Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

This form is required to be filed for employee benefit plans under sections 104

1210-0089

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Internal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2011
Department of Labor ) . )

Employee Benefits Security » Complete all entries in accordance with

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public
Inspection

Part 1 | 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: D a multiemployer plan;

a single-employer plan;

|:| a multiple-employer plan; or
D a DFE (specify)

B This return/report is: D the first return/report; D the final return/report;
D an amended return/report; |:| a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . ... ... .. . . . . . . . » D
D cCheck box if filing under: Form 5558; |:| automatic extension; |:| the DFVC program;

|:| special extension (enter description)

Part Il Basic Plan Information—enter all requested information

1la Name of plan

DR. JEFFREY A. SALADIN, DENTAL CORP. DEFINED BENEFIT TRUST

1b Three-digit plan 001
number (PN) »

1c Effective date of plan
01/01/2007

2a Plan sponsor’s name and address, including room or suite number (Employer, if for single-employer plan) 2b Employer Identification

DR. JEFFREY A. SALADIN, DENTAL CORPORATION

4150 TRUXEL ROAD
STE B.
SACRAMENTO, CA 95835

Number (EIN)
90-0217702

2C Sponsor's telephone
number
916-515-0005

2d Business code (see
instructions)
621210

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 accompanying schedules,
statements and attachments, 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 DIANE HEBERT
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
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2011)

v.012611




Form 5500 (2011) Page 2

3a

DR. JEFFREY A. SALADIN, DENTAL CORPORATION

4150 TRUXEL ROAD
STE B.
SACRAMENTO, CA 95835

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

3b Administrator's EIN
90-0217702

3C Administrator's telephone
number

916-515-0005

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 4b EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 16
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
@ ACHVE PAITICIPANTS . .....vveveeeeecectete it eeeeet ettt e st ettt e sae s et et e st ess s e s eae st es s s e s e s esessssns s s et et b s s s s eaea et et s s snsnsssesesesssenanseeeee ] 6a 15
b Retired or separated participants reCeIVING DENETILS.............c..ccivireeuereeseireeeseeeeeeese s eesee st eses s ss et ee s st eneseeneensed 6b 0
C Other retired or separated participants entitled to future DENEFItS..........cuii e 6¢C 1
A Subtotal. Add INES B, BB, ANA BC.........eueeeeeeeeeeeeeeeeeeee et e e ettt e et e e e sttt et ee et ee et et ee e s s et ee et eeseeeeeeee s et ee et eeeeeeeeeeeeeseed 6d 16
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefitS..........coccviiiie i 6e 0
T Total. AdA lINES BA AN BE..........cvevicveiieiiece ettt ettt sttt s s s s st s a et s et a et en st s e b s s st en s s et en st es s sane 6f 16
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvieeece ettt ettt a ettt s st s et ee s e s st et st n s st ses e s e s et ettt e s s s et es s s s s esesesesas s s e 69 0
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thaN 100U VESEA. ... e et et eees et et eeesteeteetseses st esteeses st eneesses et emseeses et ensenseesssensensee et ees et ensenses et ntenses et ntsnsensetentsnsensssneed 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ......., 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 11 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
2 Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
) Trust 3) Trust
4) General assets of the sponsor 4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) D R (Retirement Plan Information) o) H (Financial Information)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ©)] _2 A (Insurance Information)
actuary (4) C (Service Provider Information)
©) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)

Information) - signed by the plan actuary 6)

G (Financial Transaction Schedules)




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2011
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

- This Form is Open to Public
pursuant to ERISA section 103(a)(2).

Inspection
For calendar plan year 2011 or fiscal plan year beginning  01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit 001
DR. JEFFREY A. SALADIN, DENTAL CORP. DEFINED BENEFIT TRUST plan number (PN) »
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DR. JEFFREY A. SALADIN, DENTAL CORPORATION 90-0217702
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
JOHN HANCOCK LIFE INSURANCE

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
01-0233346 65838 61228 7 01/01/2011 12/31/2011

