Form 5500 Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2011
Department of Labor i i )
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 multiple-employer plan; or
a single-employer plan; 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 cCheck box if filing under: Form 5558; |:| automatic extension;
|:| special extension (enter description)

|:| the DFVC program;

Part Il Basic Plan Information—enter all requested information

1la Name of plan
SOUTHWEST UROLOGY, INC. 401K PROFIT SHARING PLAN

1b Three-digit plan 001
number (PN) »

1c Effective date of plan
01/01/1987

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

SOUTHWEST UROLOGY, INC.

6900 PEARL ROAD
MIDDLEBURG HEIGHTS, OH 44130

2b Employer Identification
Number (EIN)
34-1509612

2C Sponsor's telephone
number
440-845-0900

2d Business code (see
instructions)
621111

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. 10/15/2012 KIMBERLY FLETT
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

SOUTHWEST UROLOGY, INC.

6900 PEARL ROAD
MIDDLEBURG HEIGHTS, OH 44130

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

3b Administrator's EIN
34-1509612

3C Administrator's telephone
number

440-845-0900

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 72
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 64
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 8
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 72
€ 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 72
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 54
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 1
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:
2A 2E 2) 2R
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) R (Retirement Plan Information) o) D 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 ®) _1 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
(Form 5500)

Insurance Information
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
SOUTHWEST UROLOGY, INC. 401K PROFIT SHARING PLAN plan number (PN) >

C Plan sponsor’s name as shown on line 2a of Form 5500
SOUTHWEST UROLOGY, INC.

D Employer Identification Number (EIN)
34-1509612

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
HARTFORD LIFE INSURANCE COMPANY

(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
06-0974148 88072 GA-824134 48 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

12947

5422

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

FIFTH THIRD INS AGENCY INC

5001 KINGSLEY DRIVE #1MOBBC

C

INCINNATI, OH 45227

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

12947

3

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

SS&G FINANCIAL SVCS INC

301 SPRINGSIDE DRIVE
AKRON, OH 44333

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5000

SALES/ADMINISTRATION

5

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

SS&G FINANCIAL SVCS INC 301 SPRINGSIDE DRIVE
AKRON, OH 44333

Fees and other commissions paid

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

422 |ADMINISTRATIVE ALLOWANCE 5

(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 40637
5 Current value of plan’s interest under this contract in separate accounts at year end 5 1065376
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
C  Premiums due but unpaid at the end Of the YEAI .........coiiiiiiiiii e 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
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
®) 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) 1913
(2) Dividends and credits ................... 0
(3) Interest credited during the year 1273
(4) Transferred from Separate aCCOUNL ..............co.evrveeereerreeseerseeseeeesesneens] 7c(4) 2387
(5) Other (specify below) 1098953
P ACQUISITION
(BYTOAl AUTIIONS .......cvvvvvseeeececies et ss st en s 7c(6) 1104526
d Total of balance and additions (A0 B ANA C(B)). ....cuevvervriieireieereeseeeeeeseeeessesese s s st sees e ssennees s seneneeneeens l 7d 1104526
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 4160
(2) Administration charge made by Carfier...........cccococoeoeeveeceeeeeereeeeeen] 7e(2) 50
(3) Transferred t0 SEPArate @CCOUNL ..............oevevevereeeeeeeeereeeeseesenenssese] 7¢e(3) 1059585
(4) Oher (SPECITY DEIOW)........vuvieeeeeeeeeeeeeeeeeeeeeeeeeee e 7e(4) 94
) LOAN W/D
(5) Total dedUCHIONS ........c.ceevevereieeeeieieeee e 1063889
f Balance at the end of the current year (subtract e(5) from d) 40637




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.
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reServVe........cccceevveeeriveeesnnes 9a(3)

(4) Earned ((1) + (2) = (3)) ccvveeervreemrrreenireeenireesseeeennes

b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESEIVES...........cccceevereeeveeeeeeeeere e 9b(2)
(3) Incurred claims (AAd (1) @NA (2)) rveeiereirieriiereesiereseet ettt ettt et s ese st ese e ssese st eseseesesessesesesseseseesensasenens 9b(3)
(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)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....ocuvveueieriietee ettt teee et eseere st sete e esetesseaereesaaeaeas 9c(1)(A)
(B) Administrative service or other fEes ...........ccccovevrrineeieiciseeeas 9c(1)(B)
(C) Other specific aCqUISItION COSES ......cvcuvieeiiireeiiieesiiee e seee e 9c(1)(C)
(D) OhEr EXPENSES .......eeeeeeeeeeeeeeeseseeeeeeeses et ee s 9c(1)(D)
(E) TAXES...ueiuietiiteiteiteiere et ettt et et sttt se v st et seteebe st e sae st e s eneabeabens 9c(1)(E)
(F) Charges for risks or other CONtingencies ..............cc.ccvwerveererereerrenen. 9c(1)(F)
(G) Other retention Charges .......ccceevuveerieeesiiee e see e see e see e 9c(1)(G)
(H) TOLAI FEEEMEION ...ttt ettt ettt ettt ettt et et et e e et ese et e te s et ese et ete s et et ebe s et ess et esensetensseetensatessesenin 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeveieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. ... 9d(1)
(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)
(B) ONEI FESEIVES ......ocveeveee et eeeee ettt ettt e et e et et et st e e et st est st et e s et e st et et et et est st ete s e tatenssaete s atensseeteasateneseereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEr ...........cccociiiiiiiiiii e 10a
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
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 D No

