Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1220-01 10

Department of the Treagury B en ef|t Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee 2013
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 2013 or fiscal plan year beginning 01/01/2013 and ending 12/31/2013
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
1a Name of plan 1b Three-digit
WOMEN'S HEALTH ASSOCIATES, PLLC 401(K) PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
05/01/1995
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
WOMENS HEALTH ASSOCIATES, PLLC (EIN)  82-0504370
2C Sponsor’s telephone number
333 NORTH 1ST STREET, SUITE 240 208-338-8900
BOISE, ID 83702 2d Business code (see instructions)
621111
3a Plan administrator’s name and address Same as Plan Sponsor Name DSame 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 plan year ... 5a 49
Total number of participants at the end of the plan Year ... 5b 49
Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIELE TNIS HEM) .......vcvveiee ettt e st se sttt e e e eeee st et st ee st st e s e e e sesaetee st es s enenenesesesaenesesenenneneneees 5c 38

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStruCtioNs. ) ............ccccevevevevereeeeeeeeeeeees e, Yes |:| 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.)............ccoooiiiiiiiiiiiiii e, Yes |:| 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.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... |:| Yes D No D Not determined

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. 06/23/2014 SUZANNE R. RICE MD
HERE ) o Lo oo L

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 (2013)

v. 130118



Form 5500-SF 2013
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| Part lll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSELS .........ocveveveeeeeeeeeeeeeeeeeeeeeeeeeeee ] 7a 4299147 5213062
Total plan abilities .............cccevveieiiiiieiecieiei i) 7b 0 0
Net plan assets (subtract line 7b from line 7a) ..............c..c.ccococ....... 7c 4299147 5213062
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ... 8a(1) 274543
(2) PartiCIDANES ... 8a(2) 166932
(3) Others (including rollOVErs)............cueeeiiciiiiiiiaaiiieieaeeeeee ) 8a(3)
b Other income (loss) 8b 791902
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 1233377
d Benefits paid (including direct rollovers and insurance premiums
10 ProOVIAE DENETILS) .........cveoeeveeeoeeeeoeeeeeeeeeeeeeeeeeeeersseereenenea 8d 318813
€ Certain deemed and/or corrective distributions (see instructions)...| 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f 649
0 Other EXPENSES .....c.eveieieeeeee e 89 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc.............) 8h 319462
i Netincome (loss) (subtract line 8h from line 8¢)............c.ccc.c..........] 8i 913915
j Transfers to (from) the plan (see instructions)............ccccoiiinniin 8j 0

Part 1V | 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:

[PartV |Comp|ianceQuestions

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 X
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program).............. 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported X
oL oI 110 L= 0 T PSP 10b
C Was the plan covered by a fidelity DONA? ..........eeeeiiii e 10c X 250000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
OF AISHONESLY ...ttt e ettt e e et e e ettt e e e ab e e eateeeanteeeeanseeeeanbeeeaaneaaaans 10d
€ 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 X
INSTIUCTIONS. ) .ttt ettt ettt et e et eabae e e 10e
f Has the plan failed to provide any benefit when due under the plan? .............cccocooeeeeeeeeeeeeeereen 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)................cccccceenn 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.10T-3.) 1.ttt ettt et e e ree e 10h
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 .......ccuoiiiiiiiiiiiie e 10i

IPart \ |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) AN INE 118 DEIOW) ...ttt 44ttt ettt a4 e sttt et e a4 e sttt et e e e e e sttt e e e e e antbbeeeaeeaaannbnbeeeaesannnrnen

D Yes No

11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39

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 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 prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNG the WAIVET. ...c.veiiiiiiiiiee et e ettt e ettt e e et e et eeenineeas 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 PIAN YEaI.................coeeveveeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e | 12b |




Form 5500-SF 2013 Page 3 -

C Enter the amount contributed by the employer to the plan for this plan year ...............c.cccoooviiiiiiiii 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
NEGATIVE GIMOUNT)......eeeeee ettt e oottt et a4 44 ettt et e e e ettt e e e e e e eaanneeeeaaaaeaannteeeaaeaaaneneeaaaaaaaan
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?..............ccovveriereorerirnerinenn, | |:| Yes D No D N/A
|Part Vi | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any Plan YEar? .............c.c.ccueueeeeeviieeeeeeeeeee e I:I Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccoociiiiiiiie. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF N8 PBGC? ..o eeeeeeeeeeeeeeeeeeeeser e eeeeeeeeeeeeeeeeeeeseeessseeeceeeeeeeeeeeeeeeeseesessseeeeeeerereeeeereesessssssrereeeeeee [] 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 VIiI |Trust Information (optional)

14a Name of trust 14b Trust's EIN
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OMB Nes. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee Bibgidls
Dapariment of the Trensury Beneﬁt P lan
2013