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

MARK J CHAPMAN 155 CADILLAC DRIVE
SACRAMENTO, CA 95825

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

0 0 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2011

v.012611



Schedule A (Form 5500) 2011 Page 2 -

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2011 Page 3

Part Il Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end..................ccccooveveveverererereecennnn.. 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end 5 598238
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums PAIH t0 CAITIET ........c.viveieeeieeee et ettt s sttt se et en st ne st e s et en st s et en s sneeseneneanss 6b 151808
C  Premiums due but unpaid at the end Of the YEAI .........coiiiiiiiiii e 6¢C 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d 0
retention of the contract or POIICY, ENLETN AMOUNT..........ccuiiiiiiee e see e esee e e e s e e et eesta e e e ssteeesaeeeessaeeesseeeesnnenes
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (€] |:| deposit administration (2) D immediate participation guarantee
(3) |:| guaranteed investment 4 D other P
b Balance at the end of the PrEVIOUS YOI ............c..covoveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 0
C Additions: (1) Contributions deposited during the year..............ccccceveveven.n.) 7c(1) 0
(2) Dividends and credits ................... 0
(3) Interest credited during the year 0
(4) Transferred from Separate aCCOUNL ..............co.evrveeereerreeseerseeseeeesesneens] 7c(4) 0
(5) Other (specify below) 0
4
(B)TOLAI AATIIONS ....cv.veoveeeeceee et s ettt e s e e s s s en s st eneensesenseneenessensnennens 7c(6) 0
d Total of balance and additions (A0 B ANA C(B)). ....cuevvervriieireieereeseeeeeeseeeessesese s s st sees e ssennees s seneneeneeens l 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made by Carfier..........cccooeeueveeveererieeeeeeereeesinon ] 7e(2) 0
() Transferred to SEPArate ACCOUNL ..........c.c.ceveeeruerereererseesereeseresseseeeesenesesend 7¢e(3) 0
(4) Other (SPECITY DEIOW)..........veveeeeeeeeeeeeeeeeeeeeeeseee o) 7e(4) 0
4
(5) Total dedUCHONS ..........cceveveeereeeeeeeeeee e 0
f Balance at the end of the current year (subtract e(5) from d) 0




Schedule A (Form 5500) 2011 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccocveeneenncennne. 0
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reServVe........cccceevveeeriveeesnnes 9a(3) 0
(4) Earned (1) + (2) - (3)) cvvevreerrrererereeereeereiesereninenns 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES...........cccceevereeeveeeeeeeeere e 9b(2) 0
(3) Incurred claims (AAd (1) @NA (2)) rveeiereirieriiereesiereseet ettt ettt et s ese st ese e ssese st eseseesesessesesesseseseesensasenens 9b(3) 0
(4) ClAIMS CRAIGEM........c.eveveeecteeeeeetieteteeeeee et et te ettt e et e et et et st et e et et e e et ese et et eseetese et etese et esee et steseesatenssaeteesatesnsentesans 9h(4) 0
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......ocuiivitirieieteete e ete ettt ettt ve e be st et s e re b nens 9c(1)(A) 0
(B) Administrative service or other fEes ...........ccccovevrrineeieiciseeeas 9c(1)(B) 0
(C) Other specific aCqUISItION COSES ......cvcuvieeiiireeiiieesiiee e seee e 9c(1)(C) 0
(D) OhEr EXPENSES .......eeeeeeeeeeeeeeeseseeeeeeeses et ee s 9c(1)(D) 0
(E) TAXES...ueiuietiiteiteiteiere et ettt et et sttt se v st et seteebe st e sae st e s eneabeabens 9c(1)(E) 0
(F) Charges for risks or other CONtingencies ..............cc.ccvwerveererereerrenen. 9c(1)(F) 0
(G) Other retention Charges .......ccceevuveerieeesiiee e see e see e see e 9c(1)(G) 0
(H) TOLAI FEEENMEION ...ttt ettt ettt b bbb s e s se e s e bbb s s b s e b et e s e s et s s e s et eserene s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeveieene 9¢c(2) 0
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1) 0
(2) ClRIM FESEIVES ...ttt ettt te ettt ete e te st s e et e e e b e st e s et e s e b e st esese s ebe e eseseebs s e b esesses et e b enessete s eneseenesensee 9d(2) 0
() KO T ST VL= T 9d(3) 0
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e 0
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEr ...........cccociiiiiiiiiii e 10a 0
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............ccccceueee. 10b 0
Specify nature of costs P
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. P



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2011
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

- This Form is Open to Public
pursuant to ERISA section 103(a)(2).

Inspection
For calendar plan year 2011 or fiscal plan year beginning  01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit 001
DR. JEFFREY A. SALADIN, DENTAL CORP. DEFINED BENEFIT TRUST plan number (PN) »
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DR. JEFFREY A. SALADIN, DENTAL CORPORATION 90-0217702
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
GUARDIAN LIFE INS CO

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
13-2656036 64246 61228 9 01/01/2011 12/31/2011

