Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor

Employee Benefits Security Administration the Internal Revenue Code (the Code).

Pension Benefit Guaranty Corporation

This form is required to be filed under sections 104 and 4065 of the Employee
Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of

Short Form Annual Return/Report of Small Employee

» 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

11/30/2011

A This return/report is for: B a single-employer plan

B This return/report is: the final return/report

D the first return/report
D an amended return/report
[ ] Form 5558

D special extension (enter description)

C Check box if filing under: D automatic extension

D a multiple-employer plan (not multiemployer)

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

D a one-participant plan

D DFVC program

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
PALM BEACH UROLOGY ASSOCIATES, PA DEFINED BENEFIT PLAN plan number
(PN) 002
1c Effective date of plan
01/01/2007
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
PALM BEACH UROLOGY ASSOCIATES, PA (EIN) 65-0185096
2C Sponsor’s telephone number

3347 STATE ROAD 7 3347 STATE ROAD 7

561-790-2111

SUITE 101 SUITE 101 2d Business code (see instructions)
WELLINGTON, FL 33449 WELLINGTON, FL 33449
621111
3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
PALM BEACH UROLOGY ASSOCIATES, PA 3347 STATE ROAD 7 65-0185096
SUITE 101 o
3C Administrator’s telephone number
WELLINGTON, FL 33449 5617902111
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 41
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) ...t ctetet ettt ettt ettt ettt ettt et ettt sses ettt es e esce ettt ee e eseseh ettt eses et et et s ans et et an s s caetetanans 5c

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

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 CONAItioNS.)........ccoiiiiiiiiiiiiiii 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 954910 0
b Total plan li@bilies..........co.oveverceeeeeeeeeeeeee e 7b
C Net plan assets (subtract line 7b from line 7a)............c....cc..cevu...... 7c 954910 0
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ...ttt 8a(1)
(2) PArtiCIPANES ...cevieiiiiiiesiie ettt 8a(2)
(3) Others (including rolloVErS).........cccuveevuiieeiiee e see e seee e 8a(3)
D Other inCome (I0SS) ......oecuveeeeeeecee e 8b -42352
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........cccecvveeen. 8c -42352
d Benefits paid (including direct rollovers and insurance premiums
to provide BeNEfitS).......cociiiiiiiiiiii 8d 884900
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f 27658
g Other eXpenses.........ccoviviiiiiiiiic 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)..............cccvvevrrrrrnnan. 8h 912558
i Netincome (loss) (subtract line 8h from line 8C)........ccc.cccovevvevernnee. 8i -954910
j Transfers to (from) the plan (see instructions) 8]

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

Form 5500-SF (2011)
v.012611



Form 5500-SF 2011 Page 2 -

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:
1A 1 3D 1H

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 70000
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
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. 04/18/2012 LARRY BUTCHER PREPARER

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




H H H OMB No. 1210-0110
SCHEDULE SB Single-Employer Defined Benefit Plan °
(Form 5500) Actuarial Information 2011

Department of the Treasury

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

Department of Labor i i i . . .
Employee Benefits Security Administration Retirement |ncomelr?ti(r:rl;lglt);zé\(;tegL;.gggd(eEgl]zp(\%Oe:jned).Sectlon 6059 of the This Forrln IS OF;_e” to Public
Pension Benefit Guaranty Corporation nspection
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending  11/30/2011

» Round off amounts to nearest dollar.
» Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
PALM BEACH UROLOGY ASSOCIATES, PA DEFINED BENEFIT PLAN plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
PALM BEACH UROLOGY ASSOCIATES, PA 65-0185096
E Typeofplan: X Single [ ] Multiple-A [ ] Multiple-B F Prior year plan size: x| 100 or fewer [ | 101500 [ | More than 500
‘ Part | | Basic Information
1  Enter the valuation date: Month _11 Day 30 Year 2011
2  Assets:
B MAIKEE VAIUE.......cooceeeeececeseecee e ae et s s st s et es s e s st s ens st s saes e nsensenss s sensenansenens 2a 884900
D AGHUANAI VAIUE ... 2b 884900
3 Funding target/participant count breakdown: (1) Number of participants (2) Funding Target
a For retired participants and beneficiaries receiving payment ........... 3a 0 0
b For terminated vested participants ..............c.cccocoeveveeicesseiresesnns 3b 8 6648
C  For active participants:
0
813779
31 813779
O TOMAl e 3d 39 820427
4 Ifthe plan is in at-risk status, check the box and complete lines () and (0) ......ccocevvervrereerennne D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........cooiiiiiiiiiiiiiiiie it 4a
b Funging target reflecting at—ri;k assumptiqns, but disrega_rding trapsition r.ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccccoccvveevineenne
D EMfECHVE INEIEST FALE .....cvviieieisiecteteieii ettt sttt bbb s e bbb st s e s bbb es st b b s 5 571 %
6  Target normal cost 6 16712

