
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 section 6058(a) of the 

              Internal Revenue Code (the Code). 

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

OMB Nos. 1210-0110 
1210-0089 

2010 

This Form is Open to Public 
Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2010 or fiscal plan year beginning                                                                       and ending                                                         

A This return/report is for:  X  single-employer plan X  multiple-employer plan (not multiemployer) X  one-participant plan 

B  This return/report is for:  X  first return/report X  final return/report 

 X  an amended return/report X  short plan year return/report (less than 12 months)  
C  Check box if filing under:  X  Form 5558     X  automatic extension    X  DFVC program 
 X  special extension (enter description)                                                                                                                b 

Part II  Basic Plan Information—enter all requested information 
1b Three-digit 

plan number 
(PN)  001 

1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1c Effective date of plan 
  YYYY-MM-DD 
2b Employer Identification Number 

(EIN)  012345678
2c Plan sponsor’s telephone number

 1234567890

2a  Plan sponsor’s name and address (employer, if for single-employer plan) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB ST 012345678901 UK

2d Business code (see instructions)   
123456 
3b Administrator’s EIN 

 012345678
3a  Plan administrator’s name and address (if same as Plan sponsor, enter “Same”) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE123456789 ABCDEFGHI ABCDEFGHI A

3c Administrator’s telephone number
 1234567890

4b EIN 012345678 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 the plan number from the last return/report.  Sponsor’s name  

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  4c PN                                     012 
5a Total number of participants at the beginning of the plan year ..................................................................................  5a 12345678
b Total number of participants at the end of the plan year............................................................................................  5b 12345678
c Total number of participants with account balances as of the end of the plan year (defined benefit plans do not 

complete this item).....................................................................................................................................................  5c 12345678

6a  Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) .......................................................... X Yes X No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.)................................................................................ X Yes X No
 If you answered “No” to either 6a or 6b, the plan cannot use Form 5500-SF and must instead use Form 5500. 
Part III  Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ................................................................................ 7a -123456789012345 -123456789012345

b Total plan liabilities............................................................................. 7b -123456789012345 123456789012345

c Net plan assets (subtract line 7b from line 7a)................................... 7c -123456789012345 -123456789012345

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 
a Contributions received or receivable from: 

 (1)  Employers ................................................................................... 8a(1) -123456789012345 

   (2)  Participants ................................................................................. 8a(2) -123456789012345 

 (3)  Others (including rollovers).......................................................... 8a(3) -123456789012345 

b Other income (loss)............................................................................ 8b -123456789012345 

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......................... 8c  -123456789012345
d Benefits paid (including direct rollovers and insurance premiums 

to provide benefits)............................................................................. 8d -123456789012345 

e Certain deemed and/or corrective distributions (see instructions) ..... 8e -123456789012345 

f Administrative service providers (salaries, fees, commissions)......... 8f -123456789012345 

g Other expenses.................................................................................. 8g -123456789012345 

h Total expenses (add lines 8d, 8e, 8f, and 8g).................................... 8h  -123456789012345

i Net income (loss) (subtract line 8h from line 8c)................................ 8i  -123456789012345
j Transfers to (from) the plan (see instructions) ................................... 8j -123456789012345 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2010) 
v.092308.1

0

JANUS MEDICAL PC DEFINED BENEFIT PENSION PLAN

1

276029

621111

121 CROYDEN COURT
ALBERTSON, NY 11507

276029

0

JANUS MEDICAL PC

-3411

X

0

001

X

1

26-1960118

718-821-0643

0

718-821-0643

121 CROYDEN COURT
ALBERTSON, NY 11507

422440

JANUS MEDICAL PC

149822

146411

12/31/2010

12/31/2007

422440

0

26-1960118

12/30/2011

X

0 0

0

0

0

146411
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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:   

 1x   1x   1x   1x   1x   1x   1x   1x   1 x   1x  
b If the plan provides welfare benefits, enter the applicable welfare  feature codes from the List of Plan Characteristic Codes in the instructions:  

 1x   1x   1x   1x   1x   1x   1x   1x    1x  1 x  

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 
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program) ..............  10a   -123456789012345

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported 
on line 10a.) .............................................................................................................................................  10b   -123456789012345

c  Was the plan covered by a fidelity bond?...............................................................................................  10c    -123456789012345

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud 
or dishonesty? .........................................................................................................................................  10d    -123456789012345

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 
instructions.) ............................................................................................................................................ 10e   -123456789012345

f Has the plan failed to provide any benefit when due under the plan? ....................................................  10f   -123456789012345

g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).................................. 10g   -123456789012345
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   

2520.101-3.) ............................................................................................................................................  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....................................................  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 

5500)) ........................................................................................................................................................................................................... X Yes X No

12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. X Yes X 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 waiver. .................................................................................................................................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 plan year.......................................................................................... 12b -123456789012345

c Enter the amount contributed by the employer to the plan for this plan year............................................................... 12c -123456789012345

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 
negative amount) ......................................................................................................................................................... 

