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  12/12/2014
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 D a foreign plan
B This return/report is D the first return/report Dthe 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
A.G. INDUSTRIES PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1994
2a Plan sponsor’'s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
HOME HEALTH MEDICAL EQUIPMENT, INC. D/B/A A.G. INDUSTRIES, LLC (EIN)  43-1298784
2C Sponsor’s telephone number
3637 SCARLET OAK BLVD. 636-349-4466
ST. LOUIS, MO 63122 2d Business code (see instructions)
339110
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 49
b Total number of participants at the end Of the PIAN YEAT ............oceivieeeeeieeeeeeeeee et 5b 48
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(l) Total number of active participants at the beginning of the plan year............cccccoiviiiiiiiiieee 5d(l) 37
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 1
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.
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)

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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c

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSIUCHIONS.) .....cc.eiiiuiiiiiiiriiiiee e Yes D No
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.)...........cooiiiiiiiiiiie 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.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... 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 2839545 0
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccoeevennn.. 7c 2839545 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) 238182
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2)
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 146152
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 384334
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d 387857
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O Other EXPENSES..........ceoierieeeeieieeieeeieei e 8g 24249
h Total expenses (add lines 8d, 8e, 8f, and 89) ............cccocovevveeeever... 8h 412106
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i -27772
j Transfers to (from) the plan (see INStructions) ..........ccccceevieeinienens 8] -2811773
Part IV | Plan Characteristics
9a |If tzhée pI%rlljprovides 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 |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 1000000
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
2520.1013.) ceveverrereeeeeeeveeeeeeeeeeeeeeeeeeseeeeeee e eeseeeee oo eee e eee e e e e eeeeee e 10h X
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 HNE 1L DCIOW) oo oo eeeeeeee e eereeeeeeeeeeeeeseeeeeeeeeeeeeeeeseeeeeeeerersssesereeeeeeereressesseseereeeeerreses [] ves [ 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? .. | 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
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If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Fo

rm 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 aresolution to terminate the plan been adopted in any plan year? ..............

................................................................ Yes |:|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

OF The PBGC 2.ttt ettt a e et ae e e e e e nntnreaaaeeans

Yes D 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)

FILTRATION GROUP 401(K) RETIREMENT SAVINGS PLAN

27-3741564

001

|Part VIiI |Trust Information (optional)

14a Name of trust

14b Trust's EIN




Form 5500-SF Short Form Annual Return/Report of Small Employee s, s
Depariment of lhe Treus_ury Benent Plan
Internal Revende Servica This form is required to be filed under sections 104 and 4065 of the Employee 201 4
Retirement Income Security Act of 1874 (ERISA), and section 6057(b) and 6058(a) of K
Department af Labar ' . -
Employes Bonelils Sacurity Administiration the Internal Revenue Code (the Code). This Forn; is Op:n to Public
" - ; nspection
Pension Benefil Guaranly Colporation » Complete all entries in accordance with the Instructions to the Form §500-5F,
ES Annual Report Identification Information
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/12/2014
@ a single-employer plan |:| & multipte-employer pian {not multiemployer) (Filers checking this box must atfach a list
A This return/report Is far: of participating employer information in accordance with the form instructions)
|:| a one-participant plan D a foraign plan
B This returnireport is: D the first returnfreport D the final return/report
D an amended returnfreport @ a shor plan year returnfreport (fess than 12 maonths)
C Check box if filing under; D Farm 8558 |:| automatic extension D DFVC program
D special extension (enter description)
t Basic Plan Information --- enter all requested information
1a Name of plan 1B Three-digit
plan number
A.G, INDUSTRIES PROFIT SHARING PLAN {PN) » 0ol
¢ Effective date of plan
01/01/1994
2a Plan sponsor's name and address; Include room or suite number (employer, if far a single-employer plan) 2b Empglover ldentification Number
HOME HEALTH MEDICAL EQUIBMENT, INC. d/b/a A.G. INDUSTRIES, LLC (EIN) 43-1298784