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 03/19/2012
Signature of actuary Date
LAWRENCE S. BUTCHER 11-05843
Type or print name of actuary Most recent enrollment number
VERISIGHT, INC. 312-488-6756
Firm name Telephone number (including area code)

135 S. LASALLE STREET
SUITE 2225
CHICAGO, IL 60603

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2011

v.012611




Schedule SB (Form 5500) 2011

Page 2 -

‘ Part Il | Beginning of year carryover and prefunding balances

(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
ST L) OSSPSR 0 6603
8 Portion elected for use to offset prior year’s funding requirement (line 35 from
o TE[o T =T: 19 NSO 0 0
9  Amount remaining (line 7 MiNUS INE 8) ..........c.veviveueeeeeeeeeeeeee e 6603
10 Interest on line 9 using prior year's actual return of 15850f .. 1047
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38 from prior year)............c..c.ccco......] 155783
b Interest on (a) using prior year's effective rate of 6.18 9% except as
otherwise provided (SE€ INSIIUCLIONS) ......ccovviieiiiiieeiiee e e e eee e e e 0
C Total available at beginning of current plan year to add to prefunding balance...........] 155783
d Portion of (c) to be added to prefunding balANCe............c.ccevieeeeeeeeeseeeeeeeeeen) 155783
12 Other reductions in balances due to elections or deemed elections .......................... 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)................] 0 163433
Part Ill Funding percentages
14 Funding target attaiNnMENT PEICENTAGE. ..........cvvevveereeereesseesssesseesssessssssssessssesssessssssssssssses s ssssessesesssessssesssesssesssessseesssenssssesssesssessesnssessassssas 14 110.54 %
15 Adjusted funding target attaiNMENt PEICENTAGE ............c.ev.cuiveeeeeereceeteseteseseetesesseseseesesssaesessesessssesessesesaesesssses st essneesesseaesneesenssaesneeseneeeas 15 110.54 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 16
CUITENt YEAr'S FUNAING FEQUITEIMENT.........cuiitiiieieteiteitetet et et ete et et eteetesteste st eseesestestes s e s eseebesbesse et ensensebeebessessessessaresbebensensabestessesseseereeed 109.69 %
17 Ifthe current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...............c.cc.oo........ 17 %
Part IV Contributions and liquidity shortfalls
18 cContributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
Totals » | 18(b) 18(c) |
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years. ..........cccccvecvveevcveesrenennn 19a
b Contributions made to avoid restrictions adjusted to VAlUALION JALE ...............covoveieeeeeeeeeeeeeeeeeeeeeee s 19b
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19c 0
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding Shortfall” fOr the PrIOF YEAI? .........eeiiiiiii ittt e et e e e s s e e e sabn e e s abne e e sbreeenaneeas |:| Yes No
b If 20a is “Yes,” were required quarterly installments for the current year made in a timely ManNer? ..............cocoovoveoeeeeeeeeeeeeeeeeeeeeneeenn |:| Yes D No
C If 20ais “Yes,” see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2011 Page 3

Part V [Assumptions used to determine funding target and target normal cost

21 Discount rate:

1st segment:
2.01%

2nd segment:
5.16%

3rd segment:
6.28 %

a Segment rates:

D N/A, full yield curve used

b Applicable MONth (ENEEF COUERY .........c.cvvieeeeeeeeeee oot et e ee et e ettt en et en et en e

21b

22 Weighted average FetirEMENT AQE .........c.ocreeeevereeeeeeeeeeeeeeeeeeteeeeeete e es s eseseteeeseseseeseneseseseseee et easseseaseneneseesseeeaees

22

63

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate

D Substitute

Part VI |Miscellaneous items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

F= L0 =T 10 1T | PP RSPTOY

|:| Yes No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ..............cccc.covevvrunn. |:| Yes No

