Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea§ury B en ef |t Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee 2011
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). This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

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

| Part| | Annual Report Identification Information

For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A This return/report is for: B a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: 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
APPALACHIAN CARDIOLOGY CLINIC, P.S.C. NEW COMPARABILITY PROFIT SHARING PLAN plan number
(PN) » 003
1c Effective date of plan
01/01/2003
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
APPALACHIAN CARDIOLOGY CLINIC, P.S.C. (EIN) 61-1278080

2C Sponsor’s telephone number
606-432-6162

P.O. BOX 2197
PIKEVILLE, KY 41502-2197 2d Business code (see instructions)
621111
3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
APPALACHIAN CARDIOLOGY CLINIC, P.S.C. P.O. BOX 2197 61-1278080

PIKEVILLE, KY 41502-2197 3C Administrator’s telephone number

606-432-6162

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
Total number of participants at the end of the PIAN YEAI............coiiiiiiiii e 5b
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 6
6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCHONS.) .......ccccvevevevieervevereieieeeeee e Yes |:| No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and coNditioNS.)..........cccoiiiiiiiiiieie e Yes |:| No
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
A TOtAl PlAN ASSELS ... 7a 466833 518292
b Total plan li@bilies..........co.oveverceeeeeeeeeeeeee e 7b
C Net plan assets (subtract line 7b from line 7a)............cccccococcuene..... 7c 466833 518292
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 51459
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........cccecvveeen. 8c 51459
d Benefits paid (including direct rollovers and insurance premiums
to provide BeNEfitS).......cociiiiiiiiiiii 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other eXpenses.........ccoviviiiiiiiiic 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)..............cccvvevrrrrrnnan. 8h 0
i Netincome (loss) (subtract line 8h from line 8C)........ccc.cccovevvevernnee. 8i 51459
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)
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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 3D

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 D 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)

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. 10/12/2012 BRAHMAJI PURAM, M.D.

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 55._096? Short Form Annual Return/Report of Small Employee

CMB Nos, 12100110

: 1210-008%
Pepariment of Ihe Trassury : Benefit Plan ¥
gimn! Savenin Senice Thisform is-required to be filed under-sections. 104 and 4065 of the. Employee 201
Brparment of Labor Retirement Inceme Secority Act.of 1974 (ERIEA), and sections 8057 (b) and- BGSB(a) of . . .
Employes. P Quﬁn;\mmmm the Internal Revenue Code (ihe Code). - This Qr??a;spc?c‘:i?nm Public.
“Peisior Bendil Guiranty Corgosaikn » Complote all entrles in accordance with the Instructions to the Form 5500-5F.
|_Partl | Annual Report Identification Information
Forcalendar plan year 2011 or fiscal plan year beginning 01/01/2011 and endirig 12/331/2011
A This retusnireport is for: a single-employer plan D amultiple-employer glan (nb! multiemployer) {] & ong-participant plan
B This téturmireport is: D the firstreturniraport :D the final rétuimifrepont

D an.amended raturnireport 'Da short plan vear retumireport (fess than 12 months)
G Cheek boxif fling under: @ Forrn 5558 D sutomatic extension

G special exlansion (8nter description)

[] oFVG program

Part il § Basic P]an Information-—enter ail requested information

Appalachian Cardicslogy Clinic, B.4.

P.O. Box 2187

Pikeville KY £1502-2197

“ta Name.of plan 1B Three-digit
Appalachian Cardiology Clinie, P.8.C. New Comparability Profit plannumber 003
Shayring Flan - (PNY P
1¢ Effective date of plan
01/0172003
2a Plan sponsorts name anid address; include room or su:te number {employer, if for a smgle—emplbyer pian} 2b Empfﬁyer Identification Number

(EIN) 61-1278080

Zc

Sponsor's telephone number
BO6-432-6162

-2d

Business code (seainstructions}

6211171
3 Plan administralor's narme and addre s {ifsame as lan spensor; enter “Same” 3b Administrator's EIN
Appalachian CardTof ]s.s.g’zfc . p 5,C. ? ) ] B1-1278080 )
B0, Box 2137 3¢ Administratory elephorie numbier
Pikeville Ky 41502-2197 EO6-432-6162

4

Hihe name and/or EIN of thé plan sponsor has changed since the fast feturnireport fited for this plan, enter the

4b EIN
name; EIN, and the plan ntmber from'ihe fast returmnireport.
a Sponser's name 4¢ N

8a Tolal nimber of participants at 3,ih'e-beg§nning-of the.plan year 5a
‘b Tatl'numbar of participants at the end ot the plan year.,., . ) " 5h. &
€ Number.of pari:cnpams wilh account balances as'of the end of the plan year (def' ried henefit plans do not .

complete this ilem)... bt s ey e by ks ch ey sn 8 S 0a e et gt 122 on2reaemennte s ennetemsese ssansnsmsemessenessmrgs | IO &
Ga Were all.of the plan’s assets during the plan year |nvesied irt ei:gnbla assels? (See instruclions, ) ............... P, @ Yes D Ne
B Areyou clsiming a waiver of the annual-examinalion.and report of an independent qualified pub]u: accountant (!QPA} ! ] .
under 29 CFR 2520.104-467 {See inatiuclions an waiver elgitiity B0t CONTIIONS. b siimmicomsiio resiriomsessenmsra s simemsassess eviasanserassaniine @ Yes D No
i you answered “No™ to gither 6a or 6b, the plan gannot use Form 5500-SF and must instead use For 5500,
Part liL| Financial Information . -

