Form 5500-SF

Department of the Treasury
Internal Revenue Service

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).

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» 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!l | Annual Report Identification Information

For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending

12/31/2010

m single-employer plan D multiple-employer plan (not multiemployer)
final return/report

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

A This return/report is for:
B This return/report is for: D 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 one-participant plan

DFVC program

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
R3 HEALTH PARTNERS LLC 401K PROFIT SHARING PLAN & TRUST plan number 001
(PN) »
1c Effective date of plan
01/01/2006
2a Plan sponsor’s name and address (employer, if for single-employer plan) 2b Employer Identification Number
R3 HEALTH PARTNERS LLC (EIN)  68-0617403
2C Plan sponsor’s telephone number
500 N. WALNUT ROAD 610-444-1233
KENNETT SQUARE, PA 19348 - . -
Q 2d Business code (see instructions)
621498
3a Plan administrator's name and address (if same as Plan sponsor, enter “Same”) 3b Administrator's EIN
R3 HEALTH PARTNERS LLC 500 N. WALNUT ROAD 68-0617403
KENNETT SQUARE, PA 19348 —
3C Administrator’s telephone number
610-444-1233
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. Sponsor's name
4c PN
5a Total number of participants at the beginning of the PIAN YEA ............c.cccvviveeieieeceeeeeee e eee e Sa 59
Total number of participants at the end of the Plan YEar. ..ot 5Sb 0
Total number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS HEM) ... vt ieseceeseseisesessesessesessseesessessssesssesssessteessessesstenssessssessenssssnssesssnesenssssessesssnsetsns st antannessnsstsnnesas 5¢c 0

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.)..........ccccveiiiieeiiiie s

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

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.) .........ccocveerieeeenieeeninns

Iﬂ Yes D No
m Yes D No

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS....cciuviieeiiieiciieesr e e e 7a 998453 0
b Total plan liabilities.... 7b
C Net plan assets (subtract line 7b from ine 7a)............cccccoocovenvn...., 7c 998453 0
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from: 0
(1) Employers....... 8a(1)
(2) Participants 8a(2) 0
(3) Others (including rollOVErS).........ccueeiiiiieiiiie e 8a(3) 0
D Other INCOME (I0SS).....eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 21247
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......c..evverrevencc. 8c 21247
d Benefit; paid (inpluding direct rollovers and insurance premiums 94594
{0 Provide DENEFItS)......ccueiiiiiiie i 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O Other eXPENSES.......ccciiiiiiiiiiiii s 8g 80
h Total expenses (add lines 8d, 8e, 8f, and 8g).........c....cccevevrrerrunnae. 8h 94674
i Netincome (loss) (subtract line 8h from line 8¢)..........c.cocoevvveveeen.. 8i -73427
j Transfers to (from) the plan (see instructions) ..........ccccceeveiveeviieenns 8j -925026

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

Form 5500-SF (2010)
v.092308.1



Form 5500-SF 2010 Page Z-E

Part

\Y] Plan Characteristics

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

2

E 2G 23 2K 3D

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

‘ Part V ‘Compliance Questions

10
a

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
ON TINE LO@L) ¢ttt b et bt e et a e bt e bttt bttt b e bttt
Was the plan covered by a fidelity DONA? .........cooiiiiiii e
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
[ e 1] g o] g 1= 1S] YT PSPPSR UPPP RPN

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
1Y (0 w1 o =) RSBSOS

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

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

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

Py O 0 T PP RUP
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.........ccceeiiiiiieiiiieeiiiee e

Yes | No Amount
X
10a
X
10b
10c| X 20000
X
10d
X
10e
10f
10g
X
10h
X
10i

‘Part \ ‘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 m 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.)

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. ........iiiiiiiiiiii ettt et sa et st e sttt e e nte e Month

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

C Enter the amount contributed by the employer to the plan for this plan year

Day

D Yes m No

Year

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)

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................ccoccoeiiiiiiiiiiiiiicc e

12b

12c

12d

[]ves [] No [] N/A

‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted during the plan year or any prior Year? .............cccceeeeeeeveveveueueeeeernne.