12d YYYY-MM-DD

e Will the minimum funding amount reported on line 12d be met by the funding deadline?....................................................... X   Yes     X   No     X   N/A 

Part VII  Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted during the plan year or any prior year? ................................................  X Yes X No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year...................................................... 13a -123456789012345

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control 
of the PBGC?...........................................................................................................................................................................  X Yes X 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) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 123456789 012

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 012

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, I declare that I 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. 

 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE SIGN 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE SIGN 
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 

DR. MUKUL ARYA

1

X

X

Filed with authorized/valid electronic signature.

X

1A

X

Filed with authorized/valid electronic signature.

X

X

X

DR. MUKUL ARYA

X

04/19/2012

X

X

04/19/2012

X



SCHEDULE SB 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Single-Employer Defined Benefit Plan 
Actuarial Information 

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

Retirement Income Security Act of 1974 (ERISA) and section 6059  of the 
Internal Revenue Code (the Code). 

 File as an attachment to Form 5500 or 5500-SF. 

OMB No. 1210-0110 

 

2010 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2010 or fiscal plan year beginning                                                                             and ending                                                        

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. 

B Three-digit 
plan number (PN)          001

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI   
C  Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

E  Type of plan:   X  Single     X  Multiple-A    X  Multiple-B  F  Prior year plan size:  X  100 or fewer    X  101-500   X  More than 500 

Part I   Basic Information  

3  Funding target/participant count breakdown (1) Number of participants (2) Funding Target 
 a For retired participants and beneficiaries receiving payment ............ 3a 12345678 -123456789012345

 b For terminated vested participants .................................................... 3b 12345678 -123456789012345

 c For active participants:  
  (1) Non-vested benefits................................................................... 3c(1)  -123456789012345

  (2) Vested benefits.......................................................................... 3c(2)  -123456789012345

  (3) Total active ................................................................................ 3c(3)  -123456789012345

 d Total................................................................................................... 3d 12345678 -123456789012345

4 If the plan is at-risk, check the box and complete items (a) and (b) ...........................................X  
a Funding target disregarding prescribed at-risk assumptions .......................................................................... 4a -123456789012345

b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been 
at-risk for fewer than five consecutive years and disregarding loading factor ................................................ 4b -123456789012345

5 Effective interest rate .............................................................................................................................................. 5 123.12%

6 Target normal cost.................................................................................................................................................. 6 -123456789012345

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    

Signature of actuary  Date 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  YYYY-MM-DD

Type or print name of actuary  Most recent enrollment number 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  1234567

Firm name  Telephone number (including area code) 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
UK  

1234567890

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 
instructions 

X 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF.  Schedule SB (Form 5500) 2010
v.092308.1

1 Enter the valuation date:                     Month _________    Day _________    Year _________  

2 Assets:  
a Market value.................................................................................................................................................... 2a -123456789012345

b Actuarial value................................................................................................................................................. 2b -123456789012345

12

0

1

JANUS MEDICAL PC DEFINED BENEFIT PENSION PLAN

272618

26-1960118

63506

001

12/31/2010

11-02034

239629

239629

0

203-356-0306

12/30/2011

2011

5.12

239629

30

PENSION ASSOCIATES

0

0

272618

THEODORE ANDERSEN, M.A.A.A., MSPA

04/18/2012

1

2001 WEST MAIN STREET, SUITE 230
STAMFORD, CT 06902

JANUS MEDICAL PC

X

0

X
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Part II   Beginning of year carryover and prefunding balances 
 (a) Carryover balance (b)  Prefunding balance 
 7 Balance at beginning of prior year after applicable adjustments (Item 13 from prior 

year) ............................................................................................................................
-123456789012345 -123456789012345 

 8 Portion used to offset prior year’s funding requirement (Item 35 from prior year) -123456789012345 -123456789012345

 9 Amount remaining (Item 7 minus item 8)..................................................................... -123456789012345 -123456789012345

10 Interest on item 9 using prior year’s actual return of                   % ............................. -123456789012345 -123456789012345

11 Prior year’s excess contributions to be added to prefunding balance:   
 a Excess contributions (Item 38 from prior year) ......................................................  -123456789012345

 b Interest on (a) using prior year’s effective rate of                   % ............................  -123456789012345

 c Total available at beginning of current plan year to add to prefunding balance ...........  -123456789012345

 d Portion of (c) to be added to prefunding balance...................................................  -123456789012345