2¢ Sponsor's telephone aumber
{636) 349-4466

3637 SCARLET GAK BLVD.
2d Business code (see instructions)
US ST. LOUIS MO 63122 339110
3a Plan administrator's name and address Same as Plan Sponsar Name 3b Administratar's EIN

3c Administrator's telephone number

4 Ifthe name andfor EIN of the plan sponsor has changed since the last return/reperi filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last returr/report.

a Sponsor's ngme 4c PN
5a Total number of participants at the beginning of the plan year presstsresnes et asarens 5a 49
b Total number of participants at the end of the plan year ... . sersssrasres e nesaes 5b a8
¢ Number of par'ticipants with account balances as of the end of the plan year {defined benefit plans do not 5c
complete this item) . " U o
d(1) Total number of aclive participants at the beginning of the plan year 5d(1) 37
d(2) Total number of active participants at the end of the plan year sereeeris AR s R SRR RS 5d(2) 0
Number of participants that terminated employment during the plan year with accrued benefits that were
less than 100% vested  wwvewrerscenses Prresea R s e i sEann Vet psas et sion Se 1

Cautlon: A penalty for the late ar incomplete filing of this return/report will be assessed unless reasonable cause Is established.

Under penaltles of perjury and cther penalties set forth in the instructions, | declare that | have examined this return/report, inclugding, if applicable, a Schedule
S8 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.

AQ,ML Lo de JANET AMANN

Signature of plan administrator Date c’:u |‘i §, | Enter name of individual signing &s ptan administrator
[ T

izl Signature of employer/plan sponsor Bate 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 telephona number {optional)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Farm 5500-8F1(42[§]11244)
v,
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6a

Were all of the plan's assets during the plan year invested in efigible assets? (See instructions.)  «wwiveen

[X]Yes [INo

Are you claiming a waiver of the annual examination and repert of an independent qualified public accountant {IQPA)

under 29 CFR 2520.104-4567 (See instructions on waiver eligibility and conditions.)

If you answered “No™ to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500,
[Cyes []No [_]Not determined

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7

-------

...... Elves [No

Financial Information

Plan Assets and Liabilities

7 {(a) Beginning of Year {b) End of Year
a2 Total plan assets . Ta 2,839,545 0
b Total plan Hablities ..o sessrereerionseass e st Ena 7h
C Net plan assels {(subtract ling 7b from fine 78) w.reeeeens 7c 2,839,545 0
8 Income, Expenses, and Transfers for this Plan Year {a) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYEFS susssrsrssiseseasns prasrestonssren 8al1) 238,182

[2) Participants -iieire s essesen wvaspenraneee | B2(2)

{3) Qthers (including rollovers) .. T . Ba(3)

Other INCoOMe {l0S5) .ierereen b 146,152
¢ Total income (add lines Ba(1), Ba(2}, Ba(3), and 8b) ... ST 8c 384,334
d Benefits paid (including direct rollovers and insurance pramiums

to provide benefits) . SOOI Bd 387,857
€ Certain deemed and/or correstive distributions (see instructions) .. 8e
f Administrative service providers (salaries, fees, commissions) .. Bf
O Other BXPENMSES rvmseriimrersirssestyssssmssrsssarsssssesssssssssssssssasses rireresrressenen 8g 24,248
h Total expenses (add lines 8d, Be, Bf, and 8Q) .wsissmssessminionreess gh 412,106
i NetIncome {loss) (subtract line 8h from line Bc) B e (27,772}
i Transfers to {from) the pian (see instructions) ... 8j (2,811,773}

Plan Characteristics

Sa

If the plan provides pension benefits, enter the applicable pansion feature codes fram the List of Plan Characteristic Codes in the instructions:

2E 3D

If the plan pravides welfare bensfits, enter the applicable welfara feature codes from the List of Pian Characteristic Codas in the instructions:

Compliance Questions

10 During the plan year: Yes [ No Amount
a Was there a failure to transmit to the plan any pardicipant conlributions within the time period described in
28 CFR 2510.3-1027 (See instructions and DOL's Voluntary Fiduclary Carrection Proaram} e 1a X
b Were there any nonexempt transactions with any pariy-in-intarest? (Do not include transactions reported
on line 108.) ..ecenes . wvesssencnne 110D X
€ Was the plan covered by a fidelity bond? o , vremneerniee 100 X 1,000,000
d Bid the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by fraud
or dishonesty? . CrarsRserrans A n b ER SRR TR S h TR Sy —— . wrinesrennnes | 100k X
e Were any fees or commissions paid to any brokers, agents, or other persans by an insurance carrier,
insurance service, or other organization that provides some or all of the benefits under the plan? (See
INSITUGLIONS.) wvirseserssmrssssnsrsersisnsesarrsbrassssnssrersmmmsenes asnsssssnsarsers Vresstsieenst iR R RE RS R eI s s bR Ve T RO E RS SRS ROV ORI w {10e
f Has the plan failed to provide any benefit when due under the plan? ..., ' . . 110f
g Did the plan have any participant loans? (If "Yes," enter amount as of year entl.) s e 109
h ifthis is an individual account plan, was there a blackout period? {See instructions and 29 CFR
2520.101-3.) wwervenrnr prssnasens dhespan e . Vresssrsrsaarens 10h X
i If 10h was answered "Yes," check the box if you either provided the required notice or one of the
10i

exceptions to providing the notice applied under 28 CFR 2520.101-3 . .

Is this a defined benefit plan subject to minimum funding requirements? {If "Yes," see instructions and complete Schedule 8B (Form
5500) and line %1a below) - e s et R [ ves X3 No
11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) ing 39 vimrrieeern
12 s this a defined contribution plan subject to the minimum funding requirgments of section 412 of the Code or section 302 of ERISA?... l T ves No
(If "Yes," complete line 12z or lines 12b, 12¢, 12d, and 12e below, as applicabie.)
a Ifa waiver of the minimum funding standard for @ prior year is baing amortized in this plan year, see instructions, and enter the date of the ietter ruling

Granting the WAIVED .ciissssssisssssmiiiovssimsessennimersssisnsesinsosssnrerissrae snar st s ssassssinsares et vaene resssersennsereeerrenn

Month

Year

Day




Form 5500-SF 2014 Page 3-| l

If you completed line 12a, complete lines 3, 8, and 10 of Schedule MB {Form 5500), and skip to line 13.
b Enter the minlmum required coniglbution for this pian YEar e AP IR AN U U AR TSRS b AR b aRa 2 I 12b |
C Enter the amount contributed by the employer fo the plan for this plan YEar  reewssesumesmeee . .« | 12c
d Subtract the amount in fine 12c from the amount in line 12b. Enter the result {enter a minus sign to the left of a
neqgative armount) fy— sargoitatetiaessser sty i aaneens 12d
W| Ehe minimum funding amount reported on fine 12d be met by the funding deadling?......... . “:] ves [Ine [ wia
. : Plan Terminations and Transfers of Assets
13a Has a resolutlon to terminate the plan been adopted in any plan YEAI? cvieiso i e yes L1 No
If "Yes," enter the amount of any plan assets that reverted o the employer this year ... w 13a
b Were all the plan assets distributed to participanis or beneficiaries, transferred to another plan, or brought under the contral
OF thE PBOC ety sazspssssssssssassmssssssssssssssssne et . Elves [ Ino

€ 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 {ransferred. {See instructions.}

13c{1) Name of plan{s}. 13c(2} EIN(s} 13c(3} PN(s)

FILTRATION GROUP 401 (k} RETIREMENT SAVINGS PLAN 27-3741564 001

Trust information {optional}

14a Name of frust 14b Trust's EIN




