Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1220-01 10
Department of the Treagury B en eflt Pl an
Intemal 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
Pension Benefit Guaranty Corporation Inspection
» 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
FREEMAN FAMILY DENTISTRY, PSC 401(K) 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
FREEMAN FAMILY DENTISTRY PSC (EIN)  20-1308671
2C Sponsor’s telephone number
P.O. BOX 1927 270-522-5100
CADIZ, KY 42211 2d Business code (see instructions)
621210
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 4
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 5

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. 10/09/2014 KARLA FREEMAN
HERE ) o Lo oo L

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 10/09/2014 KARLA FREEMAN
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 6053 45445
Total plan abilities .............cccevveieiiiiieiecieiei i) 7b 0 0
Net plan assets (subtract line 7b from line 7a) ..............c..c.ccococ....... 7c 6053 45445
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ... 8a(1) 9226
(2) PartiCIDANES ... 8a(2) 29342
(3) Others (including rollOVErs)............cueeeiiciiiiiiiaaiiieieaeeeeee ) 8a(3)
b Other income (loss) 8b 824
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 39392
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 39392
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:
2E 2H 23 2A 2F
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 |




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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__Form 5500-8F Short Form Annual Return/Report of Small Employee OMB Noe. 12100110
‘Deaparimani of fhe Treasury Beneﬁt Pian 1210-0088
Internal Revenue Serdate .
This form is reguired fo be filed under secfions 304 and 4065 of the Employes 201 3
Dapartment of Labar Refirament Income Security Act of 1874 (ERISA), and sections 8057(b) and 6058(a) of

Emploves Benefits Security Administration

the infernal Revenue Code (the Code). This Form is Open to Public
Penginn Benedit Guarznty Comoration

b Compiste all entries in accordance with the instructions fo the Form 5500-5F/ inspection
Annual Report identification information
Eor calendar plan year 2013 of fiscal plan year beginning ang ending
A This retumireport Is for X & single-employer plan a muliiple-employer plan {not multismployer) E a pne-parficipant plan
B This return/report is: the first return/report

an amended return/report & short plan year retumireport {iess than 12 months)

C  Check box if filing under. X Form 5558 atomatic extension D DFVC program
|_special extension {enter description)

Basic Plan Information— enter all requesied informafion

g the final returnfreport

ia Name of plan 1b  Threedigit plan
Freeman Family Dentistry, PSC 401(k) Profit numper (Phy B-| 001
Sharing Plan 1¢  Effective date of plan
01L/01/2012
2a Plan sponsor's name and address; include room or sulte number {employer, if for a single-employer plan) 2b  Empioyer identiicafion No.
Presman Family Dentistry P8C Ny 20-1308671
. 2C  Sponsors lelephone numbst
?.0. Box 19827 270-522-5100
2d  Business code (see insir}
Cadiz KY 42211
621210
3a =n adminisirator's name and address Same as Plan Sponsor Name D Same as Plan Sponsor Address 3b  Administrator's EIN
3¢ Administrator's
telephone number
4 Hthe name andior EIN of the plan spansor hias changed since the lest retum/report filed for this pian, enter the rame, EIN, 4b  EIN
ang the plan number from the last relurn/report 8 Sponsbr's name 4c PN
Bz  Total number of parbicipants at the beginning of the planyear 5a 4
b Total number of parficipants ai the end of the planyear . T 5b 7
¢ Number of participanis with account balances as of the and of the plan year {defined benefil plans do nol complete thistem) ... .. 5¢ 5
fa  Were ah of the plan's assets during the plan year invested in eligible assets? (Seeinstructions.) L Yes D No
£+ Are you claiming a waiver of the annual examination ant report of an independent qualified public accountant (IQPA)
under 28 CFR 2520.104-467 (See instructions on walver eligibility and c:ondetlons) [X:]-Yes D No

If you answered “No” to either fine Ba or line 6b, the plan cannot use Form 5500-8F and must instead use Form 5500,
& lithe plan is & defined benefii plan, is | coverad undey fhe PBGC insurance program {sae ERISA seclion 402117 j—\ Yes m No m Nol defermined
Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established,
Under penaliies of perjury and ofher penaities set forfh in the instructions, 1 declare that i have examined this retumireport, including, if applicable, a
Schedule SB or Schedule MB completed and signed by an enrelled actuary, as well as the electronic version of this return/report, and to the best of my
wiedge gt befiefdii is rug, correct, and compiste.
NKah e T e pri——— 26507y | Farls Freeman

"Swn turg of b‘fgﬁ adrnimsirator E@(te Enter name of individua! signing as plan adminisiraior
) p &

AL 4 b irie 78 Jaly 20/}~ Earia Freeman
1 1S \ihture of empioyer/plan sponsor ¢ ﬂ / Enter name of individual signing as employer or pian spoensor
Preparer's rsame’(including firm name, if applicable) and address; include room or suite number (oplicnal) Preparer's ielephone number (optional)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instrucfions for Form 550D-5F. Form 5500-SF (2013)
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i Fipanciz! Information
7 Plan Assats ang Lisbiiifies