12 Reduction in balances due to elections or deemed elections...................................... -123456789012345 -123456789012345

13 Balance at beginning of current year (item 9 + item 10 + item 11d – item 12) ............ -123456789012345 -123456789012345

Part III   Funding percentages 
14 Funding target attainment percentage................................................................................................................................................................. 14 123.12%

15 Adjusted funding target attainment percentage...................................................................................................................................... 15 123.12%

16 Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 
current year’s funding requirement......................................................................................................................................................... 16 123.12%

17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............................... 17 123.12%

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

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234    

 Totals  ►  18(b)  18(c) 

Liquidity shortfall as of end of Quarter of this plan year 
(1)   1st (2) 2nd (3) 3rd (4) 4th 

-123456789012345 -123456789012345 -123456789012345 -123456789012345 
 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

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 contribution from prior years........................................ 19a -123456789012345

 b  Contributions made to avoid restrictions adjusted to valuation date ...................................................................... 19b -123456789012345

 c Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c -123456789012345

20 Quarterly contributions and liquidity shortfalls:  

 a Did the plan have a “funding shortfall” for the prior year? .............................................................................................................................X Yes X No 

 b If 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? ...........................................................X Yes X No 

 c If 20a is “Yes,” see instructions and complete the following table as applicable:  

1

0

48915

0

03/15/2012

0

X

0

0

4.55

156.56

0

0

0

91.33

149822

2226

5.98

51141

0

0

0

0

138.84

0

0

48915

149822

0

148276

0



Schedule SB (Form 5500) 2010 Page 3 

Part V Assumptions used to determine funding target and target normal cost 
21 Discount rate: 

 a Segment rates: 1st segment: 
123.12_% 

2nd segment: 
123.12_% 

3rd segment: 
123.12 % X N/A, full yield curve used 

 b Applicable month (enter code) .......................................................................................................................... 21b 1

22 Weighted average retirement age .......................................................................................................................... 22 12

23 Mortality table(s)  (see instructions)              X    Prescribed - combined            X  Prescribed - separate          X  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  
 attachment. ........................................................................................................................................................................................................X Yes X No 

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

26 Is the plan required to provide a Schedule of Active Participants?  If “Yes,” see instructions regarding required attachment..........................X Yes X No 

27 If the plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 
regarding attachment.............................................................................................................................................. 27 

Part VII Reconciliation of unpaid minimum required contributions for prior years 
28 Unpaid minimum required contribution for all prior years ....................................................................................... 28 -123456789012345

29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 
(item 19a)................................................................................................................................................................ 29 -123456789012345

30 Remaining amount of unpaid minimum required contributions (item 28 minus item 29)........................................ 30 -123456789012345

Part VIII Minimum required contribution for current year 
31 Target normal cost, adjusted, if applicable (see instructions)................................................................................. 31 -123456789012345

32 Amortization installments: Outstanding Balance Installment 

a  Net shortfall amortization installment .......................................................................... -123456789012345 -123456789012345

b  Waiver amortization installment .................................................................................. -123456789012345 -123456789012345

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 ........................................... 33 

-123456789012345

34 Total funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b – 
item 33)................................................................................................................................................................... 34 -123456789012345

  Carryover balance Prefunding balance Total balance 

35 Balances used to offset funding requirement ........ -123456789012345 -123456789012345 -123456789012345

36 Additional cash requirement (item 34 minus item 35)............................................................................................. 36 -123456789012345

37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 
(Item 19c)................................................................................................................................................................ 37 -123456789012345

38 Interest-adjusted excess contributions for current year (see instructions).............................................................. 38 -123456789012345

39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37).......................... 39 -123456789012345

40 Unpaid minimum required contribution for all years ............................................................................................... 40 -123456789012345
 

 

0

0

6.24

84770

0

X

X

0

X

0

63506

0

1.99

0

0

0

148276

0

0

63506

63506

0

5.12

X

0

62



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

OMS NQ., ill/HIll 
12l1H10I 

Thls form ls W(lult&d to l:m flied under sections 104 and 400S 01 the Employ" 
Retirement Income Security Act 011974 (ERISA), and section 6658(3) of the 

