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

. 1210-0089
Department of the Trea§ury 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 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
ABERDEEN EYE CLINIC, PA PROFIT SHARING PLAN plan number
(PN) P 001
1c Effective date of plan
01/01/2004
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
ABERDEEN EYE CLINIC, PA (EIN) 20-1593875
2C Sponsor’s telephone number
ABERDEEN, MS 39730 2d Business code (see instructions)
621320
3a Plan administrator’s name and address Same as Plan Sponsor Name |:|Same as Plan Sponsor Address 3b Administrator's EIN

3C Administrator’s telephone number

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

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

a Sponsor's name 4c PN
5a Total number of participants at the beginning of the PIAN YA ............cccccveviieevieereeeeeeeee e 5a 8
b Total number of participants at the €nd Of the PIAN YEAT ...........cccveevreeeeeeeeeeeeeree e eesee e see et en e 5b 0
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 0
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. 07/24/2013 DR. CONNIE LONG
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 07/24/2013 DR. CONNIE LONG

HERE 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)
ADVANTAGE NETWORK FINANCIAL SVCS
389 HIGHWAY 21 985-792-0771
SUITE 401

MADISONVILLE, LA 70447

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 108348
Total plan liabilities.............cccccevecieeiicie e . 7b
C Net plan assets (subtract line 7b from line 7a).............cccccccceeeennnen.. 7c 108348
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(l) 1924
(2) PartiCIPANTS......ceoiiiiiiiiiieiieeeeeee e 8a(2)
(3) Others (including rollOVErS)...........ccuuieiiuieiiiiiieieieeeieeeieee 8a(3)
Other iINCOME (I0SS).......ccciuiiiiiiiiiiiiii e 8b 0
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 1924
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEItS).......ceiuiiiiiiiiieee e 8d 110272
€ 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 110272
i Netincome (loss) (subtract line 8h from line 8c)...............cccc.c.......... 8i -108348
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 2G 23 2K 3D
b [if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
| Part V |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 10000
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 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 0

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 Yes D 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




OMB Nos. 1218-0110
Form 5500-SF Short Form Annual Return/Report of Small Employee Ao da
Benefit Plan
Departmant of the Treasry
fetemmal Reveniie Servica This form is required to be filed under sections 104 and 4065 of the Employe? 2012
Berartn Retirement Income Security Act of 1374 (ERISA), and section 8057 (b} and 8058(a} of N .
impleyos Beretis Seouly Adricisalion the Intemal Revenue Code (the Code). This F"""‘ is Ope::" Public
Penalon Bonet Guarrty Corporution » Complete all entrles in actordance with the instructions to the Form S500-SE.

["Partl¥  Annual Report ldentification Information

For calendar plan year 2072 or fiscal plan year beginning 01/01/2012 andending 12/31/2012
A This retum/report is for: @ a single-emplover plan D a multiple-employer plan (nat multiemployver) D 2 cne-participant plan
B This retum/report is: [] the first retum/report [ the final retum/repart
]:] an amended return/report D a short pian year retum/report (fess than 12 months)
C Check boxiffilng under: || Form 5558 "] automatic extension [J pFve program

D special extension (enter description)

IPATEN  Basic Plan Information — enter ali requested information
1a Name of plan 1b Three-digit
plan nurnber
LBERDEEN E¥E CLINIC, PA PROFIT SHARING PLAN (PN} » 001
1¢ Effective date of plan
01/01/2004
2a Plan sponser's name and address; include room or suite number (employer, i fora single-employer plan} 2b Employer ldentification Nuraber

ABERDEEN EI® CLINIC, PA (EIN) 20-1533875

2¢ Sponsor's telephene number

& -
B.Q. BOX 855 {662) 385 244? :
2d Business code (see instructions)
US ABERDEFN _M_S 297320 621320

3a Pian administrator's name and address [X] Same as Plan Sponsor Name [ Same as Plan Sponsor Address | 30 Administrator's EIN

3¢ Administrator's telephone nurmber

4  Ifthe name and/or EIN of the plan sponser has changed since the last retumireport filed for this plan, enterthe | 4b EIN
name, EIN, and the plan number from the last returm/report.

@ Sponsor's name 4c PN
5a Total number of participants at the beginning of the plan year Ba 8
b Total number of participants at the end of the plan year 1a] ]
© Number of paticipants with account balances as of the end of the plan year (defined benefit plans do not
—_complete thig iter) S Sc °
6a Wera all of the plan's assets during the plan year invested in eligible assets? (See instructions.) Elves [_INo
b Are you claiming a waiver of the annual examnination and report of an independert qualified public accountant (IQPA)
under 29 CFR 2520,104-467 (See instructions on waiver eligibility and conditions.) Ejves Ine

i you answered "No" to sither line 62 or line €b, the plan cannot 1se Eorm 5500-SF and must instead use Form 5500.
Cautian: A penalty for the late or incompiete Hiling of this returnireport will be assessed uniess reasonable cause is established.

Urder penalties of petjury and other penalties set forth in the instructions, | declare that | have examined this returmn/report, including, if applicable, a Schedule

S8 or Schedule MB completed and signed by an snrolied actuary, as well ss the electronic version of this return/repert, and to the best of my knowledge and
befief, it is true, comect, and complete.

