaries, transferred to ancther plan, or brought under the control E y D N
of the PBGCT ... PR e e a5 Q

C [Ifduringth s

n year. anv asse:s or hamrties were transfarred from thrs plan rn anulher plan(s). wtentrry the plan(s) tn

which assels - liabilities werna transferred, (See instructions.)
13c(1) Name of lan(s): 13c(2) EIN(S) 13c(3) PN(s)

aution: A Eﬂnﬂj!:!
Jnder penalties of
3B or Schedule B

ty or the late or incemplete filing of this returnireport will be assessed upless reazonable couse is established,

Hury and other penalties set forth in the instructions, | declare that | have examined this return/repart, including, If applicable, a Schedule
ampleted and signed by an enrolled astuary, as well as the electronic vereion of this retumirepon, and 1o tha best of my knowledge snd

selief, it Is tn.p corr. 3, and complete, )
5|3N5~ P ;_U_Q_W 3_/}7/f2-— Kenneth Gazxrod, M.D.

HERE. | siMa:ure of pi inistrator ¢ Date, Enter gime of Individual sighing as plan administrator

;;'!5 i ; % 37#‘}—?'//1— Kenneth Garred, M.D.

HERE" | gignalun of employeriplan sponsor Date Enter name of individual signing as employer or plan spensor