Intsmal Revenue Code (the Code), 

2010 
Thls form Is Open to Pub/Ie 

IMpoc:tion 

~QI!.II!X>t 
<:~~~.~ 
~~~~ to Com~ aU entries In aeeo«lan~ wlth the lMWctioM to the Forni 5SOO.$F, 

Part I Annoal Re rt Identification Information .. .. 
!..F()f~the::=-ea=le~n:.::da~r'-le~Ia~I!~Yr.::e::;ar:..:2f)~1(~lor~.:..:fis=ea~l..t:p=1a~nL~ea=t..:::~:::lt.:IM=ln~gil...-_~--:::;:---.:1.:::,2L;13~1::L/..::2:.::0.:::.i.:::.o __ .........:a::.n:.:::d..::e::,;nd:;::l::.:nga.... __ -.:l-::2~/3Q/2011 
A This rotumfr~ t$ for !iJ &in9I~N~mployer phm 0 mu!!ip!"H~mpIoYllr plan (oot mvJoornpfoyer) 0 one-participant plan 

B This return/report 1$ for 0 firilt telumlt4pQrt 0 final relurrurepQrt 

o 1111 amended rtltumtrl1!por\ 0 short plan year retum/report (leM than 12 mOriths) o DFVC program C CMck box if IIltng under 0 F«m 5558 0 automatic eXWnslort o ~I extellslon (!!flIer ~plion) 

Part III Basic Plan Information - enter all roouested inlormation 

1a Nameofplafl 

JllnU. ~Cl!lJ. PC Defined ll4n&i'U l?4imtti<:>A Pllltl 

2a Plan sp<lnSOl"s !lame and sddfess {employer, If fer lIIngHmployer p!!IDi 
JIltIUIJ Medical-PC 

121 Crovden Court 

us Albed .• on NY HS01 
3a Plan a.;Imitllmtor's Ilame lind addre\lll (If same as plal1 employer, enter -$arl'l.I") 

Saze 

4 tf!he ~ andlOf EIN of 1M plan 5pOI'!SOI' MIl ~oo mllCl!! !he !ast rotumfrepor! 1\100 for Ihls plan, ellter!he 
Mme, ElM and the plall Ilumber from 1M !ast relumfrepQrt. Sp<mSOl"S Name 

sa Total Ilumber of partJclpants at tho beginnIng of lhe plan year 

b 'Total ntimber of participants at the eM of 1M ~n year • . , , . . , , , , . 
c T ota! number 01 participants W'ith lICCOOflt ba!aIlCl!!S as of 11M and of 1M plan Y1'Iar (defifled benefit plaM do oot 

complete this item) • • • • • • , • • • • • • • , • • • • • • • • • • • • • • 

Sa 1M!;& all of tOO plan's a$$l!t!l duting !he plan year ~ in eligible auets1(Sae instructions.) •••••• 

b Ate l! wai_ of 1M et1flual ~ aM report of an qualified public ~tam (I0PA) 
104-47 {See iI1~ on __ eligibollly and • • • • • • • • • • 

If you altSWtre(i MNo" tOlilithet $a Of' 6b, tM plan cannot un Form S6OO-SF and /l'Mlt lnataed we rOM 5500. 

Part 11r1 Financial Information 

a T olal plan asoots • , • • • , • 

b T ola! plan lillbilitill!J 

C Net 

8 Income, Expenses, liM Transfers for this Plan Yoor 

a Coolribulions rooai\led Of rooarvable from: 
(1) Employers. • • , • • 

tal P!lrtiJ:iJWI!s • • • • , 

(;1) OtIMI'ii {!lldudi/1(,l roUOIIerni • 

bOther Illcome (10$$) • • • • 

C Total irn::Ofllll(1idd Ji!'l6$ tIa{I). fJa(2). fJa{3). arn:lllb) 
d Beneflla paid (including dlrtlct roHOIIers and Insurance premiums 

to PfIWide benefits) • • • • • • • • , • , • • • 

e Certaill <leemed andiOf correct:illl'! dUltributions (sea iriS!rtJl::jjonsj 

f Adm'l'lIsuanve l!elY1O'! pro;Ilders (salaries, lees, COmmISlllO(15) 

9 Othar expanooS • • • • • , • • • , 

h TotaHI)(PlIfl_ (add ImeA lllt \Se, at, and Bgl • 

I Na! mcome (Io$$} (subtract line 811 from 1tf\>@ &0) • 

j Trtlri$1ern to {from) the plan (see InstructiollS) • 

{lI} Beginning of Yellr 

276,029 

276,029 

ac 

Sd 

° 3f o 

1 b Three,digit 

1001 plan IHJmber 
(PMl" 

1 C Effective dala of plat'! 

12/31/2()O1 
2b Employer Id!!fltificalion Number 

(EINl 26-1960118 
2c Phm sPOnSOr!; telephone number 

(?lSi 821~O643 
2d :~$jness code (sea im;!fUctions) 

1111 
3b I\dmiflt$trnlO(s EIN 

30 Admiflistrntor'a telephone Ilumber 

4b EIN 

4c PN 

sa 
5b 

-~~ 

1 
1 

(b) End of Yeer 

422,440 

422.440 

146,411 

146,41l 

rormll600-SF (2(l1d 
v.0&230 



Form 5600"sF :Will page 2.0 
Part Ivl Plan Characteristics 
9a If the plan provides pension benefits, enter the $pplicable pension feature COdeS !'rom the Us! of PRln Cl13tacterislic C«!1l$ in the instruction\! 

lA 
b If the plan provides welfare benefits, erllet the applicable welfare feature codes from the List of Pian Characteristic Codes in the inslruclions 

liance Questions 
During the plan year: 

a VVils there a feiture \0 transmit to Ihe plan any partidpant contribuUon within the lime period described 111 

20 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Corraclio" Program) 
b ~e there any I10rwxampt tran~ns with any party·jrH!1tero$t? (Do oot indu<le transections reported 