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



SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2011

This Form is Open to Public

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
SOUTHWEST UROLOGY, INC. 401K PROFIT SHARING PLAN 001
plan number (PN) >

C Plan or DFE sponsor’s name as shown o
SOUTHWEST UROLOGY, INC.

n line 2a of Form 5500

D Employer Identification Number (EIN)
34-1509612

Part |

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE:

SEPARATE ACCOUNT 401

b Name of sponsor of entity listed in (a):

HARTFORD LIFE INSURANCE COMPANY

C EIN-PN 06-0974148-000

d Entity

P € Dollar value of interest in MTIA, CCT, PSA, or 103
code 12 |IE at end of year (see instructions)

1065376

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103

code 12 |IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

code 12 |IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

code 12 |IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

code 12 |IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

code 12 |IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity

€ Dollar value of interest in MTIA, CCT, PSA, or 103-

code 12 |IE at end of year (see instructions)

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

Schedule D (Form 5500) 2011
v.012611



Schedule D (Form 5500) 2011 Page 2 -

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN code 12 |IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULE |
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information—Small Plan

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2011

This Form is Open to Public

Pension Benefit Guaranty Corporation 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
SOUTHWEST UROLOGY, INC. 401K PROFIT SHARING PLAN plan number (PN) 3

C Plan sponsor’s name as shown on line 2a of Form 5500
SOUTHWEST UROLOGY, INC.

34-1509612

D Employer Identification Number (EIN)

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule I if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar

benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A Total PIAN @SSELS ......veieiiiiieiieie et la 7186548 7142526
b Total plan abilitIeS.........co.cvrverceeereeeeecee e 1b 0 0
Net plan assets (subtract line 1b from line 1a).......c.cccccccvvevivreennnnnn, 1lc 7186548 7142526
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS oottt 2a(1) 125604
(2) PAItCIDANTS. ........v.oveeeeeeeeeeeee e 2a(2) 97844
(3) Others (including rollOVErS) ..........ccceveiiieiiiiieeiiee e 2a(3) 0
b Noncash contributions............c..cccooveueveceeveeeeeeceeee e 2b 0
(O @ 13T oo =S 2c -81433
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 142015
€ Benefits paid (including direct rolloVers) ..........oocoeeeeveeeeeeeereseeend 2e 186037
f  Corrective distributions (See INStrUCHONS) .........ccovevevvrveeerecerieseeenanns 2f 0
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29 0
h Administrative service providers (salaries, fees, and commissions).| 2h 0
| OthEr EXPENSES.........cveceeeeeceeeieseee e seeaeses e asnee s 2i 0
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........ccccoeeeiriienn, 2j 186037
K Net income (loss) (subtract line 2j from line 2d).........c..cccoceverruncn. 2k -44022
| Transfers to (from) the plan (see iNStruCtions) ..............ccceeecvevrunen. 2
3 Specific Assets: If the plan held assets at anytime during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a line-
by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
@ Partnership/jOiNt VENTUIE INTETESTS..........cceviveveeeeereeeeieseseseesssesaesesesssesessssssesesssesensssssesesssnas 3a X 39903
D EMPIOYEr FQAI PrOPEIY ........vicvveceieeeeeet e er e en et n et aenees 3b X
C Real estate (other than employer real PrOPErtY) .......c.coovirovieiieniiienie et 3c
O EMPIOYEE SECUMLIES .....c..vviivsieeeieseeete et es et s e es s sttt es et n e es et eneeen 3d X
€ PartiCIPANT IOANS.......cvcuiivetieietee ettt ettt ettt ettt e et s et e se e et ens et esessebensetesesteteseteneana 3e X 1711

