Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
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: 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
WILKINSON WELLNESS CLINIC 401K PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2012
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
WILKINSON WELLNESS CLINIC (EIN)  91-1150570
2C Sponsor’s telephone number
302 SOUTH 12TH AVENUE 509-453-5506
YAKIMA, WA 98902 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 6
Total number of participants at the end of the plan Year ... 5b 7
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 7

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.
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
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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 20000 57158
Total plan abilities .............cccevveieiiiiieiecieiei i) 7b 0 0
Net plan assets (subtract line 7b from line 7a) ..............c..c.ccococ....... 7c 20000 57158
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ... 8a(1) 10839
(2) PartiCIDANES ... 8a(2) 24270
(3) Others (including rollOVErs)............cueeeiiciiiiiiiaaiiieieaeeeeee ) 8a(3)
b Other income (loss) 8b 2049
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 37158
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide beNEfits).........coiiuviiiiiiiiiiiiiiiiii 8d
€ Certain deemed and/or corrective distributions (see instructions)...| 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other eXPENSES .......ccuviviiiiiiiiiiicieccc e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc.............) 8h
i Netincome (loss) (subtract line 8h from line 8¢)............c.ccc.c..........] 8i 37158
j Transfers to (from) the plan (see instructions)............ccccoiiinniin 8j

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:
2A 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 bond? ... 10c X
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) NG INE 118 DEIOW) .........occoeooeeeeeeeeeeeeeeeseoeeeereeeeeeeeeeeseeesssssseeeeseeeeeeeeeeeeesseesessseeeeeeeeeeeeeeeeesseesssssssereeeeeeeeeceeeessesssssssssseeeerreee [] 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 |
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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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Form 5500-SF Short Form Annual Return/Report of Small Employee QM Nos, 12100110
Spertrment of the Trasury Benefit Plan
e Revienm Sendes This form is requiced to be filed under seclions 104 and 4065 of the Emploves 2013
~CerarET L Retirement Income Security Act of 1874 (ERISA), and section 8057(h) and 6058(a) of
Emplayea Battafits Security Mrﬂ\m'lmﬂm the intemal Revenue Code (the Code), Thia Fom; l:noq:;:r:o Public
n
"_ "“.ﬂ Bvmeflt Gueranty Corparition > _Complete all entries in accordance with the Instructions to the Form 5500-8F.
Yatiily  Annua) Report |dentification Information
For calendar plan year 2013 o fiscal plan year beginning 01/61/2013 and ending 12/31/2013
A Thie returnireport Is for: E a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/repart is; D the first return/raport D the final retum/report
D an amended retum/report D a short plan year return/repart (less than 12 months)

€ Check box if filing undar [# Form sssB [] automatic extension [} oFve progrem

[] speciat extension (enter description)

tion

ta Name of plan 1b Three-digit
plan number
WILKINSON WELLNESS CLINIC 401X PROFIT SHARING PLAN (PN) b= 001
1c Effective date of plan
01/01/2012
2a Plan sponsors name and address; include room or suite number (employer, if for a singhe-emplayar plan) 2b Employer Identification Number

WILKINSON WELLMESS CLINTC (EIN) 51-1150570

2¢ Sponsor's telephone number

302 BOUTH 12THE AVENUE {509) 453-5506
2d Business code (3ea instructions)
US YARIMA WA 589802 621111

3a Pian adminletrator's name and address [E] Seme as Plan Sponser Name [__| Same as Plan Sponsor Address | 3B Administrator's EIN

3¢ Administrators telephane number

4 ifthe name and/or EIN of the plan sponsor has changed since the last retum/report filed for this plan, enter the 4b eiN
name, EIN, and the plan nurmber from the last return/report.

a_Spongor's name 4c PN
6a Tetal number of participants &t the beginning of the plan yaar Sa 6
b Tolal number of participants at the end of the plan year 5h 7
€ Number of participanta with account balances as of the end of the plan year (defined benef t p|ans do not
complote thig tem) pmuse — - be 7
6a were all of the plan’s assets during the plan year invested in eligible assets° (See mstructlons ) Klves [INo
b  Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 28 CFR 2620.104-467 (See instructions on waiver eligibitity and conditions.) E]Yes CIne

If you answered "No" to elthor 1ing &a or line 8b, the plan cannot use Form 5500-SF and must instead use Form 5500.
¢ Ifthe plan is a defined benefit plan, is it covered under the PBGG insurance program (see ERISA section 4021)7  wwen] | Yes  [[]No []Not detarmined

Cautlon: A alty for the late or Incompilete filing of this return/report will be assessed unless reasonabla eauss |8 established.