on line lOa,) • • • • • • • • • • • • • • • • • • • • • • • • • • • • , 

10a 

• 10b x 

AmO\lnt 

C VVils the plan covered by a fidelity bond? • • • • • • • , • • • • • • • • • • • • • j-1_0_Ct-_t-X-t _________ _ 
d Ok! the plan have a loss, whether Of not reimbursed by the plan's fidelity bond, that was caused by fraud 

Of dishonesty? ••••••••••••••••••••••••••• 

e Were any fees or commisions pald to any ~, agents. or oltler persons by an tflSllrance cani€f, 
insurance SSMceS or other Ofganization that ptO\Iides soma or al! of the benefits under tlle plan 1 (See 
instructions.) • , , ., ~ • • .. • " .. • • ¥ • ~ • ... • ... " 

f Hll$ the plan failed to ptO\Iida any benefit when Que under tM plan? • • , • • • , , • 

9 Old the plan h<llle any parliGlpan\ loans? (If "Yes: enlm- al1100lil fill 01 year end,) • • • • • 

h If lhis is an individual account plan. was there a bllICkcul period? (See instructions and 29 CFR 
2520,101-3.) • • • • , • • • • • • • • , , , • • • • • • • • • • 

If lOll was iif!$Wared "Yea," check too box if you @1ther provided the required notice Of one of the 
to the nollce a .ieI:j und$f 29 CFR 2520.101·3 • • • • . • • • • 

ension Fundin Com liance 
III this a dafined barwfit plan subjecllo minimum funding raqu1rom1'ffll1l? {If''Vlila: see ~ Ilnd complete Schedule 58 (FOtm 
55(0)) • • • • • • • , • • • • • • • • , , , • • • • • • , , • • • • , , • • • • • • 

12 Is tills a dellned contribotloo plan s\lbjecllo the minimum funding raquirements of se<:lion 412 of the Code Of sectlon 302 of ERISA? 

(If''Vea: comPlete 123 Of 120. 12<::. 12d, and 12& 00I0w, as IIppiicable.) 

a If a waiver of the minimum funding standard fot a priOl' year is baing amortized in this pian year. _ inslruclions. and enter the dale of the letter Nlin{! 
granting the waiv&r ,.,',....,................ Month ___ Day __ Year ___ _ 

Ifyt,ll.l compJlitsd nne 123, tomplete lines 3, 9, and 10 of Schedukl MS (Form SS()()), and likip to line 13. 

b E.nter the minimum raqulred contnbulion fur thtS plan year , • • • • • • , • • • • • • • • • 

C Enter the Iil'OOUnl eontributarll;y the employerto the pll:m fOr Ihis plan year .....,..... 

d Subtract the amount In Une 12c from the amount in line 120, Enter the result (enter a minus sign 10 the !eft of a 
nagattve amount) • • • • • • • • • • • • • • • • • • • • • 

e fled on fine 12d ba mel b the fundin deadllne? 

Partvn Plan Terminations and Transfers of A$Sets 

12b 

12c 

12d 

DNIA 

13a Has a reoolulion to terminate the plan been adopted during the plan year or any pnoryaar? • • • • • • • • • • • • • Dyes litjNO 

If "Ves," enter the amount of any plan as&lIl$lhall1lverted to the employer this year 

b 1IVere aU the plan ll$SS\s distributed 10 pertldpanls or beneficiaries. transferrad to another plan, or brought under the control 
oft:he: paGe? " ~ f- t t t .. 'f • ~ t 't • • t ~ ~ " ,. • "I ,. " i< I< * • ~ • t • f ~ t ,. * ~ DYe"$. (i]No 

C If durin{!lhi$ plan year, any ~ or liabilities ware tra~ from !his plan to ancllwr pIan($). identify the plan{s} to 
which assel& or liabilHies wm-e transferred (Soo instruc.tlons ) 

13e(1} Name of pfan(s): 131;(2) [IN(s) 13e(3) PN(sl 

Under penalties of pe!jury and other penallies set fOtth in the instructions. I dadars thall have axamined this ratumlrapcrt, Indudlng, if appficabla, a &':Iwdu!e 
SB or plated and sigrwd by an enrolled actuary. ao> war! as the e!eWonie version 01 this retumlrepcrt. and 10 the bast of my k!1Owiooge and 

~hJt,ft~ ~~~d~co=·~m~pI~~=e~, ______________________ ,_--~------~------------------------------------____ __ 

Mukul Arva 



SCHEDULE S8 
(Form 5500) 

Single-Employer Defined Benefit Plan 
Actuarial Information 

OMB No. 1210-0110 

Department of the Treasury 
Internal Revenue Service 

2010 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

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

Retirement Income Security Act of 1974 (ERISA) and section 6059 of the 

Internal Revenue Code (the Code). 

~ File as an attachment to Form 5500 or 5500-SF. 

This Form is Open to Public 
Inspection 

For calendar plan year 2010 or fiscal plan year beginning 12/31/2010 and ending 12/30/2011 