Yes D No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
(o1 (TSI o =T T OO PP PT PP VSTUPPRPROt

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.)

c

Yes D No

13c(1) Name of plan(s):

13c(2) EIN(s)

13c(3) PN(s)

VITALI

ZE CONSULTING SOLUTIONS, INC.

46-0477095

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.
SIG Filed with authorized/valid electronic signature. 09/26/2012 SUE ACHUFF
IGN
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 PHRHes 2 AT

12100089
Depariment of the Treasury BEHEﬁt Plan
SRS D s This form is required to be filed under sections 104 and 4065 of the Employee 201 0
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Department of Labor . . "
Employee Benafits Security Administration Internal Revenue Code (the Code). This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection

» Complete all entries in accordance with the instructions to the Form 5500-SF,
Part{{ Annual Report Identification Information

For the calendar plan year 2010 or fiscal plan year beginning 01/01/2010 and ending 12/31/2010
A This returm/report is for: Ei single-employer plan D multiple-employer plan (not multiemployer) |:] ane-participant plan
B This returnfreport is for: D first return/report final refurn/report
D an amended return/report D short plan year retum/report {less than 12 months)
C Check box if filing under: [} Form 5558 D automatic extension @ DFVC program

D special extension (enter description)

Part li| Basic Plan Information --- enter all requested information.

1a Name of plan 1b Three-digit
plan number
R3 Health Partmers LLC 401k Profit Sharing Plan & Trust (PN} » 001
1c Effective date of plan
01/01/2006
2a Plan sponsor's name and address (employer, if for single-employer plan) 2b Employer Identification Number
R3 Health Partners LLC (EIN) 68-0617403
2¢ Plan sponsor's telaphone number
500 N. Walnut Road (610) 444-1233
2d Business code (see instructions)
US FKennett Square PA 19348 621498
3a Plan administrator's name and address (If same as plan empioyer, enter "Same") 3b Administrator's EIN
Same
3¢ Administrator's telephone number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN and the plan number from the last returnireport. Sponsor's Name Ak B
5a Tolal number of participants at the beginning ofthreplanyear . . . . . . . . . . . . .. .. . .| Ba 59
b Total number of participants atthe end of the planyear . » . . . . . + . . . v v v . « . . . .| Bb 0
C Total number of participants with account balances as of the end of the plan year {defined benefit plans do not
completethisitem) . . . . . . . . . . it v i e e e e e e e e e e e e .| B 0
6a Were all of the plan's assets during the plan yesar invested in eligible aseets? (See instructions.) .~ » .+ . . . . . . . . . . [xives [Ino

b Areyou claiming a waiver of the annual examination and report of an independent qualified public accountant (1QPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)  « » + « 4 « & v v 0 . v W W . . . [X]ves [[Ino
If you answered "No" to either 6a or 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

Partlll| Financial Information

7  Plan Assets and Liabilities {a) Beginning of Year (b) End of Year
@ Totalplanassets , . . ., , . . .. ... ..... 7a 998,453 0
Total plan liabilities R E e T, 7b
C Net plan assets (subfract line 7b from line 7a) Yo wm s e ten & 7c 998,453 0
8 income, Expenses, and Transfers for this Plan Year (a) Amount {b) Total
a Confributions received or receivable from:
(1) Employers. . . . « . « « . + « + .+ . « . . . _Ba(1) 0
(2) Participants . . . . . . . . . . . . . ., . . Ba®@ 0
(3) Others (includingraliovers). . . . + . . . . . . . .| _8a3) 0
b Otherincome lOss) . . . .« e s e e e e e e 8b 21,247
C Total income(add lines 8a(1), 8a(2), 8a(3),andBb) . . . . . . B¢ 21,247
d  Benefits paid (including direct rollovers and insurance premiums
toprovidebenefits) . . . . . . . . .. .., . ... &4 94,594 .
€ Certain deemed and/or corrective distributions (see instructions) . . 8e
f  Administrative service providers (salaries, fees, commissions) . . . 8f
g Otherexpenses . . .« . +« « v v « &« 4 o 4 v 4 4 . Bg 80
h  Total expenses (add lines 8d, 8¢, 8, and8g) . . . . . . . .| 8h : 94,674
i Netincome (loss) (subtract line 8h fromline 8c). . . . . . . . 8 : (73,427)
j Transfers to {from) the plan (see instructions) . . . . . . . . 8j (925,026)
For Paperwork Reduction Act Notice and OMB Contro! Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2010)