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment

27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions

regarding AttACHIMENT. ..ottt ettt ettt ettt 27
Part VII |Reconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contributions fOr @ll PriOr YEATS ............cceievieeeieieeeeeeeees et ee e es e 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(A= = OO 0
30 Remaining amount of unpaid minimum required contributions (line 28 MiNUS liN€ 29) .........ccccoeveveveveecceeeene. 30 0
Part VIII | Minimum required contribution for current year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAI COSE (N B) .....cu.eeeeeeeeeeececeeeeee et te et eeeee et et s e e e e ee et e et ee s s eseeeeetesee et ees e eaeanenenenaseeen 3la 16712
b Excess assets, if applicable, but Not greater than 31a ...........c.ccevcvoeereereeieeeeeeeee e ee e eneneneeeeesenans 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INSLAIIMENT ...........c.ccoi i 108292 17124
b Waiver amortization inStallMeNnt..............c.cceveveeveieeueieeeeeeeeeseeee e 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............cccceeveeiiicnnnncneene 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a+32b-33)..] 34 33836
Carryover balance Prefunding balance Total balance
oo 01 58 10 TSI e 0 33636 33836
36 Additional cash requirement (line 34 MINUS INE 35) ............cc.ceueviveiieeeieeeeieiereseeeese et esese s esasse e seses s 36 0
37 C_ontributions allocated toward minimum required contribution for current year adjusted to valuation date 37 0
(LTSI Lo TP PT R UUR RPN
38 Present value of excess contributions for current year (see instructions)
A Total (excess, if any, Of [INE 37 OVEF lINE BB) .....c.cvvveveveeereeeeeeeeeeseeeeeeeeeee e tes sttt es st tes st ene s e senenens 38a 0
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances ....... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) .........c.ccccccee...... 39 0
40 Unpaid minimum required CONtHBULIONS fOF @Il YEAIS............ccoveiveeeeeeeeeeeeeeeee s eeee e st 40 0

Part IX Pension funding relief under Pension Relief Act of 2010 (see instructions)

41 If a shortfall amortization base is being amortized pursuant to an alternative amortization schedule:

QL SCREAUIE BIECIEA ...ttt e et e e e e e st e et e e e s e ta e et e e e e e e ssasbeeeaeeanbaeeeeeesanstaaseeaesennsanneeeas

|:| 2 plus 7 years

D 15 years

b Eligible plan year(s) for which the election in line 41a Was MAE .............cocoiieeoeeeeeeeeeeeeeeeeeee e

42 Amount of acceleration AdJUSIMENT ............c.cciiioroeeeeeeeeeeceee e et e et e e e et ee et e et e ee s s eneseee et e e eeeeneneneneseeen

[ ]2008 [ ]2009 [ ]2010 [ | 2011
42

43 Excess installment acceleration amount to be carried over to future plan Years ...........ccoceveveueeeceereeereneenenns

43




Attachment to 2011 Form 5500
Schedule SB, line 22 - Description of Weighted Average Retirement Age

Plan Name Pal m Beach Urol ogy Associ ates, PA Defined Benefit Plan EIN: 65-0185096
Plan Sponsor's Name Pal m Beach Urol ogy Associ ates, PA PN: 002

The weighted average retirement age is equal to the normal retirement age of 63

List the rate of retirement at each age and describe the methodology used to compute the weighted average
retirement age, including a description of the weight applied at each potential retirement age.

Normal retirenent age is the later of age 63 or 5 years of plan participation.
Al participants are assuned to retire on the normal retirenment date.



Attachment to 2011 Schedule SB, Part V - EIN: 65-0185096 PN: 002

PALM BEACH UROLOGY ASSOCIATES, P.A.

Plan Effective Date
Plan Year

Eligibility

Normal Retirement Age

Normal Retirement Benefit

Normal Form of Benefit

DEFINED BENEFIT PLAN
Plan Frozen 2/4/2010

Summary of Plan Provisions

Plan Year: 1/1/2011 to 11/30/2011
January 1, 2007
From January 1 to November 30
All employees not excluded by class are eligible to enter on the
January 1 or July 1 coincident with or following the completion of
the following requirements:

1 year of service

Minimum age 21

Union Employees, Nonresident Aliens and Leased Employees

All participants are eligible to retire with their full retirement benefit
on the later of the following:

Attainment of age 63
Completion of 5 years of participation

Upon normal retirement each participant will be entitled to a benefit
payable in the normal form equal to the following:

Group 1: Owners: 6.5% of avg compensation times years of
participation (max 13)

Group 2: Spouses of Owners: 0 percent of compensation times
credited service

Employees not included in the Group(s) above:
.5 percent of compensation times credited years

Credited years are plan years commencing with the year of entry and
ending with the retirement year excluding the following:

Years with less than 1,000 hours
with a maximum of 30 years

Maximum benefit is $16,250 per month
Maximum percent of salary is 100%

Benefit is based on average salary during the highest 3 consecutive
years of employment

A benefit payable for the life of the participant



Attachment to 2011 Schedule SB, Part V - EIN: 65-0185096 PN: 002

PALM BEACH UROLOGY ASSOCIATES, P.A.