Under penaities of perjury and otnh:;pe;?lﬂes set farih in the inetructions, | declare that | have examined thls return/report, including, If applicable, a Schedule
5B ¢r Schedule MB completed and'signéd by an enrolisdractuary, as well as the efectronic varaion of this réturn/report, and to the test of my knowledge and
bellef it is true, comect, and co plete‘

LA TNEY Vo Q8o | 1o ham Wi NEbeseoe

' Signatura an admln,lsfaﬁ‘fy Date ! Enter name of lndmclual signing as plan admlnistrator

A u/%/jxé? _ 20 Sepild | T2 rehenctA 3 WL KIngom
HETEREY Slgnature of employarlplan Sponsor Date Enter name of Indivicual slgnlng an employer ot plan sponsor
Preparer‘s namae (ineluding firm name, If applicable) and address; include room or sulte number (aptional) Preparer's telephone number (optional)

Far Paperwork Roductlon Act Notlce and OMB Control Numbers, 2ee the instructlons for Form 5500-SF. ) ' ] Form 5500-SF l201 3)
v.130118
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{4 Einancial Informatlon

7__Plan Assets and Liablities (a) Baginning of Year (b) End of Year

B TOl PIAN ASEOME cen.ociceccervsimsrorssosysonmiasnamsasarssten T — 20,000 57,158
b Total plan liabilities 0 0
C_ Net plap assets (subtract ling 7b from fine 7a 20,000 57,158
8 Incomae, Expenses, and Transfars for this Plan Year (a) Amount (b) Total _
A  Contributions received or receivabla from; BRHTnR i i v

(1) EMpIOYErs — S sessase | B3{1} 10,839

(2) Perticlpants s aos - awsovonsee] B8(2) ' 24,270
3) Others {Including roilovers R ra— | 8a(3)
b Other income (loss) Bb
C_Total income (add lines 8a(1), 8a(2), 83(3), and 80) swssesssccssinmmenns|  BC
d Benefits paid (in¢ludling direct rollovers and irsurance premiums

to provide benefits) ossrs — Joep— . |

@ Cerlain deamed and/or corrective distributions (see instructions) .| Bo

f Administrative service providers (salaries, fegs. commissions)  ..|  8f

8 _Other eXPenses  wuwusmmsiommmenens e __8q
h Total expenises (add lines 8d, Be, 81, and 83)  weerersssssssssesnenns I
Net income (loss) (subtraet line 8h from line 8¢) Bi
Transfers 1o (from) the plan (see ingtructions) ... 8]

e 5

Pian Characteristics

8a| Ifthe plan pravides pension benefits, enter the applicable pansion feeture codes from the List of Plan Characleristic Codes in the instructions:
2A 2B 26 23 2K 3D

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes In the instructions:

Bt | Compliance Questions

10 During the plan year; Yus | No Amount
a Was there 1 fallure to transmit to the plan any participant conttibutfons within the time perlod described in
29 CFR 2610.3-1027 (See Instructions and DOL's Voluntary Fiduciary Comrection Program) s | 108 x
b were there any nonexempt transactians with any party-indnterest? (Do not include transactions reported
on line 10a.) - - szoe evre— k(1) X
€ Was the plan covared by a figielity bond? 10c x
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by fraud
or dishoneaty? 10d X

@ Were any fees or commissions paid fo any brokers, agents, or other parsans by an insurance carrier,
insurance service, or other organization that provides some or all of the benefite under the plan®? (See

instructiohs.) 100 X
Has the pian failed to provide any benefit when due under the plan? qof x
g Did the plan have gny participant leana? (if "Yes," enter amourt as of year end.,) 10g
h  tthis 1s an individual ascount plan, was there a blackout period? (See instructions sngd 29 CFR
2620.101-3,) 10h
1 1If 10h was answered *Yes,” check the hox if you elther provided the required notice or one of the
exceptions to providing the notice appiled under 29 CFR 2520.101-3 101
'BarVi%] Pension Funding Compliance

11 15 iis a defined benefit plan subject to minimumm funding requirements? (If "Yes,” see instructions and complete Schedule SB (Form
5500) and line 14a below) Clves (¥l no

112 Enter the unpaid minimurm required contribution for current year from Schedule SB (Form 5500) N8 38 wustecssmsreseans l 11a r
12 _1s this a defined coniribution plan subject fo the mininwim funding requirements of section 412 of the Code or section 302 of ERISA? .. | [ Yes (] No
(If "Yes." complete line 124 or (Ines 12b, 12¢, 12d, and 12e below, as applicable.) |
a  if a waiver of the minimum funding standard for & prior year is being amortized In this plan year, see instrugtions, and enter the date of the letter ruling

9ranting e Walver s ssssensosm s S— — e MGILH Day ‘ Year

i ysu cwnglmd line 128, complete fines 3, 9, and 10 of Schedule MB (Form 5500), and skip fo Iing 13,

e 1 128 l