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

2627 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

KATRINA SEMMES 700 RED BROOK BLVD
STE 300
OWINGS MILLS, MD 21117

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

2627 0 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2011

v.012611



Schedule A (Form 5500) 2011 Page 2 -

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2011 Page 3

Part Il Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end..................ccccooveveveverererereecennnn.. 4 85525
5 Current value of plan’s interest under this contract in separate accounts at year end 5 0
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums PAIH t0 CAITIET ........c.viveieeeieeee et ettt s sttt se et en st ne st e s et en st s et en s sneeseneneanss 6b 52534
C  Premiums due but unpaid at the end Of the YEAI .........coiiiiiiiiii e 6¢C 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d 0
retention of the contract or POIICY, ENLETN AMOUNT..........ccuiiiiiiee e see e esee e e e s e e et eesta e e e ssteeesaeeeessaeeesseeeesnnenes
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (€] |:| deposit administration (2) D immediate participation guarantee
(3) |:| guaranteed investment 4 D other P
b Balance at the end of the PrEVIOUS YOI ............c..covoveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 0
C Additions: (1) Contributions deposited during the year..............ccccceveveven.n.) 7c(1) 0
(2) Dividends and credits ................... 0
(3) Interest credited during the year 0
(4) Transferred from Separate aCCOUNL ..............co.evrveeereerreeseerseeseeeesesneens] 7c(4) 0
(5) Other (specify below) 0
4
(B)TOLAI AATIIONS ....cv.veoveeeeceee et s ettt e s e e s s s en s st eneensesenseneenessensnennens 7c(6) 0
d Total of balance and additions (A0 B ANA C(B)). ....cuevvervriieireieereeseeeeeeseeeessesese s s st sees e ssennees s seneneeneeens l 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made by Carfier..........cccooeeueveeveererieeeeeeereeesinon ] 7e(2) 0
() Transferred to SEPArate ACCOUNL ..........c.c.ceveeeruerereererseesereeseresseseeeesenesesend 7¢e(3) 0
(4) Other (SPECITY DEIOW)..........veveeeeeeeeeeeeeeeeeeeeeeseee o) 7e(4) 0
4
(5) Total dedUCHONS ..........cceveveeereeeeeeeeeee e 0
f Balance at the end of the current year (subtract e(5) from d) 0




Schedule A (Form 5500) 2011 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccocveeneenncennne. 0
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reServVe........cccceevveeeriveeesnnes 9a(3) 0
(4) Earned (1) + (2) - (3)) cvvevreerrrererereeereeereiesereninenns 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES...........cccceevereeeveeeeeeeeere e 9b(2) 0
(3) Incurred claims (AAd (1) @NA (2)) rveeiereirieriiereesiereseet ettt ettt et s ese st ese e ssese st eseseesesessesesesseseseesensasenens 9b(3) 0
(4) ClAIMS CRAIGEM........c.eveveeecteeeeeetieteteeeeee et et te ettt e et e et et et st et e et et e e et ese et et eseetese et etese et esee et steseesatenssaeteesatesnsentesans 9h(4) 0
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......ocuiivitirieieteete e ete ettt ettt ve e be st et s e re b nens 9c(1)(A) 0
(B) Administrative service or other fEes ...........ccccovevrrineeieiciseeeas 9c(1)(B) 0
(C) Other specific aCqUISItION COSES ......cvcuvieeiiireeiiieesiiee e seee e 9c(1)(C) 0
(D) OhEr EXPENSES .......eeeeeeeeeeeeeeeseseeeeeeeses et ee s 9c(1)(D) 0
(E) TAXES...ueiuietiiteiteiteiere et ettt et et sttt se v st et seteebe st e sae st e s eneabeabens 9c(1)(E) 0
(F) Charges for risks or other CONtingencies ..............cc.ccvwerveererereerrenen. 9c(1)(F) 0
(G) Other retention Charges .......ccceevuveerieeesiiee e see e see e see e 9c(1)(G) 0
(H) TOLAI FEEENMEION ...ttt ettt ettt b bbb s e s se e s e bbb s s b s e b et e s e s et s s e s et eserene s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeveieene 9¢c(2) 0
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1) 0
(2) ClRIM FESEIVES ...ttt ettt te ettt ete e te st s e et e e e b e st e s et e s e b e st esese s ebe e eseseebs s e b esesses et e b enessete s eneseenesensee 9d(2) 0
() KO T ST VL= T 9d(3) 0
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e 0
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEr ...........cccociiiiiiiiiii e 10a 0
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............ccccceueee. 10b 0
Specify nature of costs P
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. P
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|_Part! | Annual Report Identification Information
For calendar plan year 2011 or fiseai pian scar begining U201 and ending 1273172011

A This returnireport is for:

B This returnireport is:

ﬂ a multiple-employer plan; or
a DFE (specify)

- a multiempioyer plan,

W single-empioyer plan;

L3

o — ]
" the fust returndrepon; . | the final relurnfreport;

an amended returnireport;

C ifthe planis a colfectively-bargained plan. check here. S e e,

D Check box if filing under:

‘\ Form §558: D automalic extension;

© specal extension (enter description)

:‘ a short pian year return/report (iess than 12 months).