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500
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Yes No Amount
3f  Loans (other than to PAILICIPANTS) ........cceveveveeeeeeeeeeeteeeeeeeeeete e teeeseseeeees et s s esessseeaeas et es s sesaesesennsnanens 3f X
g Tangible personal ProPErtY ........cocciciiiiiii i e 3g X
| Part I ‘Compliance Questions
4 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? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.).........cccccecveneennene 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the N
participant’s acCOUNt DAIANCE. .........ccuiiiiiii et 4b
C Were any leases to which the plan was a party in default or classified during the year as
8ot ] =T ox 1] o] (= PP TP UP ST TUSPTPPROE 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPONEA ON [N 4AL) .....iiiiiiiiii i s e s s 4d X
€ Was the plan covered by a fIdelity DONA? ............ccuoveveevceeeeeeeieeeeee e ge | X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF AISNONESTY? ... et Af X
g Did the plan hold any assets whose current value was neither readily determinable on an established
market nor set by an independent third party apPraiSEr? .........cccceeviee e 4q X 39903
h Did the plan receive any noncash contributions whose value was neither readily determinable on an
established market nor set by an independent third party appraiSer? ..........ccccveveieeeviieeeniieeerieeeenns 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnership/joint venture interest?............coccveiiiiiiiiiiic i 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control of the PBGC? ...........ccccciiiiiiiiiiiiiii e 4 X
K Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA) under 29 CFR 2520.104-467? If “No,” attach an IQPA’s report or 2520.104-50 N
statement. (See instructions on waiver eligibility and conditions.) ..........cccevieeiiiiiiie e, 4k
| Has the plan failed to provide any benefit when due under the plan? ............ccc.ccoceveeericiieicienecnnan 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) oottt et en e 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3 .......ccoeviveeviieeeniieeeciieeenns 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..........c..cccccveeenes D Yes No Amount:

5b

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.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)




SCHEDULE R Retirement Plan Information

OMB No. 1210-0110

(Form 5500) 2011

Department of the Treasur . . .
|n?ema| Revenue gen,icey Employee Retirement Income Security Act of 1974 (ERISA) and section

This schedule is required to be filed under section 104 and 4065 of the

Department of Labor
Employee Benefits Security Administration

6058(a) of the Internal Revenue Code (the Code).
This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
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
SOUTHWEST UROLOGY, INC. 401K PROFIT SHARING PLAN plan number 001
(PN) >
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SOUTHWEST UROLOGY, INC.
34-1509612

‘ Part | ‘

Distributions

All references to distributions relate only to payments of benefits during the plan year.

1 Total value of distributions paid in property other than in cash or the forms of property specified in the
INSTIUCTIONS ... bbb e b e e e b e e s b b e e e b e e s bt e b e e s e e b e e s b e e s b e e s e e e s ae s s b e e nree s 1

2 Enter

0

the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two

payors who paid the greatest dollar amounts of benefits):

EIN(s): 34-1831722
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan

YA, o.oeeeeititete st eees ettt ettt s e a et bbb a et et h et s e A s A b s b s A AR bt A Rt LAt b eb s h bbb At bbb st bt s s 3
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part)
4 |sthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?........cccvvrerrvernnee D Yes D No D N/A

If the

plan is a defined benefit plan, go to line 8.

5  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 ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6
a
deficiency not waived) .......................................................................................................................................
b Enter the amount contributed by the employer to the plan for this plan Year ............ccc.ccoeeveeveceieeereereerenenn, 6b
Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEQALtiVE AMOUNT).........ccciieiiiiieeiie e e e e e e e sneee s 6c
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ...................cccooovevevnnnnn. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNGE?.............ii it D Yes D No D N/A

Part Il

Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate
bOX. 1f N0, ChECK the “NO” BOX. .......veeeececveeeieeeeeeeeeee et D Increase I:I Decrease D Both I:I No

Part IV ESOPSs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,
skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. | | Yes D No
11 a Does the ESOP hold @ny Preferred SIOCK? .........coiriiriuririeriesiereeeseneseeses e eeseesesssse s sesessesssesessessssessasssesessssssessessssssesssesssnsseens || Yes D No

b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “Dack-t0-DACK” I0AN.) .......c.uuiiiiiiii ettt

12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ............ccccoceveveveveueccceeeeeseeeeeeene. D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2011
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cen

ts
(2) Base unit measure:D Hourly ﬁ Weekly Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

@ THE CUITEINE YEAY ......veeevieeveeeeeteee ettt et ettt eae et et e e et ese et et e s et ese et et eas et ese et etess et ese et etesseeesese et etenssaeseesetesssaesesatnnnas l4a
b The plan year immediately preceding the CUMTENt PIAN YEAT ...........c.cceviveeevreeiieseeeeee et 14b
C  The SecoNd PreCediNg PIAN YEAT ......c.uiiiiiiieiie ittt ettt e bt e st e et e e sttt et e eabrenbeeseneestreareenbeeanne l4c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ...........ccccceeevvveeenen. 15a

b The corresponding number for the second preceding PIaN YEar ................cccc.coevveveeeeeeeeeeerreeseeeeenerrerenns 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year .........ccccoccoeiiiiiiiniiie e 16a

b Ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such WithdraWn €MPIOYETS .......uiiiiiiiiii ittt sr e e s st e sinesinesereaeees