¥ L
IS e (. L 2 m(@v F2 371 |Pr. coxnrs oxe

R —
| Signature offian acministratod Date Enter name of individual signing as plan adritistrator
| N2 — DR. CONNIE LONG
a5 i) rar "
SHERE! Signature of employer/plagZponsor Date Enter name of individual signing as employer or plan sponsor

Préparers name (inciuding firn name, if applicable) and address; include raom or sufte numbser (optienal) Preparet’s telephane number (optional)

ADVANTAGE METWORK FINANCIAL SVCS

{S85) 752-0771
389 HIGHWAY 21

SUITE 401
[k I
Jfl}%ﬁm{%? U
US MADISOMVILLE LA 70447 i i) H}‘ﬁ%ﬂ{h,i
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instnuctions for Form S500-SE. Form 5500-SF {2012}

v. 120126
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W% Financial Information
Plan Assets and Liabilities

T ‘ : {a) Beginning of Year {k) End of Year
2 Total plan assets 7a 108,348 QO
b Total pian iliabifities. b o]
C__Net plan assets (subtract line 7b from Jine 7a) e Te 108,348 ¢
8  Income, Expenses, and Transfers for this Plan Year DT {z) Amount {k} Total
a Conttibutions received or receivable from: -
{1)_Employers Ba(1) 1,924
{2) Paricipants Ba(2)
{8) Cthers (inciuding rollovers) Ba(3)
b Ctherincome {loss) 8b
€ Total income {add lines 8a{1), 8a(2), 82(3}, and 8b) 8c Foe e
d Benefits paid (inchiding direct rollovers and insurance premiums
o provide benefits) 8¢ 110,272
e Certain deemed andior corrective distributions {see instuctions) .| Se
§ _Administrative service providers (salaries, fees, commissions!  ..| 8f
8  Gther expenses 8g
h_ Total expenses (add fines &d, 8e. 8f, and Bg) S— Y Tt 110,272
i Netincome {loss) (subtract line Bh from line 8¢) i (108,348)
§ _ Transfers to (from) the plan (see instructions) 8 i i
PartiVil] Plan Characteristics

9a| If the plan provides pensicn benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 26 209 2K 3D

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

lPar V.| Compliance Questions
10 During the plan year: Yes { No Ammount

& Weas there a failure 10 transmit to the plan any participant contributions within the time period described in
29 CFR 2510.2-1027 (See instructions and DOL's Voluntary Fiduciary Catrection Program)  suecemesese {104 X

b Were there any nonexempt transactions with any party-in-interest? {Do not include transactions reparted
on line 10a.) 0h X

€ Was the plan covered by a fidelity bond? 10c} X 10,0040

d  Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by fraud
gr dishonesty? 10d X

e Were any fees or commisions paid to any brokers, agents, or other persons by an inserance canier,
insurance service or other organization that provides some or alf of the benefits under the plan? (See

instructions,) 10e x

Has the plan failed to provide any benefit when due under the plan? 1of X
9 Did the plan have any participant loans? (If "Yes,” enter amount 88 of year end.) 10g b
h  Ifthis is an individual account plan, was there 2 blacksut pericd? {See Instructions and 29 CFR

2520.101-3.) i0h x
i 17100 was answered "Yes,” check the box If yous either provided the required notice or one of the

exceptions to providing the naotice applied under 29 CFR 2520.101-3 10i

[BE Vil Pension Funding Compliance

T s this a defined benefit plan subject to minimum funding requirernents? (If "Yes,” see instructions and complete Schedule SB (Form
5500) and fine 11a bolow) Tl yes [E no

11 _Enter the amount from Schedule S line 29 [11a |

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA?... i Cves ] no
{¥f Yes.” complete line 12a or ines 12b, 12¢. 124, and 12e below, a3 applicable.)

@ i awaiver of the minimum funding standard for a prier year is being amostized in this plan year, see instructions, and enter the date of the letter ruling
granting the waiver Month Day Year

i you completed line 12a, complete lines 3, 9, and 10 of Schedule MB {Form 55003, and skip to line 13,
b Enter the minimum recuired contribution for this plan year e | 12 |
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€ Enter the amount contributed by the employer to the plan for this plan year 12¢
d Subtrgct the amount in line 12¢ from the amount In line 12b. Enter the result {enter a minus sign to the left of 2 12d
negative amount)
© Wil the minimum funding amaunt reperted on line 12d be met by the funding deadiine?. [Clves CIne iTdwa
BAHNMIN:l| Plan Terminations and Transfers of Assets
132 Has a resolution to terminate the plan been adopted in any plan vear? &l Yes [ no
If *Yes,” enter the amount of any plan: assets that reverted to the employer this vear o } 122
b Were all the plan assets distributed to participants or beneficiaries, fransferred to another plan, or brought under the control
of the PBGC?. Bl ves [1No

¢ {if during this plar year, any assets or lisbilities were transferred from this plan to another plan(s}, identify the plan(s) to
which assets or liabiltties were transferred, (See instructions.)

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

]f’a“‘&”h“ﬁiﬂm Trust Information (optional)

14a Name of trust 14b Trust's EIN




5500-5F Elecitronic Filing Authorization

Plan Name: ABERDEEN EYE CLINIC, PA PROFIT SHARING PLAN
BIN/FN: 20-1593875/001
Plan Yeax: Q170172012 ~ 12/31/2012

I hereby authorize Advantage Network Financial Services, LLC to electronically file the above
return with the US Department of Laber's Electronic Filing Acceptance System (EFRST).

I have signed form 5500-8F for this return and understand a scanned copy of this return
bearing my manual signature will be included in the electronic f£iling and posted on the
US Department of Labor's internet site for public disclostre.

Plan Administrator Pian Sponscr
’ﬁ\ (ﬁm.‘m‘._——é""l _% (‘MW(W
(31gn) e (sigm) s
F 2y 27233

{gate) {date)