Accrued Benefit

Termination Benefit

Top-Heavy Minimum Benefit

Top-Heavy Vesting

Top-Heavy Status

Death Benefit

Disability

DEFINED BENEFIT PLAN
Plan Frozen 2/4/2010

Summary of Plan Provisions
Plan Year: 1/1/2011 to 11/30/2011

The normal retirement benefit described above calculated based on
the salary and/or service to the date of calculation, but payable at
normal retirement.

Upon termination for any reason other than death, disability or
retirement a participant shall be entitled to a portion of the actuarial
equivalent of his accrued benefit in accordance with the following
vesting schedule:

Immediate 100% vesting

Credited years are plan years commencing with the year of hire and
ending with the retirement year excluding the following:

Years with less than 1,000 hours

Top-heavy minimum benefits are provided under another plan of the
employer.

In any year the plan is top-heavy the participants will vest in
accordance with the following vesting schedule:

Credited Years Vested Percent
0
20
40
60
80
100

OOl WN B

Credited years are plan years commencing with the year of hire and
ending with the retirement year excluding the following:

Years with less than 1,000 hours
A plan is top-heavy if over 60% of the value of all accrued benefits
in all of the employer's plans are for the benefit of key employees. A
key employee is generally an officer or owner of the company. This
plan is currently top-heavy.

Actuarial Equivalent of the accrued benefit earned to date of death

Equal to present value of the accrued benefit



Attachment to 2011 Schedule SB, Part V - EIN: 65-0185096 PN: 002

Interest Rates

Pre-Retirement
Turnover
Mortality

Assumed Ret Age

Post-Retirement

Mortality

PALM BEACH UROLOGY ASSOCIATES, P.A.

DEFINED BENEFIT PLAN
Plan Frozen 2/4/2010

Statement of Actuarial Assumptions and Method
Plan Year: 1/1/2011 to 11/30/2011
Valuation Date: 11/30/2011

For PPA Funding

Segment1 2.01%

Segment2 5.16%

Segment 3 6.28%

None
None

Normal retirement age
63 and 5 years of
participation

Male-modified RP2000
combined healthy male
projected 26 & 18 yrs
Female-modified
RP2000 combined
healthy female
projected 26 & 18 yrs

Assumed Benefit Form For Funding

Calculated Effective Interest Rate

For 417(e)

Segment1l 2.16%

Segment2 4.77%

Segment 3 6.05%

None
None
Normal retirement age

63 and 5 years of
participation

2011 Applicable
Mortality Table from
Rev Rul 2006-67

Normal Form

5.71%

For Actuarial Equiv.

Pre-Retirement
5.50%

Post-Retirement
5.50%

None
None

Normal retirement age
63 and 5 years of
participation

GAR 94 without loads
projected to 2002 with
scale AA 50%M/50%F

An actuarial value of assets is used for funding purposes. This year the actuarial value of assets is
100.0% of the market value of assets.



Attachment to 2011 Schedule SB, line 32 - Schedule of Amortization Bases - EIN: 65-0185096 PN: 002

PALM BEACH UROLOGY ASSOCIATES, P.A.
DEFINED BENEFIT PLAN
Plan Frozen 2/4/2010

Shortfall Amortization
Valuation Date: November 30, 2011

Number of Value of
Amortization Future Future
Valuation Date Method Installments Installment Installments
11/30/2011 7-year 7 $17,124 $108,292

Total $17,124 $108,292



Age/
Svc

0

Ave Sal

1-4
Ave Sal

5-9
Ave Sal
10-14
Ave Sal
15-19
Ave Sal
20-24
Ave Sal
25-29
Ave Sal
30-34
Ave Sal
35-39
Ave Sal
40+
Ave Sal
Total

Ave Sal

<25

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

3

n/a

25-29

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

2

n/a

Attachment to 2011 Schedule SB, line 26 - EIN: 65-0185096 PN: 002

PALM BEACH UROLOGY ASSOCIATES, P.A.

DEFINED BENEFIT PLAN

Plan Frozen 2/4/2010

Schedule of Active Participant Data
Plan Year: 1/1/2011 to 11/30/2011
Valuation Date: 11/30/2011

30-34 35-39 40-44 45-49

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

2

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

9

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

0

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

5

n/a

50-54  55-59
0 0
n/a n/a
6 3
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
6 3
n/a n/a

60-64 65-69
1 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
0 0
n/a n/a
1 0
n/a n/a

*Employees who have not met the minimum eligibility requirements are excluded

Average Age:

41.7

Average Service:

70+

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

Total

n/a

26

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

31



Form 5500-SF

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be filed under sections 104 and 4065 of the Employee
Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of
the Internal Revenue Code (the Code).

