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

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

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

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

2011

This Form is Open to Public
Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 09/30/2011
A This return/report is for: B a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/report is: D the first return/report the final return/report
D an amended return/report a short plan year return/report (less than 12 months)
C Check box if filing under: B Form 5558 D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
WOMEN'S HEALTH OF WESTERLY, LLC 401(K) PLAN plan number
(PN) 001
1c Effective date of plan
04/01/2002
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number

WOMENS HEALTH OF WESTERLY, LLC

(EIN)  05-0520679

2c
45 WELLS STREET, SUITE 104

Sponsor’s telephone number
401-348-0008

WESTERLY, RI 02891 2d Business code (see instructions)
621111
3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
WOMENS HEALTH OF WESTERLY, LLC 45 WELLS STREET, SUITE 104 05-0520679
WESTERLY, RI 02891 3C Administrator’s telephone number
401-348-0008
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 40
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 0

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

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

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

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

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

| Partlll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PlAN ASSELS ... 7a 461401 0
b Total plan li@bilies..........co.oveverceeeeeeeeeeeeee e 7b
C Net plan assets (subtract line 7b from line 7a)............c....cc..cevu...... 7c 461401 0
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ...ttt 8a(1) 31461
(2) PArtiCIDANS ........cvcvvierieeeeeceete e eesae et s e 8a(2) 61654
(3) Others (INCIUAING FONOVETS) .........eeeeeeeeeeereeeeeeeeeeeeeeeeeeeeeeenees 8a(3) 1565
D Other inCome (I0SS) ......oecuveeeeeeecee e 8b -51003
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........cccecvveeen. 8c 43677
d Benefits paid (including direct rollovers and insurance premiums
to provide BeNEfitS).......cociiiiiiiiiiii 8d 4141
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f 695
g Other eXpenses.........ccoviviiiiiiiiic 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)..............cccvvevrrrrrnnan. 8h 4836
i Netincome (loss) (subtract line 8h from line 8C)........ccc.cccovevvevernnee. 8i 38841
j Transfers to (from) the plan (see instructions) 8] -500242

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

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

9a
b

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

2A 2E 2G 23 3D 3H

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
a

b

During the plan year:

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) ..............

Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
(o] L= T 07 T OO P PPN
Was the plan covered by a fidelity DONA? .........oooiiiiiii e
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
[o e 151 g o] g T1S] YT TP PP P UPRPTPRN

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
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

Has the plan failed to provide any benefit when due under the plan? .........ccoccoeiiiiiiiiii e,

Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).........ccccccccveeriveeernnnnn.

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.0070-3.) ettt e R e Rt r et e et n e nne e nre e nrs
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

Yes | No Amount
X
10a
10b X
10c X
X
10d
X
10e
10f X
10g X
X
10h
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

D Yes D 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? ..

(If "Yes," complete 12a or 12b, 12c, 12d, and 12e below, as applicable.)

D Yes @ No

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 I:l Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoiiiiiiiiiiienene ‘ 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF B PBGC 2.ttt ettt sttt ettt a et e bbb 2 b s st b1t b e a et s st s et s et s st b et n st st b et s et b e et en ettt 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)

13c¢(3) PN(s)

ATLANTIC MEDICAL GROUP,INC 401(K) PLAN

32-0250865

001

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. 07/13/2012 JEANNE LACHANCE

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




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210.0110
Department of the Treasury Benefit Plan
Intomal Revenue Servico This form is required to be filed under sections 104 and 4065 of the Employee 2011
Depariment of Labor Relirement Income Security Act of 1974 (ERISA}, and sections 6057(b) and 6058(a) of
Employso Bensfts Ssourity Adinistration the Internal Revenue Code (the Code). This FOr?:‘ 's‘; gc‘if:nw Public
__ Penlon BenefitGuaranty Cooraion | » Complete all enteles In accordance with the Instructlons to the Form §500-SF.
{7:Part I:3] Annual Report Identification Information