~ 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 8 Three-digit 
Janus Medical PC Defined Benefit Pension Plan plan number (PN) .. 001 

.;!i§~~::f(f:.'.·:.!<;X;L> .•... .'; ....•...•• ;'. 
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-EZ D Employer Identification Number (EIN) 

Janus Medical PC 26-1960118 

E Type of plan: [x] Sinqle [ ] Multiple-A [] Multiple-B I.:;;V I F Prior year plan size: [X]100 or fewer L J101-500 L J More than 500 
I partl·!1 Basic Information 

1 Enter the valuation date: 

2 Assets: 

a Market value 
b Actuarial value 

3 Funding target/participant count breakdown 

Month 12 

a For retired participants and beneficiaries receiving payment 

b For terminated vested participants ••••••••••• 

C For active participants: 
(1) Non-vested benefits 

(2) Vested benefits 
(3) Total active 

d Total ••••• 

Day 30 Year 2011 

4 If the plan is at-risk, check the box and complete lines a and b • • • D 
a Funding target disregarding prescribed at-risk assumptions •••••• 
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been 

at-risk for fewer than five consecutive years and disregarding loading factor 

1 

4a 

4b 
5 Effective interest rate • • • 5 5.12 

6 Tar et normal cost ••••••••••••••••••••••••••••• 6 
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 presribed assumption was applied in 
accordance with applicable law and regulations. In my opion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in 

I .. " ........... ' SlGN~om., .. ~ ... :~~.~.::.i.lnation, offer my best estimate of anticipated expenence under the plan. 

I ~:eRi . ~i {t. 
Signature of actuary 

Theodore Andersen, M.A.A.A., MSPA 

Type or print name of actuary 

Pension Associates 
Firm name 

2001 West Main Street, Suite 230 

US Stamford CT 06902 

Address of the firm 

04/18/2012 

Date 

11-02034 

Most recent enrollment number 

(203) 356-0306 

Telephone number (including area code) 

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see 
instructions 

63,506 

o 
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2010 

v.09230B.1 



Schedule SB (Form 5500) 2010 

7 Balance at beginning of prior year after applicable adjustments (item 13 from prior 

11 Prior year's excess contributions to be added to prefunding balance: 

a Excess contributions (item 38 from prior year) • • • • • • • • • • • • • • • 
b Interest on (a) using prior year's effective rate of 5.98 % ••••• 

C Total available at beginning of current plan year to add to prefunding balance 

Page 2 

o 

16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 

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

(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) 

03/15/2012 149,822 

; y ·.···;,;'[Ji\V'PiC'C", :'. ':.:'%S'::FT·:;Y Totals ~ 118{bl 149,822 

19 Discounted employer contnbutlons -- see Instructions for small plan with a valuation date after the beginning of the year' 

20 

a Contributions allocated toward unpaid minimum required contribution from prior years ... 
b Contributions made to avoid restrictions adjusted to valuation date ...... . . . . . 
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date 

Quarterly contributions and liquidity shortfall(s): 

a Did the plan have a "funding shortfall" for the prior year? ••••••••••••••••••• 
b If 20a is "Yes," were required quarterly installments for the current year made in a timely manner? 

Liquidity shortfall as of end of Quarter of this plan year 

(1) 1st (2) 2nd (3) 3rd 

19a 

19b 
19c 

48,915 

156.56 

(c) Amount paid by 
employees 

18(Gli o 

0 

0 

148,276 

. :' ;;'. :¥rf< .': . : 
DYes [KlNo 

(4) 4th 



Schedule SB (Form 5500) 2010 Page 3 

IPaftJtl Assumptions used to determine funding target and target normal cost 

1.99 % 5.12 % 

3rd segment 

6.24 % 
DN/A, full yield curve used 

21 Discount rate: I 
a Segment rates: 1st segment I 2nd segment I 

~----~--------~------------------~---------------,~+------------------
bApplicable month (enter code) • • • • • • • • • • • • • • • • • • • • 121b o 

22 Weighted average retirement age. • • • • • • • • • • • • • • • • • • I 22 62 