v.092308.1



Form 5§600-SF 2010 Page 2-

Part IV| Plan Characteristics

9a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 26 2J 2K 3D
b Ifthe plan provides welfare benefits, enter the applicable weifare feature codes from the List of Plan Characteristic Codes in the instructions:

Part V| Compliance Questions

10  During the plan year: Yes |No Amount
Was there a failure to transmit o the plan any participant contribution within the time period described in %
28 CFR 2510.3-1027 (See instructions and DOL's Voluntary Fiduciary Correction Program) i ow & wopl0@
Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
=T O e . . |10b X
C Wastheplancoverad by afidelity BondZ . « v « & & « + & & & 4 4 4 4 4 e 4 o 4 . .]M0cf X 20,000

d Did the pian have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by fraud
OFEISHOBEBIVTY & s 5 s & w0 o so2w e /6 ot &0 @ SR WoGE B W % W B W ¥ @ ¥ %108 X

€ Were any fees or commisions paid to any brokers, agents, or other persons by an insurance camier,
insurance services or other organization that prevides seme or all of the benefits under the plan? (See

X
MSIFUCHIONS.)  « + o 4 » » = = v & &+ o o 4 s 4 o o s o o v s e e e a e . |t0e

f Has the plan failed to provide any benefit when due under theplan? . . . . .« . + +« « . . . . |10f X

g Did the plan have any parficipant loans? (If “Yes," enter amount as ofyearend) . . . . . . . . . [10g X

h  Ifthis is an individual account plan, was there a blackout period? (See instructions and 20 CFR
PER0A0TB) v v w v m s 3§ W ow s oE W os w b w oy s B ok ¥ s o9 v ow . wd0R] ®

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 25201013 « + « . « + « 4 + « « . . |10i| %

Part Vfl Pension Funding Compliance

11 is this a defined benefit plan subject to minimum funding reqmremen!s‘? (If "Yes," see instructions and complete Schedule SB (Form
) I I T I I A I T A i A I

. [ves [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? .. Llves ] .NU

(If"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 date of the letter ruling
granting the waiver . . . . . s uw s s+ s+ « + « + bonth Day Year

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

b  Enter the minimum required contribution for this plANYEAr « = « &« « « v v & « o & o & . & . 12b

C Enter the amount contributed by the employer to the plan for this plan year T 12¢

d Subtract the amount in tine 12¢ from the amount in line 12b. Enter the result {enter a minus sign to the left of &

negative amount} + + + s 4 4 v 4 4 s e s e e e e s e e e s e e e e e s 12

€  Wili the minimum funding amount reported on line 12d be met by the funding deadline? . . . . . . . . . . . . [(dyes [Ino [IniA

Part V!T] Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted during the pian year or any prior year? + « « + + o « « + + . . . . . . [X]Yes [INo

If"Yes," enter the amount of any plan assets that reverted to the employer thisyear . . . . . . . . . . ! 13a I

b Were all the plan assets distributed to participants or beneficiaries, transferred to ancther plan, or brought under the control
ofthePBGEY < 2 & 5 & & & % % & 5 & @ % & % % # % ¢ % 5 & ¢ % & 2 & % §

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.}

e v e e e e [Elves [INo

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

Vitalize Consulting Solutionsa, Inc. 401(k) Plan 46-0477095 po1

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonahle 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 elactronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

sieN /MM ol Aosazaus 9/25))7 | mesdi venzini

HERE qature of plan anmistratar Date i Enter name of individual signing as plan administrator
SIGN h PMM,L ’} /ZY’/‘/ 2 Heidi Lenzini

HERE Signature of employen‘plan sponsor Date Enter name of individual signing as employer or plan sponsor