For calendar plan year 2011 of fiscal plan year beginning 01/01/2011 and ending 09/30/2011

@ a single-employer plan
D the first relurnfreport

D an amended returnfreport
[ Form 5558

A Tnis returnireport is for:
B This retumireport Is:

C Check box if filing under:

D a multiple-employer plan (not multiemployer)

@ the final returnfreport
@a short plan year return/report (less than 12 months)
D automatic extension

D special extension (enter description)

D a one-parlicipant plan

D DFVC program

[ ‘Part Il | Basic Plan Information—enter all requested Information

41a Name of plan

WOMEN'S HEALTH OF WESTERLY, LLC 401(K) PLAN

1b Three-digit
plan number

1¢ Effective date of plan
04/01/2002

2a Plan sponsor's name and address; include room or suite number {employer, If for a single-employer plan)

WOMENS HEALTH OF WESTERLY, LLC
45 WELLS STREET, SUITE 104
02891

WESTERLY RI

2b Employer ldentification Number
(EIN) 05-0520679

2¢ Sponsor's telephone number
401-348-0008

2d Buslness code (see instructions)
621111

3a Plan administralor's name and address (if same as plan sponsor, enter “Same”)

WOMENS HEALTH OF WESTERLY, LLC
45 WELLS STREET, SUITER104

3b Administrator’s EIN
05-0520679

3¢ Administrator’s telephone number
401-348-0008

WESTERLY 02891
4 ifthe name andfor EIN of the plan sponsor has changed since the last relurnlreport filed for this plan, enter the 4b EN
name, EIN, and the plan number from the last returnfreport.
a Sponsor's name 4¢c PN
5a Total number of pariicipants at the beginning of the plan year 5a 40
b Total number of participants at the end of the plan year &h 0
G Number of parlicipants with account balances as of the end of the plan year (defined benefit plans do not
complete this item).... §c¢ 0

Ba Were all of the plan's assels during the plan year invested In eligible assets? (See instructions.) .
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 walver eligibility and conditions.)...

@ Yes D No
Yes D No

if you answored “No” to oither 6a or 6b, the plan cannot use Form §508-SF and must instead use Form 6500,

| .Part il | Financial Information

7 Plan Assels and Lisbilities (a) Beglnnlng of Year {b} End of Year
a Total plan assefs............ 7a 461401 0
b Total plan liabilities 7b
C_Net plan assets (sublraci line 7b from iNe 7@)........oeecrnervesreconsenenns 7c 461401 0
8 Income, Expenses, and Transfers for this Plan Year R {a) Amount _ {b) Total
a Contributions received or receivable from: s
{1) Employers 8a(1) 31461
{2) Parliclpants Ba(2) 61654]
{3) Others (including rollovers) 8a(3}) 1565
b Other income (loss) 8b ~-51003 » :
C Tofal Income (add fines 8a(1), 8a(2), 8a(3), anG 8b) ..c.vvvrrrrevenne 8c Cn 43677
o Benefils paid (including direct rollovers and lnsurance premiums
to provide benefits) . 8d 4141
€ Certaln deemed andlor corrective distributions (see instructions)....] 8e
f Administrative service providers (salaries, fees, commissions)........ 8f 695
g Other expenses 84
h Total expenses (add lines 8d, 8e, 8f, and 8g)..c..uvrcveaesrvsressresennrns 8h 4836
{ Netincome (loss) {subtract line 8h from line 8c).... 8i ; : , 3 834 1
j Transfers to (from} the pian (56 INSUUCHONS) .evvveerererrereoreeeeneseeesnnns 8] ~-500242 0" SR S
For Paperwork Reduction Act Notice and OMB Control Numbers, see the fnst for Form §500.SF. Form §500-8F {2011)

v.012811
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|:PartiV:] Plan Characteristics
Sa (ifthe plan provides pension benefits, enter the applicable pension fealure codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2G 2J 3D 3H

b ifthe 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 fallure to transmit to the plan any parlicipant contributions within the time period described In X
29 CFR 2610.3-1027 (See instructions and DOL's Voluntary Fiduclary Correction Program) .............. 10a

b Were there any nonexempt lransactions with any party-In-interest? (Do not include transactions reported X
online 10a.) . R . 10b

