OMB Nos. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee 1510.0089

Benefit Plan

Department of the Treasury

Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2014
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal ) ]
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation

» Complete all entries in accordance with the instructions to the Form 5500-SF.

Public Inspection

[ Part | | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending  07/31/2014
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a list
A This return/report is for: of participating employer information in accordance with the form instructions)
D a one-participant plan |:I a foreign plan
B This return/report is D the first return/report the final return/report
D an amended return/report 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)

| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
NORTHWEST CARDIOTHORACIC & TRANSPLANT SURGEONS, P.S., 401K PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1992
2a Plan sponsor’'s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
NORTHWEST CARDIOTHORACIC & TRANSPLANT SURGEONS, P.S. (EIN)  91-1546063
2C Sponsor’s telephone number
122 W 7TH AVE 509-462-6504
SUITE 110 ; ; ;
SPOKANE, WA 99204 2d Business code (see instructions)
621111
3a Plan administrator's name and address Same as Plan Sponsor. 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 YEA ...........c...ceeviveeieiee e 5a 10
b Total number of participants at the €nd Of the PIAN YEAT .............c.cueveeeieeeceeeecee ettt 5b 0
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
COMPIELE ThIS IEMY ...v.voieetereees ettt et es et sestes s e s s e e e s s e st s e st es st es s e et e sse s s e e et s s st et esns st et ns et e s neessee et ensneeseeetenenen 0
d(1) Total number of active participants at the beginning of the plan Year..............cccooeierririncnescneenns 5d(1) 8
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 0
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e 0
1€SS thaN 100 VESTEA. ...ttt ettt eh e et e e sht ettt et e sh bt s it e sk st et ekt e bt er e ekt e st e sbeesbn b e sbneereesbne e

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. 01/20/2015 DALE STEVENS
HERE . . 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)
DALE STEVENS
BREAK-THRU BENEFITS, LLC

200 NORTH MULLAN ROAD, SUITE 216
SPOKANE VALLEY, WA 99206

Preparer’s telephone number (optional)

509-755-3767

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF.

Form 5500-SF (2014)
v. 140124




Form 5500-SF 2014 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCIONS.) .......cccovoveveveveveueececeeeee e, 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 2520.104-46? (See instructions on waiver eligibility and conditions.).............cccocvviiiiiiiiiiii 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.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No |:| Not determined

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PIAN @SSELS ..........oovveeeeeeeceeeeeeeeeeeeeeeeeeeeeeeseeeeeeseeseeneeeeeeeed 7a 2402817 0
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)...............ccccccveveennen. 7c 2402817 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 1941
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2) 2875
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 77459
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 82275
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d 2485092
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other EXPENSES....ccuiiiriiiiiieiieieicct e 89
h Total expenses (add lines 8d, 8e, 8f, and 89) ................c...ccocoorer..... 8h 2485092
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i -2402817
j Transfers to (from) the plan (see INStructions) ..........ccccceevieeinienens 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 2F 2G 23 2K 2A

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 2510.3-102? (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
ON TINE LOB.) 1.ttt ettt ettt ekttt et ae st et e e e b e st e e et et e s e s e ee et en s e s et e e s es et e s e s e s ese s e s e se b et b eneneese s eaeneenenn 10b X
C Was the plan covered by a fidelity bond?............cccciiiiiiiiii 10c| X 250000

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
OF QISNONESIY? ...ttt ettt ettt ettt s et ettt ettt e et se e ensan e s seasas 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

INSEIUCTIONS.) ©...vveceieeet ettt ee ettt ettt ettt et e e e e es et et et e ae s e aes e s s en et ea et e s ses s s aesessensnsanananennsnneas 10e X
f Has the plan failed to provide any benefit when due under the plan? ............ccococoeeeeveveeeceeceeeeeeeane. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).............ccccccceeieennnn. 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR v
By 0 R T PSPPSR 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........cccoiiiiiiiiieniiiieenee e 10i
[Part VI |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 NE 118 DEIOW) ......ceceeeeeeeeeeeeeeeeeeeee e es e s e eneneaeeseesenesenenaeesesassssanensesseseeseessesnssssseanseasesessansnesencessesans |:| Yes D No
11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39 ................... ‘ 1lla |

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:I 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
GIANTING thE WAIVET. ...ttt e e ettt e ettt e e ettt e e abbeeeanbeeesanreeeareeaaanren Month Day Year




