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Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 
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 Complete all entries in accordance with the instructions to the Form 5500-SF. 
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2014 

This Form is Open to 
Public Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2014 or fiscal plan year beginning                                                                      and ending                                                        

A This return/report is for: 

X  a single-employer plan 

 

X  a one-participant plan 

X  a multiple-employer plan (not multiemployer) (Filers checking this box must attach a list 
of participating employer information in accordance with the form instructions) 

X  a foreign plan                                                                                                       

B This return/report is X  the first return/report X the final return/report                                         
 X  an amended return/report X a short plan year return/report (less than 12 months)  

C  Check box if filing under: 

 
X  Form 5558     X  automatic extension    

 
X  DFVC program 

 X  special extension (enter description)          
  b 

Part II  Basic Plan Information—enter all requested information 

1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit 
plan number 

(PN)  001 
1c Effective date of plan 
  YYYY-MM-DD 

2a  Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan)  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGH ABCDEFGHI ABCDEFGHI ABCDEFGHI I 

2b Employer Identification Number 
(EIN)  012345678 

2c Sponsor’s telephone number
 1234567890 

2d Business code (see instructions)   
123456 

3a  Plan administrator’s name and address  XSame as Plan Sponsor.ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB, ST 012345678901I A

3b Administrator’s EIN 
 012345678

3c Administrator’s telephone number
  1234567890 

4    If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the     
name, EIN, and the plan number from the last return/report.   

  a  Sponsor’s name DEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI  

4b EIN 012345678 

4c PN                                     012 

5a Total number of participants at the beginning of the plan year ..................................................................................  5a 12345678
b Total number of participants at the end of the plan year ............................................................................................  5b 12345678
c Number of participants with account balances as of the end of the plan year (defined benefit plans do not         
    complete this item) .....................................................................................................................................................  5c 

  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 year................................................................  5d(2) 
  e Number of participants that terminated employment during the plan year with accrued benefits that were  
       less than 100% vested........................................................................................................................................

5e 

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, I declare that I 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 
HERE 

   

Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
HERE 

   

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) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

Preparer’s telephone number (optional) 

 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2014) 
 v. 140124
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001

10

X
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0
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6a  Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) .......................................................... X Yes X 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.) ................................................................................ X Yes X 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)? ...... X  Yes   X No    X  Not determined 

Part III  Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year

a Total plan assets ............................................................................... 7a -123456789012345 -123456789012345
b Total plan liabilities ............................................................................ 7b -123456789012345 123456789012345

c Net plan assets (subtract line 7b from line 7a) .................................. 7c -123456789012345 -123456789012345

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total

a Contributions received or receivable from: 
 (1)  Employers .................................................................................. 8a(1) -123456789012345 

   (2)  Participants................................................................................. 8a(2) -123456789012345 

 (3)  Others (including rollovers) ......................................................... 8a(3) -123456789012345 

b Other income (loss) ........................................................................... 8b -123456789012345 

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......................... 8c  -123456789012345
d Benefits paid (including direct rollovers and insurance premiums 

to provide benefits) ............................................................................ 8d -123456789012345 

e Certain deemed and/or corrective distributions (see instructions) .... 8e -123456789012345 

f Administrative service providers (salaries, fees, commissions) ........ 8f -123456789012345 

g Other expenses ................................................................................. 8g -123456789012345 

h Total expenses (add lines 8d, 8e, 8f, and 8g) ................................... 8h  -123456789012345

i Net income (loss) (subtract line 8h from line 8c) ............................... 8i  -123456789012345
j Transfers to (from) the plan (see instructions) .................................. 8j -123456789012345 

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:   

 
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 Compliance 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   -123456789012345

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported 
on line 10a.) ............................................................................................................................................. 10b   -123456789012345

c  Was the plan covered by a fidelity bond? ...............................................................................................  10c    -123456789012345

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud 
or dishonesty? ......................................................................................................................................... 10d    -123456789012345

e 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 
instructions.) ............................................................................................................................................ 10e   -123456789012345

f Has the plan failed to provide any benefit when due under the plan?  ....................................................  10f   -123456789012345

g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..................................  10g   -123456789012345
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   

2520.101-3.) ............................................................................................................................................ 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 ....................................................  10i   

Part VI 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) and line 11a below) ............................................................................................................................................................................ X Yes X No