Iiomal Revemio Sorvica This form Is requlred to be flled;under sectlons 104 and 4065 of the Employes f
Retlrement Incoms Securlty Act of 1974 (ERISA), and sectlon‘6057(b) and 6058(a) o
Dapart Lof Laba {
Gmploye BoneMs Securly Adninlssllon the Internal Revenue Code (the Cade), This F°""';'£p:§§::° Public

Pension Benaflt Guarenly Corporallon » Complecte all entries In accordaince with the Instructlons to the Formn §600-SF.
[:Partl;] _Annual Report Jdentification Information

For calendar plan yoar 2013 or fiseal plan year beginning i 01/01/2013 and ending 12/31/2013
D a one-participant plan

A This relurn/report Is for; @ a single~amployer plan D @ multiple-ernployer pfan (not multlenployer).
B This retum/report Is; [7] the first returniroport -] the final raturn/rsport
' [[] an amended rewrn/repont [] e 'short plan year returniraport (less than 12 months)
C Check box If flling under: D Form 5558 [:[ automatic extension D DFVC program

D spaclal extenslan (gnter desceription);
sted Information

1a Name of plan 1B Three-diglt
. . " plan number
Womon's Health Asseociabtes, PLLC 401 (%) Profit' Sharing Plan ° (PN) » Q01
1¢ Effective dato of plan
: i 05/01/1995
22 Plan sponser's name and address; includs roomn or sulte numbar (smployer, Iffor a single-empleyor plan) 2b Employer (dentlfication Nurber
Womens Health Asgociates, PLLC (EIN) 82-0504370

2¢ Sponsor's telephone number
(208) 2338-8500

333 North lst Streat, Suito 240 ,
. 2d Buslness code (see Instructions)
U3 Roisa i ID 83702 621111
3b Administrator's EIN

3a Plan administrator's name and address [X] Same as Plan Sponsor Name [_| Same as Plan Sponser Address

) ' 3¢ Administrator's télephane number

4  IFthe nampo and/or EIN of the plan sponsor has changed since the lastreturn/report filed for this plan, enter the, | 4b EIN
hame, EIN, and the plan number from the last réturn/report. .

.2 Spenser's name . 4¢c PN
§a Total number of participants at the beginning of the plan yoar 5a 49
b Total number of pariicipants at the end of tha plan year 5b 49

€ Number of particlpants with account balances as of the end of the planfyear (dafined benefit plans do not 5 28
. i c

complete this M) ..uiuesscesssces .
E]Yes [JNo

Ba Were all of the plan's assels durlng the plan yesr invested In sligible as:sets? (Ses Instructlons.)
b Are you clalming a walver of the annual examination and report of an Infdependant quallfiad publle aceountant (IQPA) :
under 29 CFR 2520.104-467 (See Instructlons on walvar eliglbllity and eenditions.) . XJYes TINo
(Fyou answered "No" to elther line 6a or line €b, the plap cannot u:se Form 8500-SF and must Instead use Form §500.
¢ Ifthe plan Is a dofined beneflt plan, is it coverad undsr the PEGC insurance pregram (see ERISA section 4021)? ... [ ] Yes JINo [[] Not datermined
Cautlon: A penalty for the late or Incompiste filing of this returnlre;aortl will bo assessed unless reasonable cause ls establishod.
Under penalties of perjury and other penalties set forth. In the Instructions, | declare that | have sxamined this refurn/report, Including, If applicable, a Schodule
SB or Sehodule MB completed and signed by an enrolled actuary, as well as the electrenle version of thls return/repor, and to the best of my knowledge and
ballef, It is trus, correct, and complate.))  p o .

isin [X ¥4§5 o 4 g A '&blyc# X SN czamie e Trce AN
_'-HERE Signature of plan administrator < Dato 1 Enter name of Indlvidual signing as plan adminisirator

. SIGN :
.. HERE | Signaturo of employer/plan sponser ' Date Enter name of Individual slgning as employer or plan sponsor
Preparer's name (Inclug!ng firm name, If applicabls) and address; include foom or sulte number (optional) Preparer's telephone nulfoer (optional)

. ‘
LI

For Paperwork Reduction Act Notlce and OMB Control Numbers, soo the instructions far Form 5500-SF. Form 6500-SF (2013}
: V130118

A
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Form 5500-SF 2013 Page 3
€ Enter the amount contrlbuted by the employer to the plan for this plan year 12¢
.d  Subtract the amount ln llne 12¢ from the amount In line 12b Enter the result (enter a minus slgn to the leftof a 12d
HIVE BIMOUNE) sirasiresgpesssemnssessensassstassesmararasens F— 543048smeswssnnsnassans My sneoenssransas

[O Yes TIno O nia

e Wil tl'a minimum fund(n amaurnt raported on line 12d be metb the fundln [ G- [ X —