Form 5500-SF 2014 Page 3 -
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.............c..vvwiivii e | 12b |
C Enter the amount contributed by the employer to the plan for this plan year ............ccccciiiiiiiiiiiiiii e 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
Lo T V=T L (o 1 PP
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccooirvrriivinannnn. | |:| Yes D No D N/A
[Part VII | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted iN any PIAN YEAr? .............covoveueeveueeeeeeeeeeeeeeeeee e Yes I:I No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccooieiiiiiiinice, 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OFt8 PBGC? oo oooooeoeoeoeeoeeeeee e oeeeeeeeeee oo eeeeeeeeeeee oo eeeeeeseeeeeneeneeeeseseeeeeseseeeeeeeneeeeeseeeeeeeesssereereeee 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 Gaa s t2 10 0110
Departmant of tha Traasury BeHEflt Plal’l
lolsinad Rayanoe Sendts This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2014
Deparment of Labar Income Security Act of 1974 (ERISA}, and sections 6057(b) and 6058(a} of the Internal
Employse Bensfita Seaurity Administation Revenue Code (the Coda). Tl;’ls :’?rrln s Orﬁm to
: : ublic Inspection
Fension Benefl Guaranly Corporation » Complete all entries In accordance with the Instructions to the Form 5500-SF.
|_Part! | Annual Report Identification Information
For calgndar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 0773172014
EI a single-employer plan D a multipte-employer plan (not multiemployer) (Fllers checklng this box must attach a list
A This return/report Is for: of participating employar information in accordance with the form instructions)
[] a one-participant ptan [] a forelgn plan
B This return/report is D the first refurn/report @ the final returnfreport

I:] an amended retura/répon @ a shor plan year return/repont (less than 12 months)

C Check box i filng under: [ ] Form 5558 [] automatic extension [] orve program
D speclal extenslon (enter description)

| _Partll | Basic Plan Information—enter all requested informatlon

1a Name of plan 1b Three-digit
NORTHWEST CARDIOTHORACIC & TRANSPLANT SURGEONS, P.S., 401K PRQFIT plan numker (001
SHARING PLAN (EN) >
1¢ Effective date of plan
01/01/1992

2a Plan sponsor's name and address; include room or suite number (employer, if for & single-employer plan) 2b Employer Identification Number
Northwest Cardiothoracic & Transplant Surgeona, P.S. (EIN) 911546063
122 W 7th Rve 2¢ Sponsor's telephone number

. 509-462-6504
3uite 110 20 Business code (see instructions)
Spokane WA 99204 621111
3a Plan adminlstrator's name and address @Same as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone number

4 Ifthe nama 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 hame 4c PN
Sa Total number of participants at the beginning of the PN YEAM v ceeecvssnassnssssrssseen s eenren o) 5@ 10

B Total number of panticipants at the end of the plan vear................... O T 5b

G Number of particlpants with account balances as of the end of the plan year (defined benefit plans do not e

COMPIBEE HHIS IOIMY oeeoeeoeooeeceeoe e staassssnr s saressesseseeem e eeeeeeB ot reeseeosAds etV AR SRR Yo e 1 en b ssemsens e see e eeeeessee e 0

d(1) Total number of active participants at the beginning of the plan year 5d(1)

d{2) Total number of active participants at the end of the plan ysar... e bbb tees ettt areten 6d(2)

€ Number of paricipants that terminated employment during the plan year with accrued bensfits that were e

855 than 100% VEStED. . ..uicueresmmeees e e — E 0

Cautlon: A penalty for the late or incomplete fillng of this returnireport will be assessed unless reagonable cause Is establIshed.
Under penalties of perjury and other penafties set forth in the instructions, | declare that | have examined this raturn/report, including, If applicable, a Schedule
5B or Schedule MB completed and signed by an enrolled actuary, as wall as the electromc version of this return/report, and to the best of my knowledge and
belief, it i is lrue, comeel, and complete - 7
SIGD@ : " f / / 1{/ i Timothy Icenogle, MD
HERE . Sagnature of plan admijn 5trator Datei / Enter name of individual slgning as plan administrator
sioN | s atifl [ J«M%/u N / f’/ /< [rimothy Ienogle, MD
HER. : Slgpature of employe plan sponsor Da Enter name of individual signing as employer or plan spongor
Preparar's name (including flrm name, if applicable) and addl’ess {include room or suite number ) (optional) Preparer's telephone number {optional)
Dale Stevens . 509_755_3767
Break-Thru Benefits, LLC :
200 North Muwllan Road, Suite 216
Spokane Valley WA 99206 .
For Paperwark Reduction At Notice and OMB Gontrel 5, 586 the | tlons for Form 5500-SF. . Form 5500-8F {2014)

v. 140124
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Form 5500-SF 2014 Page 2
6a Ware all of the plan's assets during tha plan year invested in ellglble assois? (Sa8 INSIUCHONS.) i e cvenes Yes D No
b Are you claiming a waiver of the annual examination and report of an Independent quaiified public acseuntant (1QPA)
undar 29 CFR 2520.104-487 (See instructions on waiver ellgibllity and conditions.).... s S — @ Yes D No

if you answerad “No™ ta either lIng 6a or lina 6b, the plah cannct Us¢ Form 5500 SF and must mstead use Fclrm 5500
G If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No [] Not datermined