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an AttaCHMENT. ... ... it e s s e et e e e s s s e e e et s s e e e rnta e s ran e ananenenens

| PartVI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information t0 be INCIUAE @S AN AHACHMENT ..........ciiiie e e s e e et eesste e e e saeeeeeteeeaaeeeeasbeeeaasteeeasseee e sseeeansseeesaseeeansseeennteeeansseeeanneeeenseeennnenenns

19 If the total number of participants is 1,000 or more, complete items (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b  Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years D 3-6 years |:| 6-9 years D 9-12 years |:| 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate item 19(b)?
D Effective duration D Macaulay duration D Modified duration D Other (specify):




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1%13:35 ;g

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

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections B047(e), 6057(b), and 6058(a) of the internal Revenue Code (the Code). 2011
Department of Labor @ 3 .
Employee Bensfits 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 | ] Annual Report Identification Information
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A This retum/report is for: D a multiemployer plan; LI a multiple-employer plan; or
B a single-employer plan; D a DFE (specify)
B This returnfreport is: D the first return/report; [] the final return/report;
D an amended return/report; D a short plan year return/report (less than 12 months),
C Ifthe planis a collectively-bargained plan, check Nare. . .. ... .. i » D
D Check box if filing under: B Form 5558; D automatic extension; D the DFVC program;
ﬂ special extension (enter description)
l Part Hl I Basic Plan Information—enter all requested information
1a Name of plan SOUTHWEST UROLOGY, INC. 401K PROFIT SHARING PLAN 1b Three-digit plan
number (PN) » 001
01/01/1987
2a Plan sponsor's name and address, including room or suite number (Employer, if for single-employer plan) 2b Employer Identification
Number (EIN)
SOUTHWEST UROLOGY, INC. 34-1509612
2C Sponsor's telephone
number
(440) 845-0900
6900 PEARL ROAD 2d Business code (see
instructions)
MIDDLEBURG HEIGHTS CH 44130 621111

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

SIGN 7 ~/ M : &8 g M
HERE /C? 502 (€ HHAEG % /i&UK/j
F Date Enter name of individual signing as plan administrator
g
sion | / fzﬁ%%é,ﬂ (|72l pesiet Bk oJKLS
L Signature of eme'rmersn)onsor g 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
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3a

PlanEadministrator‘s name and address (if same as plan sponsor, enter “Same”)
AM

3b Administrator’s EIN

3¢ Administrator's telephone

number
4 If the name and/or EIN of the plan sponsor has changed since the last returm/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 72
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
L m——————————————————————————————— 0 . 1 N,
b Retired or separated participants receiving DENGMS. ... rmesressissssserssssessssssesssiereessess st essssessssssessesseeesensssssansrsresssorecnd OB 0
C Other retired or separated participants entitled to future Benefits ... 6¢c 8
t SUBIOHIL. AT THES G, Bl ane B6. mcimmmyimims st wsissthsssiissas  sias ssassrssiias wviinly, D0 72
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .......ooiveinn] 6e _ 0
£ Toral, Addlings 6o ahil 68, wams s m s s R sy O, 72
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE LIS TEBIMI) covviviiersesseuenssssessasnersssesssaseeseass s eears et e ab e st eemse et e e eem bbb bbb bbb st snt b e 6g ) 54
h  Number of participants that terminated employment during the plan year with accrued benefits that were
1855 ThAN TO0 % VESTEU 1.oe.vieeeeeeeeee ettt et ee oo es oot b et d ettt o1 4ottt sttt seame it e st zerser s e een] 6h 1
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:
2h 2E 2J 2R
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
(3) X 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

(1) R (Retirement Plan Information) 1)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money {2)
Purchase Plan Actuarial Information) - signed by the plan (3)

actuar
¥ @)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial {5)
Information) - signed by the plan actuary (6)

H (Financial Information)

| (Financial Information — Small Plan)
A (Insurance Information)

C (Service Provider Information)

D (DFE/Participating Plan Information)
G (Financial Transaction Schedules)




Insurance Information Wi,

SCHEDULE A
(Form 5500)
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

» File as an attachment to Form 5500.