7 Plan Assets and Liabilities {a) Beginning of Year {b) End of Year _
A Tolal PN BSSEIS ..ot suisemsarimsivemesitesns o ese e isenncemeensiinrs] T8 . 466833 5l8282
b TFotal plan Isabmttes PO IR ORI B <
€. Ngt plan.assels (subtract ling 76 from sme ‘{a) 76 466833 5182582

B Incoms, Expenses, and Transfersfor this Plan Year {z). Amount (b} Total
& Contributions received or recelvabie from:

{1} EMPIOYETS (v esrccasenc s e cs s sesboms e s eeses et sn st et senee oo .. Bal1)
{2) Participants ..o “ 8a(2)
{3} Others {including mllovers} Ba(3}
b Otherincome {loss)... SRRSO SR - 51459
G Total income {add lines Ba('l 3, aa{?_) 8a(3], and ab) ] BE | i} 51458
d Berefits paid tintluding direct rollovers and insurance premiums
10 POVIAE BENEHIS) it cecrece et ea s st st sttt saeseesdsr i ___Bd
& Certain-desmed andfor corrective distributions {seeinstructions)....| 8e
f Administrative service providers (salariss, fees, Commissions)........ 8f
4 "Olher expenses... reeimisisn SO SAOY S - 7.
h Total expenses {add ines Bd, 8e, 8f, ang Bg) &h g
I Netincome {loss) (subtract ling 80 from ing §C).or ] 8 51459
) Transfers to {from) the plan {see instructions} ... 8j
For Paperwark Reduction Agt Notice and OMB Contol Ruimbars, see the instroctions for Form S56D.SF. " Form §560-8F (2011}

w.072611



Form 5500-SF 2011 Page Z - ]

| Part Iv | Plan Characteristics

9a ifthe plan provides pensian benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the Instructions:
2A 26 3D

2E

b  if the plan provides welfare benefits, enter the applicable welfare featurs codes fram the List of Plan Characteristic Codes in the instructions:

J Part V ‘[Comp]iance Questions

10  During the plan year: Yes | No __Amount
a Was therz a failure to transmit ta the plan any participant contributions within the time period described in x
28 GFR 2510.3-1027 (See instructions and DOL's Voluntary Fiduciary Corraction Program) v 1102
b Were lhere any nonexempt transactions with any party-in-interest? (Do not include trarisactions reported x
on fine 10a.) 10k
G Was the plan covered by a fidelity bond? 10¢ X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was coused by fraud X
or dishanesty? i0d
e Woere any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
Insurance sarvice or other arganization that provides some or all of the benefits under the plan? {See X
l instructions.} 10e
f Has the plar fafied to srovide any benefit when due under the plan? 10f X
g Did the plan have any pardicipant loans? {If *Yes,” enler amount 25 of YEEF 8110} e rwsssassmsarmessnsssnse 105 X
b 1f this is an individual account plan, was Here a blackout period? (See instructiops and 29 CFR X
2520.101-3.) 10h
i 1110k was answered “Yas," chack the box if you either pravided the required nolice or one of the
exceplions lo providing the notice applied under 29 CFR 2520,101-3 10i

Part VI IPension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If “Yes,” see Instructfons and camplete Schedule SB (Form

55000

ﬂ Yes H No

12 Isthis 3 defined confribution pran subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? ..

{if "Yes,” complete 12a ar 12b, 12¢, 12d. and 12e below, as applicable.)

[] ves {4 vo

a Ifa waiver of the minimum funding standard for a prior year s being smordized in this plan year, see instructians, and enter the date of the letter suling

-granting the waiver,

Manth

Lhwes

Day

Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule M2 {Form 5500}, and skip to line 13,

b Enter the misimum required contribution for this plan year

12k

¢ Enter the amount conlributed by the employer to the plan for this plan year.

12¢

d Sublract the amount in fine 12c from the amount in ine 12b, Enter the resull {enier a minus sign o the left ofa

negalive amount)

12d

e Wil the minfmum funding amount reported on fine 12d be met by the funding deadline?

[Tves [no [] tm

[Part.VlI I Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adapted in any plan year?

It *Yes,” enter the amount of any-plan assels that reverted to the employer this year

b Wera all the plan assels distributed to participants or beneficiaries, transfered to another plan, or brought under the contral

of the PBEC?

€ lf during this plan year, any assets or liabilifles were transfarred from this plan Lo anather planis), identify the plan(s) to

which assets or liabilities were transferred. {See instrections.)

D Yes @ No

13c{2) EIN{s}

132(3) PN(s}

13c{1) Mame of plan{s): |

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

Under penallies of perjury and other perritles sel forth in Lhe instructions, | declare tat | have exsmined this relumireport, mciuding, if applicable, a Schedute
SB or Schedule MB compleled end signed by an enraiied ecluery, as well as the elecironic version of this relurnireport, and to the best of my knowledge and

belief, & is rue, correct, and complete,
s, S .

-

SIGH %/2%{"6““'“‘ ) %W ,}{")*{f-/f_?, Brahmaii Puzam, M.D.

HERE | g5 Ignature of plan administeator

Dae Enter name of ingdividogl signing as plan administrator

.SYGN" @,QJM : Q%f/\‘ﬂ/“’/ ’jG‘ff /7. |prabmaji Puram, M.D.

HERE

Skmature of employet/plan Spensor Date Enter name of individual signing as employer or plan sponsor