23 Mortality table(s) (see instructions) lliJPrescribed -- combined DPrescribed -- separate DSubstitute 

IPartVtl 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 
attachment • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • DYes lliJ No 

25 Has a method change been made for the current plan year? If "Yes" see instructions regarding required attachment •• nYes Ixl No , 
261s the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment r lYes rxl No 
27 If the plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 

regarding attachment ........................... , .... · ... · .. . . · ... 27 

!.PartNU] Reconciliation of unpaid minimum required contributions for prior years 
28 Unpaid minimum required contribution for all prior years · ..... . . · .. . .... · ... 28 0 
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 

(item 19a) . . . . . ..... . . . . . . . · .. ... . .. · . 29 0 
30 Remaining amount of unpaid minimum required contributions (item 28 minus item 29) · .. · ..... 30 0 
IPartjVlU! Minimum required contribution for current year 
31 Target normal cost, adjusted, if applicable (see instructions) · . . . . . . . · . . .... 31 63,506 
32 Amortization installments: Outstanding Balance Installment 

a Net shortfall amortization installment . . . . . . . . . · . · ... . . . . 0 0 
bWaiver amortization installment . . . . . . . . . . . · ....... 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 .. · ..... 33 0 
34 Total funding requirement before reflecting carryover/prefunding balances 

(item 31 + item 32a + item 32b - item 33) •••• . . . . . . · ..... . . . . · .. .. .. .. .. 34 63,506 

I Carryover balance Prefunding Balance Total balance 

35 Balances used to offset funding requirement I 0 0 0 
36 Additional cash requirement (item 34 minus item 35) .. .. .. .. .. .. .. .. .. .. . . . . .............. · .. 36 63,506 
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 

(item 19c) •• . . . . . . .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. · .. .. .. .. .. 37 148 276 
38 Interest-adjusted excess contributions for current year (see instructions) ••• · .. .. .. .. .. .. 38 84 770 
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37) 39 

40 Unpaid minimum required contribution for all years ........................ · .. .. .. .. .. .. 40 



S-Corporation

Top Heavy Years - 2009, 2010

Employer:

Dates: Effective - 12/31/2007 Year end - 12/30/2011

Type of Entity -

EIN: 26-1960118 TIN: Plan #: 001

Janus Medical PC 

12/30/2011Valuation -

Eligibility:

Minimum age - 21 Months of service - 12

Hours Required for - Eligibility - 1000 Benefit accrual - 500 Vesting - 1000

Plan Entry - 12/31 or 06/30 the plan year on or next following eligibility satisfaction.

All employees excluding non-resident aliens, members of an excluded class and union

Attainment of age 62 and completion of 10 years of participationRetirement: Normal -

Early - Not provided

Average Compensation: Highest 3 consecutive years of service

Highest 3 consecutive top heavy years of participationTop Heavy Minimum Benefit -

Derived from the unit credit benefit formula below rounded to the nearest dollar:Plan Benefits: Retirement -

Minimum Benefit -

Unit credit based on service

Maximum allowable distribution is lump sum equivalent of normal form not to exceed 415 maximum allowable
distribution, which is the lesser amount computed using a) 5.5% interest and the Applicable Mortality Table or
b) the greater of plan actuarial equivalence interest and mortality or 417(e) Minimum

Accrued Benefit -

None

Maximum Benefit - None

Death Benefit - Present Value of Accrued Benefit

Dollar:100

Maximum 401(a)(17) compensation -

Percent:415 Limits -IRS Limitations:

$245,000

$195,000

Top Heavy Minimum: 2% of average compensation per top heavy year of participation excluding years prior to the adoption date of
the plan and 1984 (if earlier), limited to 10 years

Life AnnuityNormal Form:

Lump Sum
Life Annuity Guaranteed for 10 Years
Joint with 50%, 75% or 100% Survivor Benefit

Optional Forms:

Vesting Schedule: 100% vested in 3 years.
Service is calculated using all years of service except years prior to plan effective date

Schedule SB, Part V