Department of Labor
This Form is Open to Public

Employee Benefits Security Administration
Pension Benefit Guaranty Carporation » Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2011 or fiscal plan year beginning 01401/ 2071 and ending 12/31/2011
A Name of plan B Three-digit
plan number (PN) » 001

401K PROFIT SHARING PLAN
D Employer Identification Number (EIN)

34-1509612

SOUTHWEST UROLOGY, INC.
C Plan sponsor's name as shown on line 2a of Form 5500

SOUTHWEST UROLOGY, INC.
Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each confrat

Part |
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 Covearage Information:

(a) Name of insurance carrier

HARTEFORD LIFE INSURANCE COMPANY
e) Approximate number of Paolicy ar contract year
(¢) NAIC (d) Contract or (
iRy ElN code identification number Rersons cbyoled abdnd of (i) From (g) To
policy or confract year
06-0974148 88072 GA-824134 48 01/01/2011 12/31/2011
2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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
12,947 5,422

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

FIFTH THIRD INS AGENCY INC
5001 KINGSLEY DRIVE #1MOBBC

CINCINNATI OH 45227
{b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
12,947 3
) (a) Name and address of the agent, broker, or other person to wham commissions or fees were paid
SS&G FINANCIAL SVCS INC
301 SPRINGSIDE DRIVE
AKRON OH 44333
{b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code
& SALES/ADMINISTRATION 5
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500, Schedule A (Form 5500) 2011
v.012611
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(a} Name and address of the agent, broker, or other person to whom commissions or fees were paid

SS&G FINANCIAL SVCS INC

301 SPRINGSIDE DRIVE

AKRON

OH 44333

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

(d) Purpose

{e) Organization
code

422

ADMINISTRATIVE ALLOWANCE

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

(b} Amount of sales and base
commissions paid

Fees and other commissions paid

(¢) Amount

{d} Purpose

{e) Organization
cods

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

{b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

(d) Purpose

(e) Organization
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
commissions paid

Fees and other commissions paid

(c}) Amount

(d) Purpose

(e} Organization
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
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization
code
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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 .........ooooooooovooereerieen 4 40,637
5 Current value of plan’s interest under this contract in separate accounts at year end 5 1,065,376
6 Contracts With Aliocated Funds:
a  State the basis of premium rates P
b Premiums paid to carrier.. T 6b
€ Premiums due but unpald at the end of the year.. i 6c
d  If the carrier, service, or other organization incurred any specmc costs in connection W|th the acqu:sltlon or 6d
retention of the contract or policy, enter amount...
Specify nature of costs 14
e Type of contract: (1) D individuat policies (2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here 4 []
7 Contracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other P
b Balahics AU 6 of The DraVIOUS VAT v, s ot o i i s e v sS04 DS v el A e I— 7b 0
C  Additions: (1) Contributions deposited during the Year...........o.coccoveccoreeeeevn. 7¢(1) 1,913
(2) DIVIAENTS BN CrEUIS .vvoveerrerrecereceseees ettt 7c(2) 0
(3) Interest credited during the YEar........c..coocoiv i 7¢(3) 1,273
(4) Transferred from Separate acCOUN ..........oc.oweeveereerersoere e eeesneerneenennend_ 1 C(4) 2,387
(5) OtNET (SPECITY DEIOW) .cvvvvrrecsrecsrscsreerereserevesersresseemesissssssonssinssenssonioneed 1 C{D) 1,098,953
b ACQUISITION
(6)Total additions .. . 7¢(6) 1, 1084, 526
d Total of balance and additions (add b and c(ﬁ) .| 7d 1,104,526
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 4,160
{2) Administration charge Made DY CAITIEN ... iii e seseesessss s e essasens 7e(2) 50
(&) Transfarrod o separale Eceounts i b i e b s iie e savsen 7e(3) 1 059,585
(4):Other(EPECY DElOW i S i s e s f i Te(4) 94
» LOAN W/D
(5) TOMA! ABAUCHONS .eve oottt et ee et oot ee e ee et ee et et s et et eemes et et e st s s e 7e(5) 1,063,889
f Balance at the end of the current year (subtract e(5) from d) 7f 40,637
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Part lil | 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 purposas of this report.

8 Renefit and contract type {check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc E Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g [] Supplemental unemployment ha Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract !D Indemnity contract
m D Other (specify} »
9 Experience-rated contracts:
a Premiums: (1) AMOUNt FECEIVEd. oo imercnrcinerearsnr oo ecesnceend_ 98(1)
(2) Increase (decrease) in amount due but unpaid ... 9a(2)
(3) Increase (decrease) in unearned premium reserve.........coocueeee e 9a(3)
R -
b Benefit charges (1) CIAIMS PAIG w..vvovrvomveceee e cereenenenend__9B{1)
(2) Increase (decrease) in Claim reSeIVES.........coceeeerverceeceriocreee e ___9B(2)
(BYIncurred claims (Add T1) And. ()Y ey i el e s b e Vo S Wi i s 9h(3)
(4) Claims charged... R A R R Sh(4)
C Remainder of premium: (T) Retemron charges (on an accrual basrs) -
(A) Commissions.. T S B S 9c(1)(A)
(B) Administrative service or other fees ................................................ 9c(1)(B)
(C) Other Specific AGGUISIION GOSTS ......o.oiv. oo e, 9¢(1)(C)
(D) OhEr EXPENSES w..cvvvevveaeseeeeees s reereeeseseeneessneenssenrssssnnnneesennnnn ] SS(1)(D)
(E) Taxes... 9c(1)(E)
(F) Charges for rlsks or other contmgencaes .1 Sc(1){F)
{G) Other retention ChAIGES ....vieireiereeiees e e e 9c(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds, (These amounts were I:l paid in cash, orD credited.) 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................. 9d(1)
(D) I B SEIVEE v snssosnssssmensmansissss s ohommmsn sy oA 0 O VT P e M T s 9d(2)
{B) OtHEr TESBIVES .o, usrsssnrisariisiessbiis i S Fes s s R s s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c{2) Vs e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIBI ... i i s e 10a
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 1, item 2 above, report amount...........c.e 10b
Specify nature of costs P
| Part IV | Provision of Information L
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes D No