11a  Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39 .................... 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? .. X Yes X 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 
granting the waiver.  ................................................................................................................................. Month _______    Day _______    Year ________

2485092

X

X

X

2E 2G2F

2485092

2K2J 2A

X

X

0

X

250000

2402817

2402817

77459

2875

X

0

1941

82275

X

X

X

X

-2402817
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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.......................................................................................  12b -123456789012345 

 
c Enter the amount contributed by the employer to the plan for this plan year ............................................................  12c -123456789012345 
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 

negative amount) .....................................................................................................................................................  
12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? ......................................................  X   Yes     X   No     X   N/A 

Part VII    Plan Terminations and Transfers of Assets 
13a  Has a resolution to terminate the plan been adopted in any plan year?  ...............................................................................         X   Yes   X  No 

          If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...................................................   13a  
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control 

of the PBGC? .......................................................................................................................................................................  X Yes 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.) 
 13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 012 

Part VIII Trust Information (optional) 
14a Name of trust ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

14b Trust’s EIN 

 
 

1

X

0

X
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Pono"n Bonenl Guaranly COrpor~lioq

This form is required 10 be filed under sections 104 and 4065 of tha Employee Retirement
Income Securily Act of 1974 (ERISA), and secdons 6057(b) and 6056(a) of the rnternal

Revenue Code (the COde).

• Com rete all entries In accordance with the Instructions to the Form 5500-SF.

2014
Oop.l1m""t of Labo,

ErlIplOyoo BeIleIiIs $oo.Jity Mnin5va/ion l'htG Form Is Open to
PUbllclnspectton

Part I Annual Re ort Identification Information
For calendar plan year 2014 or fiscal plan year beginnIng 01/01/2014 and emilng 01/3112014

~ a 5ingle-employer plan

B This return/report is

o a mUltiple-employer plan (not multiemployer) (Fllera checking this box must aUach a list
of participating employer informalion In eccerdaoce with the form instructions)o a one-participant plan 0 a foreIgn plano the first return/report ~ the final returnlreporlo an amended return/repOil ~ a short plan year return/report (less than 12 months)

o Form 5558 0 automatic extensIon 0 OFVC programo special extension (enter descriptiQn)

A This return/report Is for:

C Check box if filing under:

I Part II I Basic Plan Information-entllr all requested informatIon
1a Name of plan 1b Three-digit
NORTHWRST CARDIOTHORACIC & TRANSPLANT SURGEONS, P,S'I 401l<.PROFIT plen number 001
SHARING PLAN (PN) ~

10 Effective date of plan
01/01/1992

2a Plan spnnsor'a Mme and address: Include roomOr suite number (employer. if for II sln9le~employer plan) 2b Employer Identlflcation NumberNorthwest Cardiothoracic & Transplant Surgeons, P,S. (EIN) 91-;1.546063
122 W 7th Ave 20 Sponsor's telephone nlAmber

509~462-6504
Suite llO 2d BusIness code (see instructions)
Spokane WA 99204 621111

3a Plan adminIstrator's name and address ~ame as Plan Sponsor, 3b Administrator's EIN

30 Administrator6 telephone number

4 If the name and/or EIN of the plan sponsor has changed since the last ratum/report filed for Ihis 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 ., .. ,..................... , .... _,..... """""""".".,, •. ,.." ............. Sa 10
b Total number of partlCipants at the end of the plan year. ................•.....•...• " •• """." ..,,",, ............ _................•......... , 5b 0
C Number of parllclpants with account balances as of the end of the plan year (defined benefit plans do not 5c

complete this item) •.,............................. ,...... " .. ,.................... ,., .......• ", ..• ,.... "" •. , ..,." .•...................... ' .......... ,... ,"'" 0

d(1) Total number of active participants at the beginning of Ihe plan yeaf. .........•......... " .... " ..•"""".,, ... ,... ,... 5d(1) 8
d(2) Total number of active parllclpants at the end ot the plan year. ..... " .........................•... ,.... ,....•..•.•.. "" ....• Sd(2) 0

e Nl.lmbar of participants that terminated employment during the plan yaar with accrued benefits that were !Ie
less than 100% vested..., .•,..".,., ......................... ,.. ,..•. ,•.•" .•,"""",., ....... ,.............. ,....... ,....... " ... ""',.,""""',.,,.,., 0

Cautlon: A penalty lor the lats or incomplete filing of this return/report will be assess"d unlsss reasonable CIIU6e 15established.
Under penalties of perjury and other penalties set forth in the instructions. Ideclare Ihat I have examined this return/report. including, If applIcable, a Schedule
~B or SClledule MB completed an.;! I;igned by an enrolled actuary, liS wall as the electronio verelon of this return/report, and 10 the best of my knowledge 3nd
belief it is true corr com lele.