» Complete ail 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

11/30/2011

A This return/report is for:

B This return/report is:

C Check box if filing under:

BI a single-employer plan
|:| the first return/report

D an amended return/report
D Form 5558

D special extension (enter description)

D a multiple-employer plan (not multiemployer)
the final return/report

U automatic extension

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

D a one-participant plan

D DFVC program

| Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
PALM BEACH UROLOGY ASSOCIATES, PA DEFINED BENEFIT PLAN plan number
(PN) b 002
1c Effective date of plan
01/01/2007
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
PALM BEACH UROLOGY ASSOCIATES, PA (EIN) 65-0185096
2¢ Sponsor's telephone number

3347 STATE ROAD 7
SUITE 101

3347 STATE ROAD 7

561-790-2111

SUITE 101 2d
WELLINGTON, FL 33449

Business code (see instructions)

WELLINGTON, FL 33449 621111
3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
PALM BEACH UROLOGY ASSOCIATES, PA 3347 STATE ROAD 7 65-0185096

SUITE 101 3c

WELLINGTON, FL 33449 Administrator's telephone number

561-790-2111

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 Plan YEar...........ccoco.oiiieiieeie s 5a 41
b Total number of participants at the @nd of the PIaN YEAT..........c..coveviiiiiieeeeeeee et 5b 0
€ Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIEEE THIS HEIMY ... oo oottt tet s ss et et ses e ee st eeeeae et ens s et e s st ns st et nsee et enscaansem st sen e 5¢

Yes D No
Yes D No

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStrUCHIONS.) .......c.ovoevveieiieeieieereveeee e

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)........c.cccovviiiiiii i

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

7 Plan Assets and Liabilities

(a) Beginning of Year (b) End of Year

a Total plan assets 954910 0

b Total plan liabilities ...

C Net plan assets (subtract line 7b from line 7a)............c.cococevvveviii... 954910 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount

____(b) Total

a Contributions received or receivable from:

(1) EMPIOYETS ..ooiiieiceit et 8a(1)
(2) PartiCipants ......ccoooiiiiiiie e 8a(2)
(3) Others (including rollovers).... 8a(3)
D Other inCome (IOSS).....ovovoeeriieeeeeeeee e eee e 8b
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......c.covveevneen. 8c
d Benefits paid (including direct rollovers and insurance premiums
to provide Benefits)..... ..o 8d 884900
e Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service pfoviders (salaries, fees, commissions)........ 8f 27658
O Other eXPensSes.......ccoiiiiiiiiii e e 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 912558

I Netincome (loss) (subtract line 8h from line 8¢)........cccccevviiiiiinennns 8i
j Transfers to (from) the plan (see instructions) .........cccccoeccevviiiinnenne 8j

-954910

Form 5500-SF (2011)
v.012611

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form §500-SF.



Form 5500-SF 2011 Page 2 -

: Plan Characteristics
9a lf the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1l 3D 1H

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

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 2510.3-1027 (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 TN TOG.) ottt e e et e b e et e et e e s e esa e e s e e e r bt e s aae e e n bt e ete srs e et e et enreea s ees 10b
C  Was the plan covered by a fidelity DONA? ........ooviiiiiiice e es e ns 10c | X 70000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
OF QIS ONESEY 2 oottt et e et e e et e e e e e ettt aeete e s e et ae e etraae e e 10d
e 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
TNSETUCHIONS.) <ottt ettt ettt et e e st et st e s e e s e et emee s s s e e e sse e s neees e e naesssant e ssanse s s neeeneean 10e
Has the plan failed to provide any benefit when due under the plan? ..........cccccooviiiiiiiii e 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of yearend.)...........coccveviiiirinne 10g
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2820, 10723, ) e bbbt eh et r et Rtk e b et er et s e ne ettt es bt eat et e ene e eaeen 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......c.ocoiiiiiiiiiiicieeee e 10i

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

B500)) oo Yes [ ] No
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
granting the WaIVET. .......iiiii e ettt ettt ettt et e eaeeaeesaasre et e eteeenreas 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 YEa............ccouw.iviieieeceeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year 12¢
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 BIMOUNL) ...eeiiii ettt e et e et e e et e te e sae e neeeesseseaseeansee s s aeasteessbeeassesereaeessaeanseesnaeeanns
e Will the minimum funding amount reported on line 12d be met by the funding deadiine?..................cooooocceveervcrrerocererce []Yes []No [] N
Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any pPlan YEAr? ............ocoooiiieeieecreeeeeeeeeeee e, Yes D No
If “Yes," enter the amount of any plan assets that reverted to the employer this year .........c.ccoovvvvniiciiviirenn. ’ 13a l 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF 18 PBGG?..o oo oo et et ees e e e e e et 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): 13¢(2) EIN(s) 13¢c(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, c;e}i; and-eoplete. vy,

