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
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
COMPREHENSIVE NEUROSCIENCE SERVICES, PLLC PROFIT SHARING PLAN AND TRUST plan number
(PN) P 001
1c Effective date of plan
01/01/2000
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
COMPREHENSIVE NEUROSCIENCE SERVICES, PLLC (EIN) 27-5559392
2C Sponsor’s telephone number
201 LOGANBERRY COURT 502-588-2187
LOUISVILLE, KY 40207 2d Business code (see instructions)
621111
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 61-1332947
name, EIN, and the plan number from the last return/report.
a Sponsor's name JONATHAN E. HODES, MD, PLLC 4c PN 001
5a Total number of participants at the beginning of the PIAN YA ............cccccveviieevieereeeeeeeee e 5a 22
Total number of participants at the end Of the PIAN YEAI............coiiiiiiii e 5b 35
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 35
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. 10/09/2013 JONATHAN E. HODES, MD
HERE . . Lo oo -

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

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 826467 977404
Total plan liabilities.............cccccevecieeiicie e . 7b
C Net plan assets (subtract line 7b from line 7a).............cccccccceeeennnen.. 7c 826467 977404
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(l) 33499
(2) PartiCIDANTS. ... evveeeeeeeeeee et seeeeeeneeseeeeneeeneeneeend 8a(2) 25797
(3) Others (including rollOVErS)...........ccuuieiiuieiiiiiieieieeeieeeieee 8a(3)
Other iINCOME (I0SS).......ccciuiiiiiiiiiiiiii e 8b 94711
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 154007
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEItS).......ceiuiiiiiiiiieee e 8d 3070
€ 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 3070
i Netincome (loss) (subtract line 8h from line 8c)...............cccc.c.......... 8i 150937
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 2J 2K 3D 3H
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 102000
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

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 il lon 21>
Departosont of the Trossury Benefit Plan
Plereal fevoi Servics This form is required to be filed under sections 104 and 4085 of the Employee 2012
Depanment of Labor Retirement Income Security Act of 1974 {ERISA), and sactions B057(b) and 8058(a) of
Employee Benelits Socurity Administrat the Internal Revenue Code {the Coda). This Farrln is OI:ien to Public
7 y nspection
Pension Bonefl Guararty Comoraion |y Comiplete all ehtries 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 12/3112012

A This returnfreport is for: @ a single-employer plan D a multiple-amployer plan {not multiemployer) ﬁ a one-participant plan

B This returnireport is: [ the first returnvreport [ the final returnireport

E an amended returnireport E a short plan year returnfreport (less than 12 months)
C Check box if filing under: B Form 5558 E automatic extension D DFVC program
D special extension (enter description)

{ Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
COMPREHENSIVE NEUROECIENCE SERVICES, PLLC PROFIT SHARING PLAN AND TRUST ?:;; nl.;mber 001

1¢ Effective date of plan
01i01/2000

2a Plan sponsor's name and address; include room or suite number (empioyer, if for a singie-employer plan) 2b Employer identification Number

COMPREHENSIVE NEUROSCIENCE SERVICES, PLLC (EIN)  27-5559392

2c Sponsor's telephone number
{502) 588-2187

201 LOGANBERRY COURT
2d Business code (see instructions)

LOUISVILLE, KY 40207 621111

3a Pian administrator's name and address @Same as Plan Sponsor Name DSame as Plan Sponsor Address 3b Administrator’s EIN

3¢ Administrator’s telephons number

4 - if the name andior EIN of the pian sponsor has changed since the last returnireport filed for this plan, enter the 4bh EIN B51-1332047

name, EIN, and the plan number from the last returnfreport,

a Sponsor's name JONATHAN E. HODES, MD, PLLC 4c pn 001
Sa Total number of participants at the Daginning 0 the PIAN YEAT ........ceeeoeeeeeressssisssessess et somsssesassreseaessssasssaasssenne 53 22
b Total number of participants at the entd OF the PIAN YBAN..........o.i.ceiesiesesssiars st ceissssiesse ste b eensssesshmesibsesenen 5b 35
¢ MNumber of pamczpanls with account balances as of the end of the plan year (defined benefit plaas do not
complete this em).... S e s e SR e e gt SO I 35
Ba Were all of the plan’s assets dunng the pian year invested in efigible assets? (See INSIUCHONS.} o ces s E‘ Yes | | No
b Are you claiming a waiver of the annual examination and report of an indepsndent qualified public accountant {IOPA) —
under 28 CFR 2520.104-487 (See instructions on waiver ligibility and £ontiions. ... ..ot i eesons @ Yes | | No

If you answered “Ne” to either line 8a or line §b, the plan cannot use Form 5500-5F and must instead use Form 5500.

Caution: A penalty for the late or incomplete filing of this return/report will be d uniess reasonable cause js established.

