Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100110

. 1210-0089
Department of the Treasury B en eflt Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee 2012
Department of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of . . ]
Employee Benefits Security Administration the Internal Revenue Code (the Code). This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

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

| Part| | Annual Report Identification Information

For calendar plan year 2012 or fiscal plan year beginning 01/01/2012 and ending 12/31/2012
A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Part Il | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
SOUTH OLDHAM MEDICAL CLINIC, P.S.C. PROFIT SHARING PLAN plan number
(PN) P 001
1c Effective date of plan
04/01/1997
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
SOUTH OLDHAM MEDICAL CLINIC, PSC (EIN) 61-1292048
2C Sponsor’s telephone number
6520 WEST HIGHWAY 22 502-241-8488
CRESTWOOD, KY 40014-0038 2d Business code (see instructions)
621111
3a Plan administrator’s name and address DSame as Plan Sponsor Name |:|Same as Plan Sponsor Address 3b Administrator's EIN
61-1292048
SOUTH OLDHAM MEDICAL CLINIC, PSC 6520 WEST HIGHWAY 22
CRESTWOOD, KY 40014-0038 3C Administrator’s telephone number

502-241-8488

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN

name, EIN, and the plan number from the last return/report.

a Sponsor's name 4c PN
5a Total number of participants at the beginning of the PIAN YA ............cccccveviieevieereeeeeeeee e 5a 8
Total number of participants at the end Of the PIAN YEAI............coiiiiiiii e 5b 7
Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS TEEIM) ...ttt ettt ettt ettt et ettt et ee e et ettt et et s et et et et e e seeeseh ettt s sesce et ettt en s eas s nses et esan s e seas 5c 7
6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSTUCHIONS.) .......cccovoveveveveeeeeceeeeeereeeeeeeerenennas Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)...........ccciiiiiiiiiiiiii e Yes D No

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

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 07/23/2013 ASHOK ALUR
HERE . . L L -

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ; L L

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Preparer’'s name (including firm name, if applicable) and address; include room or suite number (optional) Preparer’s telephone number (optional)
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2012)

v. 120126
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| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN BSSES .....cuviiiiieiece e 7a 388833 441582
Total plan liabilities.............cccccevecieeiicie e . 7b
C Net plan assets (subtract line 7b from line 7a).............cccccccceeeennnen.. 7c 388833 441582
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(l) 5779
(2) PartiCIPANTS......ceoiiiiiiiiiieiieeeeeee e 8a(2)
(3) Others (including rollOVErS)...........ccuuieiiuieiiiiiieieieeeieeeieee 8a(3)
Other iINCOME (I0SS).......ccciuiiiiiiiiiiiiii e 8b 52774
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 58553
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEItS).......ceiuiiiiiiiiieee e 8d 5804
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
0 Other EXPENSES....cuiuiiiiiiiiieicieiiicc s 89
h Total expenses (add lines 8d, 8e, 8f, and 80) ...............c..cccocovver... 8h 5804
i Netincome (loss) (subtract line 8h from line 8c)...............cccc.c.......... 8i 52749
j Transfers to (from) the plan (see iNStructions) ..........cccceeveiveeniinenns 8]

Part IV Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 3D
b [if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V |Comp|iance Questions

10 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 2510.3-1027 (See instructions and DOL'’s Voluntary Fiduciary Correction Program) .............. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
(oL oI 1o =T 0= U TSP U PP OTRRTP 10b X
C  Was the plan covered by a fidelity DONGA? .......c.ccvevivieiecececie et 10c| X 40000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
[o 0 1) o g 1= 1Y PSRN 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service or other organization that provides some or all of the benefits under the plan? (See
LIS (U Tex (o1 3 PP O PP 10e X
f Has the plan failed to provide any benefit when due under the plan? ............ccccocoeveieeeeeieeeeseeenee, 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)..........cccccocevvrvennenn. 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520100531 1ovveooeeeeeeeeeeeeeeesseeeeeeeesseeeeeeees e e e s s e e e e e ee e 10h X
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3.........ccceiiiiiiiiiiieniiee e 10i
|Part \ |Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) AN INE LLA BEIOW) ...t eeresee e ten s e ereseseeeesen e e eeesesessenennseneesesssnennsesesssnansessesesessananseneesesesessnaeas |:| Yes D No

11a Enter the amount from Schedule SB line 39

‘11a|

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. | |:| Yes No

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

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GraANtiNG the WAIVET. ...oiiiiiiiiiiii ettt ettt ettt et et e et et estreasreesreesineens Month