Slgnatuﬁt;planéanzunlstratqi/ﬁ/t« Date 3/5’-"’//Z Enter name of individual signing as plan administrator

»f‘ Signature of employer/plan sponsor Date3/2¢9//..7— Enter name of individual signing as employer or plan sponsor
7 [




VERISIGHT

Filing Authorization
For the 2011 Form 5500 / Form 5500-SF

Name of Plan: PALM BEACH UROLOGY ASSOCIATES, P.A. DEFINED BENEFIT PLAN
EIN/PN: 65-0185096 / 002

Plan Year Ending: 11/30/2011
PART | Authorization of VERISIGHT, Inc. to Electronically Sign and File
| hereby authorize VERISIGHT, Inc. to electronically sign and file the above-named return/report through EFAST2.

| understand that in granting this authority:

1. liwe must manually sign and date page 1 of the Form 5500 and/or page 2 of Form 5500-SF and provide a scanned copy
of that signature page to VERISIGHT, Inc. before the electronic filing can be initiated.

2. VERISIGHT, Inc. will retain a copy of this written authorization in its records.

3. VERISIGHT, Inc. will notify the individual(s) signing below as plan administrator/employer about any inquiries and
information it receives from EFAST2, DOL, IRS, or PBGC regarding this annual return/report.

4. A copy of my signature, as it appears on page 1 of the Form 5500 and/or page 2 of Form 5500-SF, will be included with
the return/report posted by the Department of Labor on the Internet for public disclosure.

5. VERISIGHT, Inc. shall not be deemed an administrator or other fiduciary with respect to any Plan solely on account of
the services performed under this authorization.

This authorization is ap% to the filing for the above-named Plan and applies only for Plan year end stated above.
Plan Administiator. W/ ' Date: _~3/2& /e :

Employer/Plan Sponsor
(if not the Plan Administrator): Date:

PART Il Acknowledgement of Receipt of Authorization

On behalf of VERISIGHT, Inc., | hereby certify that the firm will use the authority granted only for the express purpose
described above; that the firm will not disclose confidential information to any parties other than the DOL, as required for
EFAST filing; and that the firm will take reasonable steps to assure that confidential information provided by the Plan
Administrator or Plan Sponsor is protected from unauthorized disclosure.

For VERISIGHT, Inc.: Date:
(signature and title)

The designated service provider must retain this authorization.
Do not submit this form to the DOL, unless requested to do so.



Val Lynch

From: Gary Evans <Gary.Evans@verisightgroup.com>

Sent: Monday, March 19, 2012 4:37 PM

To: Val Lynch

Cc: Kay McVeigh; Beth Sexton

Subject: Palm Beach Urology - 2011 Final Defined Benefit Plan Annual Return - Action Required
Attachments: Filing Authorization - Palm Beach Urology DB.pdf; 2011 5500SF - PBU DB.pdf

The following related to the PBU defined benefit plan is attached:

2011 Short Form Annual Return/Report of Small Employee Benefit Plan (Form 5500-SF). This form must be filed
electronically with the Department of Labor (DOL). Please have Dr. Becker or Dr. Lopez complete the attached
Filing Authorization form and return a copy to us. Additionally, please have one of them sign and date on
page 2 of the Form 5500-SF, where indicated, and return a copy to us. We will need these items returned as
soon as possible so that we may electronically file the forms with the Department of Labor. Please have them
return the forms via fax or email. Have them keep the signed original copy for their records.

Let us know if you have any questions.

Gary Evans
Actuarial Consultant

P.S. My email address is now: Gar

vans@verisightgroup.com. Please update your records.

VERISIGHT, Inc.

135 South LaSalle Street, Suite 2225, Chicago, IL 60603-4185
Phone |Fax: 312-488-6720

Cell: 847-533-7064

www.verisightgroup.com

RISIGHT

Circular 230 Disclosure: Any tax-related discussion contained in this e-mail (including
any attachments unless expressly stated otherwise) is not intended or written to be used,
and cannot be used, for the purpose of (i) avoiding any tax-related penalties under the
Internal Revenue

Code or (ii) promoting, marketing, or recommending to any other party any transaction or
matter addressed herein.