¢ Was the plan covered by a fidelily bond? 10¢

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

€ Were any fees or commissions pald to any brokers, agents, or other persons by an insurance earrier,
insurance service or other organization that provides some or all of the benefits under the plan? (See X
INSHUCHONS.) cvrveererecrrerieniiie e ceeeens 10e
Has the plan falled to provide any benefil when due under the plan? . 10§ X

g Did the plan have any participant foans? (If “Yes,” enter amount as of Year end.).......vvereoneenessssnennne 10g X

h i this is an Individual account plan, was there a blackout period? {See Inslruclions and 29 CFR X
2520.101-3.) " . 10h

i If 10h was answered “Yes.” check the box If you either provided the required nofice or one of the
exceplions to providing the nolice applied under 28 CFR 2520.101-3 . 401

[Part Vi. | Pension Funding Compliance

11 s this a defined benefit plan subject to minfmum funding requirements? (If "Yes," see instructions and complele Schedule SB (Form
B500))...vcvevsmsrarsenssessssosesssossssssssassesceceeeceeseessassseeeeeeeeeceereeessmeseecemeeeereereesroreseessssen [] ves [] no
12  Is this a defined conlribulion plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. D Yes @ No
(I "Yes,” complete 12a or 12b, 12¢, 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 dale of the letter ruling
granting the waiver. rereresennnes Month Day Year

It you completed line 12a, complete lines 3, 9, and 10 of Scheduls MB {Form 5500}, and skip to lino 13.

b Enter the minimum required coNBULION 1O TS PIAN YEBE.......ccuuumuisuseseorreesssseeessercessseseeseesseeeeeresseeeesteeseseesssessssesen 12b
€ Enter the amount contributed by the employer (0 the plan for this Plan Year. ... v csssssssssssssssonessseans 12¢
d Subiract the amount in line 12¢ from the amount In line 12b. Enter the resuit {enter a minus sign to the lefi of a 12d
negative amount) -
3 V\ml }he minimum funding amount reported on line 12d be met by the funding deadline?. D Yes D No D N/A
[Part Vi | Plan Terminations and Transfers of Assets
13a Has aresolution to lenminate the plan been adopled in any plan year? [ ] ves No
If “Yes,” enter the amount of any plan assels that reverted to the employer this year ... ! 13a l
b Were all the plan assets distribuled to parlicipants or beneficlaries, transferred to another plan, or brought under the control
of the PBGC? eeesns st e Yes [] No

€ lf during this plan year, any assets or liabllities were transferred from this plan to anolher plan(s), identify the plan(s) fo
which assets or liabilities were lransferred. (See instructions.)
13¢{1} Name of plan{s). 13¢(2) EIN(s} 13¢{3) PN(s}

ATLANTIC MEDICAL GROUP,INC 401 (X) PLAN 32-0250865 001

Gautlon: A penalty for the late or incompleto filing of this returnireport will be assessed unloss reasonable cause Is established.

Under penalties of perjury and other penallies set forth in the instructions, | declare that | have examined this returnfreport, including, if applicable, a Schedule
$B or Schedule MB completed and signed by an enrolled acluary, as well as the electronic version of this return/report, and to the best of my knowledge an

beltef, it Is true, correct, and complete.

L ‘:, C.«/‘?‘f -
} V= 7 /7e/;, |PEANNE LACHANCE
: S{gnature of plan administrator Dale Enter name of individual signing as plan administrator
e A
A P 4 ,:f»é-/ [T 7 / o // ) |JEANNE LACHANCE N
fanature of employeriplan sponsor Déile Enter name of Individual signing as employer or plan sponsor