(&) Baginning of Year {b} End of Year

B TOmE DN @SSO e ieeeiieeeieeees el iiageeiiiiiio 6053 45445

D Total plan BADHNES i e eiiiie o o

¢ Naiplen assets (subtractfine 7o fromiine 7a) oo i i 6053 45445
g income, Expenses ang Transfers for ihis Plan Year {a) Amnount {b) Tota

a Contributions received or receivable from:
(1) EIMDIOVETS | oo e e e e Baf1} §,22¢
{2} Pariicipants salZy . 28,342

{3) Ofhers finciuding rollovers) ... iz e, e Bal?)
B OMEr INCOME (J08E) L o et e Bb g24
¢ Total income {add lines Ba(1). 8a(2) a3y, and BBY i ieaeiins Bc
d  Benefits paid {inciuding direct rollovers and insurance Premems
0 DTOVIOE DONEIE) e e 8d
e Certain deemed andior correciive distributions (see NStruclions) . oo e Be
f . Adminstrafive service providers (salarieg, fees, commissions) .. &f
O OMerexpenses.....ooeiaeeee et e e . lBg
b Total expenses (ad¢ lines 8¢, 86, 8L, and Ba) . oo e Bh
i Netincome (loss) (subtract iing Bh from ine 86) oo ciiensis e i 8i 39,382
i nsfers 1o {from) the plan (see InStuchons) | .o e 8

Pian Characteristics
83§ if the plan provides pension benefits, enter the appiicable pension feature codes from the iist of Plan Characteristic Codes in the instructions:
28 2H 23 2A 2F

b ! #the plan provides weltare benefits, enter the applicabie weltare featura codes from the List of Plan Characteristic Codes in the instructions:

Compiiance Questions

10 During the plan year; Yes | Mo Amount

a  Was there a fallure to fransmit to the plan any parficipant contributions within the time period described in

28 CFR 2510.58-1027 {See instructions and DOL's Valuntary Fiduciary Correction Program) ..o 1Ca b8
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reporied

0P 08 T Y e it e e 10D X
C  Was fhe pian covered by a idelity DONGY oo v i e i0e x
d  Did the plan have 2 loss, whether or noi reimbursed by %he plan's fidelity bond, that was caused by fraud

O IS ONEE Y 7 L ettt it ettt R e b 10d 2
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carner,

Insurance service, or other organization that provides some of all of the benefits under the plan? (See

IS OIS ) L ot ettt e e e g e b e e e L 10g pA
f Has the plan failed fo provide any benefit when dueunderthe pian? ., .. ..., e 10f X
g Did the plan have any parficipan loans? (If "ves " ertel armountas ofvearend.} e inie 10g X

h ¥ s s an individual account plan, was there a blackout period? (See instructions and 28 CFR
s 10 T T P T e ST TS PO IO TS Y PR RSE CEEt, 16h
i i 10h was answered "Yes," check the box if you either prevnded fhe required notice or one of the
exceptions to providing the pofice applied under 28 CFR 2520.101-3
i Pension Funding Compliance
11 Is this = defined benefd plan subject to mintmum funding requirements? {If "Yes,” see instructions and complete Schedule SB
Form 5500) and fine 112 below) . [ lyes | [ No
118 Enter the uppaid minimum reuutred contnbuhon for current year irorn Schedule SB (Form ::::GG) lme 39 ................. 1 ’Ha i
12 I5 this & defined contribution plan subject to the minimum funding requiraments of secilon 412 of the Code of section 307 of ERIBAY ... ‘ Eml Yes iXI NO
{1 "Yes," complete fne 12z or fines 12b, 12¢, 12d, and 12e below, s applicable.) !
a |fawaiver of the minimum furding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter rufing.
Granting the WAIVEL. e gt s e e e s s Mornth Day Year
i you completed line 12a, compiete Hnes 3, 8, and 10 of Schedule MB (Form 5500), and skip fo line 13.
b Enier the mimimum required contribution for this plan year

b

101
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Form 5500-SF 2013 Page 3- [ |
¢ Enter the amount contribuiad by the emplovertothe planforthisplanyear , ..o e ieecaa: e 12¢
d  Subtract the amount in fine 12¢ from the amount in fine 12b, Enter the result {enter a minus sign to the leflofa
MEGABVE BMOUNE) | e ettt 12d
e Wil the minimum funding amourt reporied on ing 12d be met by the funding deadhnﬁ’) ............................... [ lves [ | No L N

Pian Terminations and Transfers of Assets

“%3  Has a resolufion jo terminate the plan been adopled INany DIAN YSAIT . e [ [yes [XINo

¥ "Yes.” enter the amount of any plan assets that reverted 1o fhe employer IS VBET . e g s 13a

B Were all the plan assets distributed to pariicipants ar beneficiaries, sransferred to another plan, or brought under the conbrol
of fhe PBGC? [7] Yes [X] No

C I during this plan year, any asseis or liabifiles were wransferred from this plan fo ancther plan{s), identify the pian{s) to
which assets or kablities were transferred. {See instructions. )

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

| Trust information (optional)

14a Name of trust 14b Trust's EIN