[Partlll | Financlal Information

7  Plan Assets and Liabilities g {a) Begiinning of Year {b) End of Year
8 Total Plan a8SELS......... e cseeccremenreeieinenernnees s ansssonrnecess] T8 2402817 ' 0
B Total plan FEBillties .o e ceceeveseeeiveerassessrssraresennee] 1B
€ Net plan assets (subtract line 7b fromlina 7a) ........... i 7¢ 2402817 0
8 Income, Expenses, and Transfers for this Plan Year (2) Amount {b) Total
a Contributions recelved or receivable from: :
(1) EMPIOYEIE 1.vverereemnvieermineens 8a(1) 1941|
{2} Participants ... T T O T ) 2875
(3) Others (mciudln@_ovars) e (el
b Oher INCOME (I058) 1veviurinererreceimeeeeert st ceesessssresssssssevninrs] 8B 77459 v
¢ Tolal incoms {add lines Ba(i) 83(2) 8a(3), and Bb) gc 82275
d Benefits paid (Includmg direct roliovers and Insurance premiums ‘
to provide benefits) .. Bd 2485092
© Certain deemed sndfor corrective distributions (see mstrucilons).‘.. 8e '
f Administrative service providers (salaries, fees, commissions)......|  8f
__§ Other expanses... SRR g ries e s e S ibus s s¥hee Bg .
h Total expenses (add lines 8d, 8o, 8f, and 8g) ........c.s.ciniinnnnn]  Bh = L ; 2485092
i NetIncome (loss) (subtract line 8h from lina Bc) ............................... 8l B -2402817
J Transfers to {from) the plan (3ee INSrUCHONS) v rrenremsereee e 8 i .

LPart 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:
2B 2F 2G 20 2K 232
b [if the plan provides welfare benefits, enter the applicabla welfare faature codes from the List of Plan Characteristic Codas in the instructions:

!Eartv Compliance Questions

10  During the plan year: Yes | No Amount
A Was there a failure to transmit to the plan any participant contribulions within the time period described in X
29 CFR 2510.3-102? (See instructions and DOL's Volurtary Fiduciary Correction Program)............... 10a
b Woere there any nonexempt tranzactions with any party-In-interest? (Do not include transactions reportad x
on line 10a.}... s mamnnns ¥ anme Whnn FORT TR O TTR S A SR  E R T R s nam P e g in g E SRR T AR 10k
€ Was the plan covered by a fidelity BOng?......c.cemmeiencicnes e sttt 100 X 250000
d Did the plan have a loss, whether or not reimbursed hy the p!an s ﬁdelrty bond, that was caused by fraud x
or dishonesty? ... e oA AR A SR S GRS S e 10d

© & Were any fees or commissions pald to any brokers agants, or other persons by an insurance carrier,

insurance servlce. or other organfzahon that provldes some or all of the benefits under the pian? (See X
Instructions.} ... e LTI 108
f  Has the plan tailed to pro\nda any benefit when due under the plan7 R 1) X
g Did the plan have any parliclpant loans? (If “Yes,” enter amount a5 of year and.). ... 10g X
h Ifthis is an Individual account plan, was there a blackout peried? (See instructions and 29 CFR x
2520.101-3.)... S 10h
i IF10h was answared “Yes,” check the box :f you e;ther pfovndsd the reqmred notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 .. 10i

lﬂart Vi |Pansion Funding Compliance
11 s this a defingd benafit plan Subject to minimum fundlng reqmremenls? (lf "Yes," see Instructions and c,omplete Schedule 5B (Form
5500) and fine 11a below)... ereverererermsenseeeesenens resseessereseneren ﬂ Yes ﬂ No
11a Enter the unpaid minimurm requured contribution for current year from Schadule SB (Form 5500) line 39... ’ 11a I
12  isthis & deflned contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA’?...I ﬂ Yes E No
L.f "Yas," complete line 12a or lines 12b, 12¢, 12d, and 12¢ below, as applicable.)
a If awaiver of the minimum funding standard for a prior year ls bemg amortized in this plan ye\ar seo Ingtructions, and enter the date of the letter ruling

granting the WEIVEr. vwesroromiesirereeene oo ...Month Day Yeer
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Form §500-SF 2014 Page3-[ |
If you complated line 12a, complete lings 3, 9, and 10 of Scheduls MB {Form 5500}, and skip to ling 13.
b Enter the minimum required contribution for this BIAR YBAF...........ercuueevueeeesreeeemee e ermesae et eeee e eme e ettt I 12h I
€ Entar the amount contributed by the employer to the plan for ths PIan YEaF.........overeereercee et cnee e 126
o Subtract the amount in line 12¢ from the amount in fine 12b. Enter the result (enter a minus sign to the left of a 12d
NEOAIVE AN 1oy i L L U AP e e
€ Wil the minimum funding amount reported on ine 12d be met by the FUNAING AEAGINED ...............c.oocreee.csecssisss W [ ves []No [] wa

lPart Vil I Plan Terminations and Transfers of Assets

13a Has aresolution to terminate tha plan been adopted in any plan Year? ...

Yes [ |No

If °Yes,” enter the amount of any plan assets that reveried to the employer thls YEar ....-...vevueceercrsencccnnccnnenreeee e

13a

0

b Wera all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control

of tha PBGC? ... sivarresersrigrascs .

@ Yes D No

G If during this plan year, any assets or liabilitlas ware transferred from this plan {o another plan{s), identify the plan(s) to

which assets or liabilitias were transferred. (See instructions.)

13c(1) Name of plan{s): |

13c(2) EIN(8)

[ 13¢(3) PNGs)

[Part\ll l Trust Information (optional)

14a Name of trust

14b Trust's EIN