Under penaities of perjury and other penalties set forth in the Instructions, | declare that | have examined this returnirepont, including, if applicable, a Schedule
58 or Scheduie MB completed and signed by an enyolied actuary, as well as the electronic version of this returnfreport. and to the best of my knowledge and
belief, it is true, oorrecL and :x}mpleta /

SGN %} vm /qg,ﬁ Ay WAD | Ofiviip 1S | JoNATHAN E. HODES, MD

HRE Sign&g% of plan adminiéhsétav Date Enter name of individual signing as slan administrator

SIGN

HEDE Signature of employer/plan spensor Date Enter name of individual signing as employer or plan sponsar
Preparer’s name {inciuding firm name, if applicable) and address; include room or suite number {optional} Preparet's telephone number {(optional}
For Paperwork Reduction Act Notice and OMB Gontrol Numbers, see the instrictions for Form S500-5F, Form 5500-5F (2012)

v. 120128




Form 5500-SF 2012 Page 2

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assels il 14 826467 977404
b Total plan Habilities..................cc.oooveeveeereeerereeerreresecreenseceeseeeenend  Th
C Net plan assets (subtract line 7b from line 7a).........ccccoiviniecnnennen 7c 826467 977404
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
{1). EMPIOYETS sisminnininminsianitismnssitimds i _-oatl) 33499
(2) Participants...........ccoovvviiiiiiiieiee e BB(2) 25797
(3) Others (including rollovers)............cccccceeveiiicncccniiencsnennnnn]  8a(3)
b Otherincome {l088).. i anmsniiminiiamiwiivon. BB 94711
C Total income (add lines 8a(1), Ba(2), 8a(3), and 8b).......................]| 8¢ 154007
d Benefits paid (including direct rollovers and insurance premiums
o provide benefils)v o csnnsmrinaasnsranitnssasnsraa] - 18d
€ Certain deemed and/or corrective distributions (see instructions)...| 8e 2
f Administrative service providers (salaries, fees, commissions)........ 8f JI
__ g Other expenses................. T T rrere M 11
h Total expenses (add lines 8d, 8e, 8f, and Sg) R 1| 3070
i Netincome (loss) (subtract line 8h from line B}, 8i 150937
j Transfers to (from) the plan (see instructions) ..........c.cc.cceereeiiuinenn. 8j E
Part IV | Plan Characteristics
9a |Ifthe plan provides pension benefits, enter the applicable pengj atyre codes the List of Plan Characteristic Codes in the instructions:
2E 24 2K 3D 3H
b |If the plan provides welfare benefits, enter the applicable welfasgeatur s from the List of Plan Characteristic Codes in the instructions:
| PartV |Compliance Questions
10  During the plan year: » Yes | No Amount
a Was there a failure to transmit to the plan ant c utions within the time period described in
29 CFR 2510.3-102? (See instructio tary Fiduciary Correction Program) .............. 10a X
b Were there any nonexempt transa -interest? (Do not include transactions reported
O B 108 ccesiisssniss vsmimasmensissinivo T i5saiss 10b X
C Was the plan covered by a fidelity bond ™S . . .......coriiiir 10c| X 102000
d Did the plan have a loss, whether or not reitfbursed by the plan’s fidelity bond, that was caused by fraud
O IBNONRSINT - s sssrviive it it A e o7 GRS R R SR e T R T BN os 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
INEMUCHONG. Y svssnivarsimisionsism it i s s D R s e e s 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccovoeveerieeoeerieces e, 10f
g Did the plan have any participant loans? (If “Yes," enter amount as of year end.)........cccoceveiriceecccnrnens 10g X
h Ifthis is an individual account plan, was there a blackout period? [See instructions and 29 CFR
2520.101-3) .. e 2 e e A e e e 10h X
i If 10h was answered "Yes," check the box if you either prowded the reqmred notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3... 10i

|Part Vi |Pensmn Funding Compliance

11

Is this a defined benefit plan subject to minimum fundlng reqmremems’? (If "Yes," see instructions and complele Schedule SB (Form

5500) and line 11a below)...

D Yes Q No

11a Enter the amount from SChEdule SB NG 39.............o.oviviiireeoreivieereoiasiersossesssessessseesseseseessesseeseessesassmsmssesesneren

|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? .. | D Yes E{ No

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

a If a waiver of the minimum funding standard for a priur 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, complete lines 3, 9, and 10 of Schedule MB {Form 5500). and skip to Ime 13.
b Enter the minimum required contribution fOr thiS PIAN YEAN.............cvv.eeeeseeeeeeeeeeeeeeeeee oo eeeevesesvaeeesereeeeserenens | 12b |
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C Enter the amount contributed by the employer to the plan for this plan year... eeeeeeeeeeeeeeesereernieseieeenasieess | 12E
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
negative amount) ...
€ _Will the minimum funding amount reported on line 12d be met by the funding deadllne'?l Yes |:| No D N/A
IPart Vil | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in @ny PIAN YEAI? ......c.cvvecveievieerieerieesee e s s srsesssesenesssesseed E:l Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .. ceerrreneteetenssensansessasnnseneenss 138
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan or brought under the control
of the PBGC?... oo oo seee e ettt ettt [] ves X 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.)
13¢(1) Name of plan(s): 13¢(2) EIN(s) 13¢(3) PN(s)

|Part Viil |Trust Information (optional) J

14a Name of trust s 14b Trust's EIN

Q¥