IPart Vil -

| Plan Terminations and Transfers of Assets |
13a_ Has a resolution to terminate tha plan been adopted In any plan year? - ] YeLED No
If"Yes," entor the amount of any plan assets that reverted to the omployer thls year . et 13a
b wors sl the plan assets distributed to participants or bnnet'clanes, transferred fo another plan, or brought under the control
he PEG cessstrsassansy $5800r008sa8 11808 o vavesresussasnsinses sassssesmnssasasate EASthstnere e A A S b a e (s resvn e BN EsnsBcs s semcsnrerasemns seanms [ Yes & No
€ Ifduring this plan year, any assets or llabllities were transferred from this plan to another plan(s), ldentify the plan(s) to
which assets or llablliilss were transferred. (See Instructions.)
13¢c(1) Namo of plan(s): 13¢(2) EIN(s) 13¢(3) PN(s)
BArt VIl Trust Information (optional)
14b Trust's EIN

14a Name of trust
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Form 5500-SF 2013 ' Page 2
lieartwiZ] Finaneial Information
7 __Plan Assets and Llablllties {a) Beginning of Year {b) End of Year
a_ Total plan assats — — we| 72 4,299,147 5,218,062
b Total pian labllitles. - 7b 0 0
C__Net plan assets (subtract Ilne 7b fmm 118 78) cvcseasmiassssrssrsssonsonsss| 7€ ' 4,299,147 5,213,062
8 _Incoms, Expensos, and Transfers for this Plan Year o (a) Amount . (b) Total
a  Contributions racalved or raceivable from: - AN .
{1)_Employers . 8a(1) 274,543
(2) Partlcipants 8a(2) 166,932

__(3) Others (Including roliovars) 8a(3)
8b 781,802

b Other Incoma (loss)
C__ Total [ncome (add lines 8a(1), 8a(2), 8a(3), aNd 8B) warermrerrmmerr] B RN
d  Beneflts pald (Including direct rellovers and insurance premlums

to provide benafits) Bd 318,813

€__Centain deemad and/or corractive distribulions (see Instructions) ..[° 8e
f Administrative service providers (salaries, foes, commilssions) ...|. Bf

R l,l |,,.,:

g _Other expenses 8o

h__Tolal expenses (add llnes 8d, 8e, &f, and § . 8h 319,462

f Net Incoms (Ioss) (sublract ling 8h {rom INE BE) weeeccermsammemrerereeerenns 8l o i $13,915
Transfers to (from) the plan (see INSHUCHONS) .uwsicwieersoenisecssemnse| 8] . 0 LR e R e

ﬁP""rt iVZ] Plan Characteristies .
9a| Ifthe plan provides penslen benefits, enter the appllcable pension feature codes from the List of Flan Characterlstic Codes In the Instructions:
P

28 2G 27 2K 3D
b/ tfthe plan provides welfare beneflls, enter the applicable welfare featurs codes from the List of Plan Chargcterlatlc Codes In the Instructions:

art\Vit| Compliance Questions
10 During the plan year: Yos | No Amount
@ Was theto a fallure to transmit to the plan any particlpant contributions within the time perlod describad In
29 CFR 2510.3-1027 (See Instructions and DOL's Veluntary Flduclary Corroctlon Program vosassorpersemnsers | 108 X
b Were there any nonexempt transactlons with any party-In-intsrest? (Do not Include transauﬂons reported
on line 10a.) 10k X
€ Was the plan covered by g fidelity bond? y 10c| X 250,000

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

€ Wero any fees or commissions pald ¢ any brokers, agents, or otheri iparsons by an Insurance carrlar,
Insurance servics, or other organlzaﬂon that provides somse or all of tha benefits under the plan? (See

Instructions,) 108 X
Has tho plan fallad to provide any benefit when due undar the plan?’; 10f X

g__Dld the plan have any participant loang? (If "Yes," enter amount as of year end)’ 109 x

R Ifthls Is an Individual account plan, was there a blackout period? (Ses Instructlons and 28 CFR d ’
2520.101-3,) 10h X )

i 1f10h was answered "Yes,” check tho box If you elther provided the required notics or one of the NRTEE “
excepnons to providing the notlce appliled undar 298 CFR 2520,107-3 101 R R

1 Penslon Funding Compllance

11 la this @ doflned beneflt plan subject to minimum funding requirements? (If *Yes," see Instructions and completa Schedule SB (Form
5500) and line 11a below) CJ Yes. B No

11a Enter the unpald minimum nequlred contrlbution for current year from Schedule SB (Form §500) INe 38 vovcesseesrares f 11a ]
12 _Isthis a defined contrlbution plan subject o the minimum funding regéirements of section 412 of the Codo or section 302 of ERISA?.. ] [ Yes & No

(If "Yes," complete line 12a or lihes 12b, 12¢, 12d, and 12e below, as appllcable ) ,
@ Ifa waiver of the minimum funding standard for & prior year is belng amortized In this plan year, saa Instructlons, and snter the date of the leiter ruling

granting the Walver wueessrseeees Month ________ Day Yoar

If you completed Jine 12a, complets lines 3, 9, and 10 of Schedule MB (Form 5600), and skip to line 13.
b Enterthe minimum required eontributlan for this plan yaar [ 12 I