12 Ifthe answer to fine 11 is “Yes,” specify the information not provided, »



SCHEDULE D DFE/Participating Plan Information

(Form 5500)

Department of the Treasury

Departrment of Labor » File as an attachment to Form 5500.

Employee Benefits Security Administration

This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1874 (ERISA).

OMB No. 1210-0110

2011

This Form is Open to Public

Inspection.
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 123172011
A Name of plan B Three-digit i
plan number (PN) ) . 001

SOUTHWEST UROLOGY, INC. 401K PROFIT SHARING PLAN

C Plan or DFE spansor's name as shown on line 2a of Form 5500

SOUTHWEST UROLOGY, INC.

D  Employer Identification Number (EIN)

34-1509612

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)

(Complete as many entries as needed to report all interests in DFEs)

a Name of MTIA, CCT, PSA, or 103-12 |[E: SEPARATE ACCOUNT 401

b Name of sponsor of entity listed in (a): HARTFORD LIFE INSURANCE COMPANY

C EIN-PN 06-0974148 000

d Entity p @ Dollar value of int erest in MTIA, CCT, PSA, or 103 1,065,376
code 12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity e Dollar value of interest in MTIA, CCT, PSA, or 103

a Name of MTIA, CCT, PSA, or 10312 IE:

code 12 |E at end of year {see instructions)

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity e Dollar value of inferest in MTIA, CCT, PSA, or 103-
code 12 IE at end of year (see insfructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity e Dollar value of interest in MTIA, CCT, PSA, or 103-
code 12 |IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

¢ EIN-PN

d Entity e Dollar value of interest in MTIA, CCT, PSA, or 103-
code 12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity @ Dollar value of interest in MTIA, CCT, PSA, or 103-
code 12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity e Dollar value of interest in MTIA, CCT, PSA, or 103-
code 12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2011
v.012611
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Name of MTIA, CCT, PSA, or 103-12 IE;

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or 103-

12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or 103-

12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE;

Name of sponsor of entity listed in (a):

EIN-PN

d entty

code

Dollar value of interest in MTIA, CCT, PSA, or 103-

12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 [E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or 103-

12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or 103-

Name of MTIA, CCT, PSA, or 103-12 IE-

12 IE at end of vear (see instructions)

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or 103-

12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 10312 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or 103-

12 |E at end of year (see instructions}

Name of MTIA, CCT, PSA, or 103-12 IE;

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

cade

Dollar value of interest in MTIA, CCT, PSA, or 103-

12 IE at end of year {see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or 103-

12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or 103-

12 IE at end of year (see instructions)
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Schedule D (Form 5500) 2011

Information on Participating Plans (to be completed by DFEs)
(Complete as many entries as needed to report all participating plans)

Part il

a Plan name

b Name of
plan sponsor

C EIN-PN

a Plan name

b Name of
plan sponsor

Plan name

Name of
plan sponsor

C EIN-PN

a Plan name

Name of
plan sponsor

C EIN-PN

Pian name

b Name of
plan sponsor

C EIN-PN

Plan name

a
b Name of
plan sponsor

C EIN-PN

o

Plan name

Name of
plan sponsor

C EIN-PN

Plan name

b Name of
plan sponsor

C EIN-PN

Plan name

Name of
plan sponsor

C EIN-PN

Plan nhame

Name of
plan sponsor

C EIN-PN

Plan name

Name of
plan sponsor

C EIN-PN

Plan name

Name of
plan sponsor

C EIN-PN




SCHEDULE |
(Form 5500)

Department of the Treasury
Internal Revenue Service

Employee Benefits Security Administration

Department of Labor

Financial Information—Small Plan

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1874 {ERISA), and section 8058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB Ne. 1210-0110

2011

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 124372000
4% e & gl B Three-digit
plan number (PN) » 001 ] i

SOUTHWEST UROLOGY,

INC.