Summary of Plan Provisions
Janus Medical PC Defined Benefit Plan

2665

For the plan year 12/31/2010 through 12/30/2011

26-1960118 / 001



Based on the greater of 417(e) or Actuarial Equivalence

417(e):

Years

> 20

0 - 5

5.59

Segment 1 2.67

Segment #

Segment 3

Interest Rates -

Segment 2

Rate %

6 - 20 4.62

Mortality Table - 10E - 2010 Applicable Mortality Table for 417(e) (unisex)

Present Value of Accrued Benefit:

Actuarial Equivalence:

Post-Retirement -

Pre-Retirement - 5%

None

Interest -

Mortality Table -

Interest -

Mortality Table - 10C - 2010 Funding Target - Combined - IRC 430(h)(3)(A)

5%

Schedule SB, Part V
Summary of Plan Provisions
Janus Medical PC Defined Benefit Plan

2665

For the plan year 12/31/2010 through 12/30/2011

26-1960118 / 001



Valuation Date: 12/30/2011

Segment 1 0 - 5 1.99

Segment # Year Rate %

Funding Method:

Age -

Retrospective Compensation -

Form of Payment - Assumed form of payment for funding is lump sum equivalent of normal form. Funding Target for lump sum is
the greater of the present value of accrued benefit computed using funding segment rates and 417(e)
Applicable Mortality Table or lump sum at the assumed retirement date of accrued benefit using plan actuarial
equivalence discounted using appropriate segment rate. Lump sum on plan actuarial equivalence rates will not
exceed 415 maximum allowable distribution, which is the lesser amount computed using a) 5.5% interest and
the Applicable Mortality Table or b) the greater of plan actuarial equivalence interest and mortality or 417(e)
Minimum

Highest 3 consecutive years of service

As prescribed in IRC Section 430

> 20

Segment 2

Segment 3

5.12

6.24

6 - 20

Interest Rates -

Mortality Table -Pre-Retirement -

Expense Load -

Mortality Table - 11C - 2011 Funding Target - Combined - IRC 430(h)(3)(A)

None

10C - 2010 Funding Target - Combined - IRC 430(h)(3)(A) at 5%
 or
10E - 2010 Applicable Mortality Table for 417(e) (unisex)

None

1%

Turnover/Disability -

None

Salary Scale -

Post-Retirement -

Lump Sum -

NoneCost of Living -

Eligibility age at last birthday and other ages at last birthday

Ancillary Ben Load - None

Segment rates for the Valuation Date as
permitted under IRC 430(h)(2)(C)

Asset Valuation Method: Fair market value of assets adjusted for contributions under IRC 430(g)(4)

HCE Determination - Based on all employees

Discrimination Test Assumptions:

Otherwise Excludable HCEs are included with the Not Otherwise Excludable employeesOtherwise Excludable -

Post-Retirement -

Pre-Retirement -

Testing Age -

Interest -

Mortality Table -

8%

Compensation -

8%

Normal retirement age or attained age, if older

410(b)/401(a)(4) Testing:

U84 - 1984 Unisex

Use current compensation to calculate the benefit accrual rate (annual method)

Permissively Aggregated Plans -

Interest -

Not tested As Single Plan

Joint with 50% Survivor BenefitsNormal Form for MVAR -

Schedule SB, Part V
Statement of Actuarial Assumptions/Methods

Janus Medical PC Defined Benefit Plan

2665

For the plan year 12/31/2010 through 12/30/2011

26-1960118 / 001



Penalty
RateAmount

Adjusted
Quarterly

Adjusted
Contribution

Adjusted
Prior Year

ContributionDate
Effective

Rate

Deposited Contribution 3/15/2012 $149,822

Applied to Additional Contribution 12/30/2011 85,654 84,770 0 0 5.12 0

Applied to MRC 12/30/2011 64,168 63,506 0 0 5.12 0

Totals for Deposited Contribution $149,822 $148,276 $0 $0

Discounted Employer Contributions
Janus Medical PC Defined Benefit Plan

2665

For the plan year 12/31/2010 through 12/30/2011

26-1960118 / 001

Valuation Date: 12/30/2011

Schedule SB, line 19 -



The age reported is the average of the assumed retirement ages for all active participants as of the valuation date rounded to the
nearest whole age. For an active late retiree, the assumed retirement age may be later than the Plan's normal retirement age. Each
participant's rate of retirement is assumed to be 100% of his/her assumed retirement age.

Schedule SB, line 22 -

Janus Medical PC Defined Benefit Plan

2665

For the plan year 12/31/2010 through 12/30/2011

26-1960118 / 001

Description of Weighted Average Retirement Age