Day

Year

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

b

Enter the minimum required contribution for this plan Year...............c.cccociiiiiiiiiii
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C Enter the amount contributed by the employer to the plan for this plan year..............ccccoocviiiiiiiiiiiis 12c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LT e V=T 10 o TV o P T PP PP PPPP
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................cccccoovoeieriieniinieiienne. | Yes D No D N/A
[Part VI | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in aNY PIAN YEAI? ..............c.oueueeieieeeeeeeeeeeeeeeee e eeen e |:| Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ..........ccccceviiieiiiciiee e 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF TNE PBGC ..ot en e eees et enen e neeeseeesnenseneeesesessenannssasesessnsesesesnsssnansensesesssssnanensnnessenssassenenseneeen D Yes No

C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

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

|Part VI ‘Trust Information (optional)

14a Name of trust 14b Trust's EIN




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12 0 ao
Department of the Treasury Benefit Plan _
Intemal Revenue Senice This form is required to be filed under sections 104 and 4065 of the-Employee 2012
Department of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058{a) of i
Ermplyee Benefts Seourily Admisistration the Intemal Revenue Code (the Code). This F°"|n is Oc:;.en to Public
. y ' nspection
_ Pension Benefit Guaranty Corporation »_Complete all entries in accordance with the instructions to the Form 5500-SF.
OZFE Annual Report Identification Information
For calendar plan year 2012 or fiscal plan year beginning 0L/01/2012 ] - and ending 12/31/2012
A This returnfreport is for: E a single-employer plan I:| a multiple-employer plan (not multiemployer) .D a one-patticipant plan
B This retumfreport is: D the first returnfreport |:| the final returm/report
D an ar_hended returnfreport D a short plan year returnfteport {less than 12 months)
C Check box if filing under: [] Form 5558 _ ['] automatic extension [] pFvC program

|:| special extension (enter description})
Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
SOUTH OLDHAM MEDICAL CLINIC, P.S5.C. PROFIT SHARING PLAN plan number 001
I (=3 2
1¢ Effective date of plan
_ 04/01/1997 _
- 2a Plan sponsors name and address; include room or suite number (employer, if for a single-employer plan) 25y Employer Identification Number
SQUTH OLDHAM MEDICAL CLINIC, PS¢ (EIN) 61-1292048
. : _ | 2¢ Sponsor's telephone number
6520 West Highway 22 502-241-8488
' 2d Business code (see instructions)
CRESTWOOD KY 40014-0038 621111
3a Plan administrator's name and address DSame as Plan Sponsor Name DSame as Plan Sponsor Address 3b Administrator's EIN
61-1292048

SOUTH OLDHAM MEDICAL CLINIC, PsC
3¢ Administrator’s telephone number

6520 West Highway 22 502-241-8488

CRESTHCCD Ky 40014-0038

4 If the name and/or EIN of the plan sponsor has changed since the last retum/report filed for this plan enter the 4db EIN
name, EIN, and the plan rumber from the last return/report.
a Sponsor’s hame 4c PN
Ha Total number of pariicipants at the beginning of the plan year | 5a B
b Total number of participants at the end of the PIAN YEaT ............cowvreemrmmrrsrssssmsssssssssssssss s sssssssssssesssssssssss | 5l 7
€ Number of participants with account balances as of the end of the plan year (defined benefit plans do not
complete this item) [ TTR
-6a Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.}.....

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and cONGIONS.).....cvvcererereeranrmsesessrereseessareressasssssmsmsesesssssesssssses @ Yes D No
If you answered “No” to either Ime 6a or line 6b, the plan cannot use Form 5500-SF and must mstead use Form §5500.

Caution: A penalty for the Iate or Incomplete filing of this returnfreport will he assessed unless reasonable cause is established.

Under penatties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
8B or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowiedge and
belief, it is frue, comect, and complete.

5¢ 7

O Aen . O 5 fafct |ASHOK ALUR
| Signature of plan administrator Date Enter name of individual signing as plan administrator
- ’ .
| 2. a Jafce_[pSHOK AR
Signature of employer/plan sponsor Date Enler name of individual signing ‘as employer or plan sponsor
Preparer's name (including firm name, if applicable) and address; include room or suite number {optional) Preparer’s telephone number (optlonal)