401K PROFIT SHARING PLAN

C Plan sponsor's name as shown on line 2a of Form 5500

SOUTHWEST UROLOGY,

INC.

D Employer Identification Number (EIN)
34-1509612

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

I_Egr_ti ISmaII Plan Financial Information
Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a spacific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any paymentsireceipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1  Plan Assets and Liabilities: {a) Beginning of Year (b} End of Year
A Total Plan @SSELS evveirierrecrreeieserreeseseerse et cnret et eenre e rnaseeeneeeed 18 7,186,548 7,142, 526
Total plan labilitlesainmsnamnisasasnamsamaisennaayg 1D 0 0
C Net plan assets (subtract line 1b from line 1a).........cccccovviinninn. 1c 7,186,548 7,142,526
2 Income, Expenses, and Transfers for this Plan Year: f{a)Amount ] (b} Total o
a Contributions received or receivable:
R . 2a(1) 125, 604
(2} PARIGIPAMS s s s s s R 2a(2) 97,844
{8 Others{including rolloveais)wnsnsamn tu s mupn e 2a(3) 0
b Naisash SontiButions: s s nmamssss| 20 0
o0 013 1+15) 1] TR RN OSSR 2c o (81,433)
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2c}................} 2d 142,015
e Benefits paid (including direct rolloVers) ........ccvvicvveirecnniseeeeecnae 2e 186,037
f Corrective distributions (see iNStrUCHONS) ..veeeiieececcvnviiceecn] 2 0
g Certain deemed distributions of participant loans
(5€€ INSIFUCHONS) .ovierece e e sersses s nsss s san s e 28
h Administrative service providers (salaries, fees, and commissions){ 2h
| OtHEr BXPBREEE s s e s e s e, 20
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ....... 2 186,037
Kk Netincome (loss) (subtract line 2j from line 2d)... 2k (44,022)
I Transfers to (from) the plan (see instructions) .......cccocevvvveeeern 21
3 Specific Assets: If the plan held assets at anytime during the plan year in any of the following categories, check “Yes" and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a line-
by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Parnershipfjoint venture INTErests.....cciiinirnmen e ssssesseesen | 38 X 33,903
b EMployer Al fropeiy s mmmmaramsnrms s s, 3B X
C Real estate (other than employer real property) ... 3c
O EMPIOYET SEOUITHES ... iviocvei et ieresier et s s s b e ss s st e ss st bttt 3d X
e Participant loans................. 3e X 1,711

For Paperwork Reduction Act

Notice and OMB Control Numbers, see the instructions for Form 5500

Schedule | (Form 5500) 2011
v.012611
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Yes | No Amount
3f Loans:(other than (o PartitPaANIS)s: s mrvimeas i s |_Sf
g Tangible personal Property ... e |3
| Part Il |Compliance Questions
4  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? Continue to answer "Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.}........coooiiiinns | 4a | X - e
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the
participant’s aCCOUNt DAIBNCE. ..corrcerreonrcecemiicriist s smsssssssns s sssnsssneseennennenecees. | A0 L >_<
¢ Were any leases to which the plan was a parly in default or classified during the year as
T{jTole]] <1011 of (-3 AR e R e e ] | R X b o B
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
oY eTo T c=Ta Io s [T T T= T SO OO PSP PRSPPSO PR PSPPSRSO 4d X
e Was the plan covered by a fidelity bond? ... 4e 5_ _ B o ?OO! 000
f Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by
TrE i O el S O S Oy 2 i v S T o L T M P B e R R 4f X . o
g Did the plan hold any assets whose current value was neither readily determinable on an established
market nor set by an independent third party appraiser? .....vvvverieneenniseises e | 4G ”f{ b1 39,903
h Did the pian receive any noncash contributions whose value was neither readily determinable on an
established market nor set by an independent third parly appraiser? ... 4h Xu 1l
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnership/joint venture INtErest?...........cccoiviiiii i e 4i fi_ o
j  Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or-brought underthe:controlofitheé PEGCT s enmmmnnniinsssmmnanmsmssaens  LALL. . 2<_ -5
K Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA)} under 29 CFR 2520.104-467 If "No,” attach an IQPA’s report cr 2520.104-50
statement. (See instructions on waiver eligibility and CONAHIONS. ) w..vvv.vvvvevvvevr e 4k | X
| Has the plan failed to provide any benefit when due under the plan? ..., ARER—— el X o
m if this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.107-3.) 1 ses00101000 11100 ) ] B R e
n if 4m was answered “Yes,” check the “Yes" box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3 .....ocooviveiicrecece e 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year......................... D Yes ig No Amount:
5b 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 insfructions.)

5h(1) Name of plan(s)

5b(2) EIN(s)}

5b(3) PN(s)




SCHEDULE R Retirement Plan Information

(Form 5500)

Department of the Treasury
Internal Revenue Service

6058(a) of the Internal Revenue Code (the Code).