51 Enter name of individual s nJn as Ian administrator

For PapsIWorl!. RoduCI on jII"t Nolit;s ana OMB COn1r1l1Nllmbe(s, &88 thl> Instructions for Form SSOO·SI'. Form 6500.SI={~01.t1
v.140124

SiGN
HERE

Timothy Icenogle, MD

SIGN
HERE

Timothy Icenogle, MD

Spokane Valley WA 99206

509-755-3767
216
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Form 55DD·SF 2014 Page 2

sa Wete a.1Iof the plan's assets durIng the plan year invested in ellSlble assets? (See instructions.) """.""""""",, .. ,,., .
b Are you claiming a waiver of the annual examination and report of an Independent qualified public accountant (tOPA)

under 29 CFR 2620.104·461 (See instructions on waiver eligibility and condilions.) " ""."""""""" ••.. ,., , --........•..... ,.
If you answersd "No" to either line 6a or IIna 6b, the plan cannot U58 Form 5500·SF and must instead use Form 5500,

C If the plan is a defined benefit plan, is it covered onder the =ecc insurance program (see ERISA secnon 4021)? .·····0Yea 0 No 0 Not determined

Yes

DNa
o No

I Part III I Financial Information
7 Plan Assets and LiabiJitiBS tal Bealnnlnu of Year /b) End of Year

a Total plan assets.. .. ,""""',., ...................................... "." ... " ..... " ..... 7a 2402817 0

b Total plan liabilitfes .,',."."" .•....................... ,......... ,." .. ,.. ,., .••........... 7b

C Net plan assets (subtract line 7b from line 7a) ' .............•............... " 7c 2402817 0

B Incoma, Expenses, and Transfers for this pran Year (ill Amount (b) Tot;!1
a Contributions received or receivable from:

(1) Employen; .,,, .••.,.....................••••. ,.•..• ,, .•,, •..,,'''',, .•,, ..,.. .,.......... 8a(1) 1941

(21 Participants ................. ,.. " •.,'., .••. ,.................................• ,..... ,.... 8al21 2875

(3) Others (includlno rollovsrs) ..., ..•. " .. " ..... " ..........•.•...................... 8al31
b Other income (I06S) ., ........... ,....................................... ,... ,•.•........... 8b 77459
C Total income (add lines 8a(1). Ba(2), 801(3). and 8b) .......................•. Be 82275
d BenefitS paid (Including direct roll overs and Insurance premiums

to provide benefitsl .............•....•...........••. " ........ ,..... ,....................... ad 2485092
a Certain deemed and/or corrective distrlbution6 (see in6tructlon~} .... 88
f Administrative service providers (salaries, fees, commeaions)., ••.". 8f

g Other expenses .................•.. "." .•,.••. "" ..•...................................•.... 8a
h Total expenses (add lines ad, 8a, 8f, and 8g) .. ,... ,..... ,.•" .•••.•..•..•.• " 8h 2485092

i Nellncome (loss) (subtract line 8h from line Be) ......................•....••.• 81 -2402817

J Transfers 10 (from) the plan (see Instructions) ....•.................. .....• __ . 81

I Part IV I Plan Characteristics
9a If the plan provides pension benefits, enter the applicable penslon feature codes from the List of Plan Characteristic Codes In the II1$tructions:

2E 2F 2G 2J 2K 21\

b If the pian provides welfare benefits, enter the applicable welfare feature codes from the ust of Plan Characteri&tic Codas in the instructions;