orm 5500-SF (2012)
v. 120126

- For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF.
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7  Plan Assets and Liabilities {a) Beginning of Year {b) End of Year
a Totalplanassets ........ccceeeceeeveeennnn, 388833 441582
b Total plan Tabiltes ..........cceereeeeeeeereeereeececreenerecseessrenenes
C Net plan assels (subtract line 7b from line 72} ......cccoveeveeennennnc.n 388833 441582
8 Income, Expenses, and Transfers for this Plan Year {a) Amount {b) Total
a Contributions received or receivable from: -
{1} EMPIOYEIS .....corrvevr v viiserraensreninisssanns 8a(1) 5773
{2) ParticipantS.......ccovcuneriiviinecrnecaeeeeee, 8a(2)
__{3) Others {including rollovers)........ccoooeaesiiioiosiiossmiimevevanseneeed  8a(3})
b Other income (loss}).... et eeenrmrer sttt et et et et et et e e reas s e gbh - 52774
€ Total income {add fines 8a(1), 8a(2), 8a(3), and 8b)......ceoereeor.... 8¢ ‘ o 58553
¢ Benefits paid (including direct rollovers and insurance premiums
1o provide benefits) ............. OO B 5804
€ Certain deemed and/or corrective distributions {see instructions)...| . 8e ;
T Administrative service providers (salaries, fees, commlssmns) ....... 8f
g Other expenses........ . 8g |
h Total expenses (add lines 8d, 8e, 8f, and Bg) .................................. sh | ' : ' 5804
i Netincome (loss) (subtract line 8h from line 86) .eu..vvevrereeeenne.......] 8 | : 52749
J Transfers to (from) the plan (see instructions).........ccoceeeveeeereerrivenne 8 : :

£ i Plan Characteristics
If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2¢G 2J 3D

if the plan provides welfare benefits, enter the applicable welfare fealure codes from the List of Plan Characteristic Codes in the instructions:

| Compliance Questions

10  Puring the plan year: Yes | No Amount
& Was there a failure to transmit fo the plan any participant confribufions within the time period described in x
29 CFR 2510.3-1027 {See instructions and DOL's Voluntary Fiduciary Carrection Programy).............. 10a
b Were there any nonexempt transactions with any parly-in-interest? (Do not include iransactions reported x
ON NG 108.) e errrrscsnr s crerrrrmrer e s s rara s msrn s sasssantes teeeerasaeeessseeasneeerasnareen . |10b
€ Was the plan covered by a fidelity BONA? .v.vveevrrrvirnrerinssssesssses s ssessesesssnsassssnes 10c| X 40000
d Did the plan have a loss, whether or not reimbursed by the p[an (2 ﬁdehty bond, that was caused by fraud X
or dishonesty?....coocvee v ererererecennrereeannees 10d

¢ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance catrier,

insurance service or other organization that provides somie or all of the benefits under the plan? (See X
instructions.) ....... kbbb eraa st e e oen e s ce£aanea et e aceaaneeameastane e et eaantre it . 10e
£ Has the plan failed fo provide any benefit when due under the plan? e...vooveev.. 10f X
¢ Did the plan have any participant loans? {If “Yes,” enter amount as of year end.)....c.ceccccevvrecniccininne 10g X
b If this is an individual account plan was there a blackout pericd? (See instructions and 29 CFR x
2520.101-3.} ... rntrmteestreeeeramraeteseetiitiateestieanteeeseesaet esenRsreeer s s Er et AR AL AR At e e e neaAn et fehbabantseadannrate s 10h
i If10hwas answered “Yes,” check the box if you either provided the requu‘ed naotice or one of the
exceptions to providing the notice applied under 29 CFR 2520.1071=3 ......coeeeeeeeveeeeeeeeeeee e veeemsnneens 10i

Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes,” see instructions and complete Schedule SB (Form
5500) and ine 112 beIOW) ............ovovvoevoo......... eeeeeeerseseeenneeeeeeeeeeesnee eeeeeeeeeeseeese [] ves [] No

11a Enter the amount from Schedule SB fine 39........ eeeeereeseeebeeeeeneeeeeeeeersecceceenerecereresseeemerereeereeseeseesecres ,] 11a ]
12 Isthis a defined contribution plan subject fo the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. I D Yes @ No

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

a [f awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
granting the waiver. ,........... .. Month Day Year

If you completed line 12a, compiete Imes 3 9 and 10 of Schedule MB (Fonn 5500) and sklp to Ime 13.

b Enter the minimum required CoONEBULION TOr S PIAN YEAI..........v.vveeeeeeeeeeeeeereeeeeeresteeeeeseesasessmsessasasssessssessssessessnnes ] 12b ]
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¢ Enter the amount contributed by the employer {o the plan for this plan year .. 12c
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the resuit (enter aminus signto theleft of a 12d
Negative BMOUNL). oo iicosssaasiszsariiass s csosensarasasassanzazsas e
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?................... I Yes D No _D N/A
: Plan Terminations and Transfers of Assets
132 Has a resolution to terminate the plan been adopted in any plan YEar? . ... [] Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year . 13a
b Were all the plan assets distributed to partlclpants or beneficiaries, transferred to another plan, or brought under the control
of the PBGC?.... e seeeeeencesice et [] Yes B No

C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan{s) to
which assets or liabilities were transferred. {See instructions.)

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

Trust Information (optional)
f4a Name of tust

14b Trust's EIN