This schedule is required to be filed under sectiori 104 and 4065 of the
Employee Retirement Income Security Act of 1974 (ERISA) and section

OMB Mo. 1210-0110

2011

Employee BD:r?jagn;:thitfaﬁaz;inistration b Filiss an sttashiieit to Fotii 5500, This Formézec:::;’:'fo Public
Pension Benefit Guaranty Corporation
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
plan humber
(PN) 4 001

SOUTHWEST UROLOGY,

INC. 401K PROFIT SHARING PLAN

C Plan sponsor's name as shown on line 2a of Form 5500

D Employer Identif; cation Number (EIN)

34-1509612
SOUTHWEST UROLOGY, INC.
| Part] | Distributions
Al references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the
VS EEUBHIONISE ot e S B T O T P S S A S S N RS SR T 4 0
1
2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):
EIN(s): 34-1831722
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan
12 g P T L 3
1} Part i Funding Information (If the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ket ERISA section 302, skip this Part)
4 s the plan administrator making an election under Code section 412(d)}(2) or ERISA section 302(d)2)7 ovvvvvvvvrevversrenen u Yes [J No !_—I NIA
If the plan is a defined benefit plan, go to line 8.
5  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 ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
€ a Enter the minimum required contribution for this plan year (include any prior year accumulated funding B
a
deficiency not waived) ..........................................................................................................................................
Enter the amount contributed by the employer to the plan for this plan year ... 6b
Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative @amouUnt) ...t 6c
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6c be met by the funding deadline? .........coveeiivcinne D Yes D No D NJA
8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the p!an sponsor or plan
administrator agree with the change? .. OO PO PE ST O TRSRON D Yes D No D NIA
Partlll | Amendments
9 Ifthis is a definad benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropr:ate
box. If no, check the "No" box... FE T SO USSP D Increase D Decrease D Both D No
Part IV ESOPs (see mstructtoas) If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,

skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ...

i

11 @  Does the ESOP hold @ny Preferred SIOCK? ... iv.iiesiee i oeereeeris et arsen st s Yes _—| No
b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of "back-to-back” l0aN.) ..
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?.........c.owroniiric e D Yes D No

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

Schedule R (Form 5500) 2011
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EN € Dollar amount contributed by employer

d Date coliective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check boxD
and see instructions regarding required attachment, Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate information (/f more than one rate applies, check this boxD and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: I:I Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer - '

b EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enfer the applicable date.) Month Day Year

e  Contribution rate information {/f more than one rate applies, check this box D and see instructions regarding required altachment. Otherwise,
complete items 13e(1) and 13e(Z).)
(1)  Contribution rate (in dollars and cents
(2) Base unit measure: [F Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer o - S

b EIN C  Dallar amount contributed by employer o

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check boxD
and see instructions regarding required affachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this boxD and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents
(2) Base unit measure: H Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Doilar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check boxD
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required affachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify}:

a Name of contributing employer

b EIN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check boxD
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate information (if more than one rate applies, check this boxl:l and see Instructions regarding required attachment, Otherwise,
complete items 13e(1) and 13e(2).)
(1)  Contribution rate {in doliars and cents
{2) Base unit measure: H Hourly Weekly Unit of preduction D Other (specify):

a Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agresement, check box D
and see instructions regarding required attachment. Otherwise, enfer the applicable date.) Month Day Year

e  Contribution rate information (ff more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete items 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cen

ts
(2) Base unit measure:[l Hourly lj Weekly Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the

participant for:

A THE CUMTBNE YBAN ceeneeeeeceeeeeiaeastssessnarasssssressssens anssmsaras am s imns s s iam et st eaarbess e b4t 8144 R LA E 8443 SRR TS e e R bt s e
b The plan year immediately preceding the current Plan Year ...

C  The second preceding Plan VB . i e e

14a
14b
14c

15  Enter the ratio of the number of participants under the plan on whaose behalf no employer had an obligation to make an

employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year..........ccveiie 15a
b The corresponding number for the second preceding plan YEar ... 15b e e
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
16a

a Enter the number of employers who withdrew during the preceding plan year

b ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn emploVers........occeeveeviiinciies

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding

supplemental information to be included as an attachment. ................

| PartVI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabllities to such participarits
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
[ e s U Lo g o Bl o Tl | T ot | P2 =T e ol | = L £ ol = 1 M ————————

19  If the total number of participants is 1,000 or more, complete items (a) through (c)

a  Enter the percentage of plan assets held as:

2

Stock: ___% Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: R
b Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years D 3-6 years I:] 6-9 years D 9-12 years
C  What duration measure was used to calculate item 19(b)?

D 12-15 years D 15-18 years D 18-21 years D 21 years or more

D Effective duration D Macaulay duration D Madified duration D Other (specify):