E the DFVC program;

[ Part Il lBasic Plan Information—snter af requested information

1a Name of plan

Or. Jeflrey A_ Saladin, Dontai =

». Dadrmed Benefit Trust

1b Three-digit ptan
number (PN) » 001

1¢ Effactive date of plan
1/1/2007

2a Plan sponsor's name and address {erntayor, if for a single-employer plan)
{Address should include room or suile ro.)

Dr. Jeffrey A Saladin, Denwun Corparation

4150 Truxet Road
Swe 8
Sacramento

CA 95835

2b Employer Identification
Number (EIN)
900217702

2¢ Sponsor's telephone
number
5165150005

2d Business code {see
instructions)

62121C

Caution: A penalty for the late or incomptete filing of this returnireport will be assessed unless reasonable cause Is sstablished,

Under penalties of perjury and other peraitics sel forh in the instructions, | declare
statemenls and attachments, as wel as the

that | have examined this return/report, including accampanying schedules,
eRctrome version of this relura/report, and to the best of my knowiedge and balief, it is true, comect, and compiete

i [ y

f
i b i :

| SIGN / g . fie/11/z2012 :/ Jeffrey A Saladin

F- = e i/ ,

- Fignature of plan administrator . L Date Enter name of individual signing as plan administrator

i

;/10/11/2012 | / Jeffrey A Saladin

Signature of employar/pian spotisor

N WDale i/Enler name of individual signing as emptoyer or plan sponsor
ina o ] i BET Wi

;. Date .| Enter name of ingividuat signing as DFE

HERE JL_ [ —— L e g




3a Plan soministrator's name ang :;udrw; i sarre as plan sponsor, enter "Sama’) 3b Adminstrator's EIN

Dr Jeffrey A Salanin, Denty 2 ornnrabion 900217702
3¢ Administrator's telephone
numbrer
4150 Truxel Road 165150005
Ste B,
Sacramanio CA Q5835

4 ifthe name and/or EIN of the plan spasar has Chang&_d since the last relurnireport filed for this plan, enter the name, EINand  |4b EIN
the pian number from the last returniopen
a Sponsor's name 4c PN
5 Total number of participants at the .Ju awiing of Ihe plan year ] 5 16
6  Numberof participants as of the ¢r .1 J' [ho plan year (welifare plans complete only lines 6a, 6b, bc, and 6d).
a Active participants ... .. .. . .. 6a 15
b Retired or separated participants receiving benafits, .. e BB 0
€ Other retired o1 separated participants entitied to fulure benefits O OSSO POUU SO UURORUPORORPURUOTPRUTRNY B : 1 - 1
d Sublotal. Add lines 6a, 6b. and 6c... . e, B Y -1* 16
€ Deceased parlicipants whose bonaficiaries are receiving or are entilled (0 recerve benefits. .. e BB 0
f Total Add lines 6dand e . . e B e RS i e e B 16
g Number of participants with account baiances as of the end of the plan year (only defined contribution plans 0
complete this item). ... ... i e e 6
h Number of participants that terminates i-\mploymcm durmg the plan year with accrued benefits that were 0
less than 100% vested. . o .1 6h
7 Enter the total number ol' emp.!c,rm 5 b i«;d!vd 10 wnirlbule to the plan (enly mulnemployer pians compleie thns stem) 7
8a ifthe plan provides pension benefinn anler the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

A M aD

b it the ptan pravides welfare beneflits, enter the upphcable welfare fealure codes from the List of Plan Characteristic Codes in the instructions:

9a Pan funding arrangement {check i it apply) - ‘9B Plan benefit arangement [check ali that apply}
(1) 1 insurance ! (1) I insurance
(2) Code section 412(e:3, rsurance coniracts ] {2} Code section 412(e)(3) insurance contracts
{3} (b Trust (3) Trust
(4) h General assets of lhe iSO (4) [ | General assets of the sponsor

10 Check ait applicable boxes in 10a am: 00 1o indicate whith scheguies are attached. and, where indicated. ener the number stlached. (See instructions)

@ Pension Schedules b General Schedules
(1) | R (Relirement Plan bifcomation) (1) 1’7 H (Financial Information)
(@) | MmB (Multtemployer Defined Benefit Plan and Certain Money (2) E’ I {Financial information ~ Small Pian)
Purchase Plan Actuaniat information) - signed by the plan 3) > _{__ A (Insurance Information)
acluary 4 0 C (Service Provider Information;
(3 B S8 (Single-Employer fichncs Benefit Plan Actuariat (5} E D (DFE/Participating Plan Information)
£n!orm_si@rl)r_-_s@r_l_¢,:'_1 by tre plan ac{ut?"r}' (6) ! G (Financial Transaction Schedules}