IPart V ICompliance Questions
10 During the plan year: Yes No Amount

a Was fbere a failure to transmit to the plan any particlpant contributions within the time period described in X29 CFR 2510,3·102? (See instructions and DOL'6 Voluntary Fiduciary Correotion Program) ............... 108
b Were there any nonexempt transactions with any party·in·lnterest? (Do not include transactions reported

on line 10a.) .... ,........................•.....•......•• " .•.,', .•".,', ••,..•..•.................................. ,......... ,........ " .•.. ,.•,', •.. 10b
X

C Was the plan covered by a fidelily bond? .........................•..................................•....... ,...•......• " ..••...... 100 X 250000

d Did the plan have il. loss, whether or not relmeursed by the plan's fidelity bond, that was caused by fraud X
or dishonesty? .,.•..........................••. ',."",., ..• ,,.. ,•.,.. ,.•,.• ,............................................... ,., .. ,... ,.. '"'' ,.. ," 10d

\) Were any fees or commissions paid 10 any brokers. agents, or other persons by an in6urance carrier,
insurance service, Of" other organfzation Illet provide!> some or all of the benefits under the pfan? (See 1{
lnstructions.) ................... " .... " ....•.... ,........................................... ,' .. ,.. ,...........•.....•........•..................... 10e

f Has the plan failed to provide any benefit When due under the plan? ,..,........................•..•................... 10f X

9 Did the plan have any participant loans? (If "Yes: enter amount ElS of year and.) ................................. 109 X

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520, 101-3.) ..•............... ,............. ,.. "., ..........•.. ,..•....•................................. ,., •.." .•.," ••." .•. " ...•.. , ..•........ 10h

i If 10h was answered "Yes," check the box if you eitller provided the required notice or one of the
exceptions to provloing the notice applied under 29 CFR 2520.101-3 ................. ,......•.•....•..•....... " ....... 10i

I Part V! 1 Pension Funding Compliance
11

~5~~ :n~e~~:~ ~:~~li~~~~"..~.~,~~~~t.~~,~.I.~~~~~..~~.~.~.i~~.r~~~~~~~~.~.t.~~,~.I~,:::.~:::.~.~.~,~~~.~~~~.u~~~.~~.~..c.~~~~~t.~.~~h.~~.Il~~.~.~..~~~~~ ...•. 1 n Yes n No

11a Enter the unpaid minimurn required contribution for currenl year ffom Schedule sa (Form 5500) line 39 .... " .............. 118

12 Is this a defined contribution plan subject to the minimum funding requirements of sectlon 412 of the Code or seotlon 302 of ERISA? ... 1 n Yes fi1 No

(If "Yes .. complete line 128 or linea 12b 120. 12d. an<llZelx>low "II applicable.)

a If a waiver of the minimum funding standard lor a prior year Is being amortized in this plan year, see los!ruC\lQns, and enter the date of the letter rul\ng
granting the waiver ..•.•.............................................. ,•....•........... , ,....•..... ,."' •... ,...••.. "'~I)nth Day YeQt
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If
12b

Form 5500-SF 2014

b

C I:!nter the amount contributed by the employer to the plan for this plan yeaf ............................ ,...... ,.......... , ....•......•..• 120
d Subtract the amount in line 12c from the amount in line 12b, Enter the re6ult (enter a rntnus eiSn to the left of a 12d

ne!latlve amount) ,....•........................ ", .... ,.........•.•.• " •••,.•••• ,.••..•.•...•••..•••. "., •.•• ,•."., .•.... ,.... ,......................................

e Will the minimum funding amount reported on lIile 12d be met by the funding deadline? •................•......•.... ,...... " .••...•••...•.. 1 1 Yes rl No n NIA

IPart. VI! I Plan Terminations and Transfers of Assets
13a Hfl6 8 resolution to terminate \h6 plan been adopted in an)' plan ),ea(? .•...••.' ...•.......••........•......•..•.....•.............•..........•...... ~yes DNO

WYes," enter Ille amount of any plan assets that reverted to the employer this year ................................................... 13a 0
b Were all the plan assets distributed to partlcrpant~ or baneflciartes, transferred to another plan, or brought under the control ® Yes 0 Noof the PBGC? ............................. ," •.. ,.•..... ,... ,.. " ....•...••.... ,." ..•...•.......................................................................... _.......•......

C If during this plan year, any assets or liabilitle6 were transferred from this plan to another plants), 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(6)

IPah'YiICI Trust Information (optional)
14a Name of trust 14b Trust's EIN