Confidential Information: The information contained in this e-mail and any attachments

is

solely for the intended recipient and may contain confidential or privileged

information. If you have received this communication in error, please notify the sender
immediately, and permanently destroy this message and any attachments.



SCHEDULE SB Single-Employer Defined Benefit Plan el
(Form 5500) Actuarial Information 2011

Depariment of the Treasury

L A C T S This schedule is required to be filed under section 104 of the Employee

- BD:r;‘::frltlr:g:L 32??23% o . Retirement IncomeI r?ti?rl:;iltsll? /;\\(zte rc:m; ; Qg:d(eEFtlrl‘SAg :dn: section 6059 of the This Form is Op_en to Public
Pension Benefit Guaranly Corporation e ) Inspection
P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending  11/30/2011

P Round off amounts to nearest dollar.
» Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
PALM BEACH UROLOGY ASSOCIATES, PA DEFINED BENEFIT PLAN plan number (PN) ) 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
PALM BEACH URGLOGY ASSOCIATES. PA 650185096
E Type of plan: Single D Muttiple-A D Multiple-B F Prior year plan size: 100 or fewer D 101-500 D More than 500
| Part | | Basic Information
1  Enter the valuation date: Month _11 Day _ 30 Year 2011
2 Assets:
B MArKEt VEIUS wessmreccemmmmmasssssrressesmmmssmeessmsesmmmmeeerssiesbii s RS bRRbas eCes  s SPT as s ssiismanennins) 2@ 884900
DD ACHUBIIA! VAIUE. oo eeeosss s esss s sesecsssessssessssssnssesnesssssssssesssssassresssiessesessessocesies| B0 884900
3 Funding target/participant count breakdown: (1) Number of participants (2) Funding Target
a For retired participants and beneficiaries receiving payment ........... 3a 0 0
b Forterminated vested PAriCIPANLS ..........ccovvervvermreerrrensssisssisssnions] OB 6648
C  For active participants:
(1) NON-Vested DENEitS...........oooricceiorssmcemssnsenrsssssssessscssessnnnsenens]_ 9C(1) 0
(2)  Vested BENEitS..........oooomicimrisccrmicsmessnsississessecsesssssinsinssnenice]_SC(2) 813779
(3) Total active ........ccocrvvrnvnn. 3c(3) 31 813779
Lo I PO T — 3d 39 820427
4  |fthe plan is in at-risk status, check the box and complete lines (a) and (b) D
a Funding target disregarding prescribed at-risk assumptions ... 4a
b  Funding target reflecting at-risk assumptions, but disrega_rding transition r_uIe for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ...
B EfECHVE INMETESE [ 1vvvvvrosieosoeseoeeseseseessmemsssssesessessseseeseircessseesssesessasssssssesesssesis s sssesmssisssssssssssissssessssl O 571 %
6 TAIISL NOMMAl COBL............conpersemmmgsssssssmmmemsss A R s ss st aswarsisssmmis]  © 16712

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, slalements and atlachments, if any, is complele and accurale. Each prescribed assumption was applied in
accordance with apglicable law and regulations. In my opinion, each ofher assumption is reasonable (taking into account the experience of the plan and reasonable expeclations) and such other assumptions, in
combination, affer my best estimate of anticipated experience under the plan,

) 7
Signature of actuary Date
LAWRENCE $. BUTCHER 11-05843
Type or print name of actuary Most recent enrollment number
VERISIGHT, INC. 312-488-6756
Firm name Telephone number (including area code)

135 8. LASALLE STREET
SUITE 2225
CHICAGO, L. 60603

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2011

v.012611




Schedule SB (Form 5500) 2011

Page 2 -

| Part 1| | Beginning of year carryover and prefunding balances

(a) Carryover balance (b) Prefunding balance

7 Balance at begmmng of prior year after appllcable adjustments (line 13 from prior

year) .. I 0 6603
8 Portion elected for use to offset prior year's fundlng requirement (line 35 from

prior year) .. i BT e 0 0
9 Amount remaining (fine 7 minus line 8) 6603
10 Interest on line 9 using prior year's actual return of 15.85% oo 1047
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38 from prior year)............ccicins 155783

b Interest on (a) using prior year's effective rate of 6.18 % except as

otherwise provided (see INSIrUCHONS) ..o 0

€ Total available at beginning of current plan year to add to prefunding balance........... 155783

d Portion of (c) to be added to prefunding balanCe...............oeirecemmesecisssissasnsees 155783
12 Other reductions in balances due to elections or deemed elections ...........c..ocovrveeeesg 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12).......c..cc.00 0 163433

Part Il Funding percentages

A4 FUNGING 1ArGEE AtAINMIENT PEICEBNIAGE. .11 ...rresserersessreesssssaessesesssess 515 011 14 110.54 %
15 Adjusted funding target attainment percentage... 15 110.54 %
16 Prior year's funding percentage for purposes of determmlng whether carryover/prefundlng balances may be used to reduce 16

current year's funding requirement... eereee Bt roreens 109.69 %
17 If the current value of the assets of the plan is less than 70 percent of the fundmg target, enter such percentage.... 17 %

Part IV Contributions and liquidity shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(c) Amount paid by

(a) Date {b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
Totals » | 18(b) 18(c) |
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years. ... 19a
b Contributions made to avoid restrictions adjusted to valuation date ............c.coviimiierrnecnnesiis 19b
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..... . 19€ 0
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall’ for the prior year? D Yes No
b I1f20a is “Yes,” were required quarterly installments for the current year made in a timely manner? D Yes D No
€ If20ais "Yes," see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2011 Page 3

Part V [Assumptions used to determine funding target and target normal cost

21 Discount rate:

a Segment rates: . seg;g;l;) e segﬂe;‘;) S8 segergznl;) D N/A, full yield curve used

D ApPHCADIE MONh (BNEEF COUBY .....vvovveirereieitcieiansireesscemsssscissesessssasess s s s s s as st s s 21b 0
22 Weighted aVerage MEtIrEMENt AQE ................. . iwceresemsiemsestmsirmssssasesssasss e ss s sssss s sas it 15 1005 22 63
23 Mortality table(s) (see lnstructlons) El Prescribed - combined D Prescribed - separate j Substitute

Part VI | Miscellaneous items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

LT e o218 1= 18| POt O P DI T P e e

D Yes EI No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ...

D Yes I No

26 Is the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required

attachment...........cocvneenes

l Yes D No

27 |fthe plan is eligible for (and is using) alternative fundlng rules, enter applicable code and see instructions 27
regarding attachment... e s ;
Part VIl |Reconciliation of unpaid minimum required contributions for prior years
28  Unpald minimum required contributions fOr @ll PrOT YBAIS ... ... wussrersssseussoerssassmssssissssssiemsasssis i s s 28 0
29 ai:ecc;tg:;ad employer contributions allocated toward unpaid minimum required contributions from prior years 29 g
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS liNE 29) .....corvvviecrssscisecrionnnnens: 30 0
Part VIII |Minimum required contribution for current year
31 Target normal cost and excess assets (see instructions):
@ TArGEt NOTMAL COSE (N8 B) .vvocrcvesssuiisssusssrsenssessosssssssssssosassssess e abmes 002848 A s e T 31a 16712
b Excess assets, if applicable, but Not Greater than 318 ......eweeeeersiemsississmsm st s 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStAIIMENE ......c..o.iveveieiiiiiiiiirem s 108292 17124
b Waiver amortization iNStAMENt ..........coceirerimmieriecassiiincuesssenesem e 0 0
33 If a waiver has been approved for this plan year, enter the date of the rL.Jling letter granting the approval 33
(Month Day Year } and the waived amount ...
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)..| 34 33836
Carryover balance Prefunding balance Total balance
e g g 3485
36 Additional cash requirement (ine 34 MINUS lIN€ 35) .....cu.ummmumsremmmie s e 36 0
37 C.ontributions allocated toward minimum required contribution for current year adjusted to valuation date 37 0
(T L= 1) T M Al
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of liNe 37 OVEr INE B6) .cuuuurrrmruirmrsisiosirisss sy s 38a 0
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances ....... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ... 39 0
40 Unpaid minimum required contributions for all YEars. .........coourruwisisiciesssisisissosssrins s s 40 0
Part IX rPension funding relief under Pension Relief Act of 2010 (see instructions)
41 If a shortfall amortization base is being amortized pursuant to an alternative amortization schedule:
A SCNEUUIE BIBCIEA .oeovveeeeees st sete it sebasiaseessem e eseae ek emaea b sh ek s S h sk S Ea 8 802440 Fo 8o 4 S 0 RS0 080 LSR8 F £ 840 Sn ST e DZ plus 7 years D 15 years
b Eligible plan year(s) for which the election in line 418 Was MAGE ..o s D 2008 [l2009 D 2010 D 2011
42 AMOUNt Of ACCEIETALON BAJUSITIENE .......vcveereeerseerieirmissiessotseesssrssesess e serm s b s EER e 2as 002 42
43 Excess installment acceleration amount to be carried over to future plan Years ... 43




