Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor

Employee Benefits Security Administration Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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

OMB Nos. 1210-0110
1210-0089

2014

This Form is Open to
Public Inspection

[ Part | | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending

12/31/2014

a single-employer plan
A This return/report is for:
|:I a foreign plan
D the final return/report

D a one-participant plan
B This return/report is D the first return/report

D an amended return/report

Form 5558 D automatic extension

C Check box if filing under:
D special extension (enter description)

D a short plan year return/report (less than 12 months)

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

D DFVC program

| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
SAFE-HARBOR 401(K) PROFIT-SHARING PLAN FOR EMPLOYEES OF MEMORIAL HEALTHCARE, IPA, GP plan number
(PN) » 001
1c Effective date of plan
01/01/1999
2a Plan sponsor’'s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
MEMORIAL HEALTHCARE IPA, GP (EIN)  95-4688463
2C Sponsor’s telephone number
1100 E. WILLOW STREET 562-981-9500
SIGNAL HILL, CA 90755-3433 2d Business code (see instructions)
541600
3a Plan administrator's name and address DSame as Plan Sponsor. 3b Administrator's EIN
OPTUM PARTNER SERVICES PLAN ADMINISTRATION 11020 OPTUM CIRCLE 45-3866363
COMMITTEE EDEN PRAIRIE, MN 55344 3C Administrator’s telephone number
952-205-0493
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 76
b Total number of participants at the end Of the PIAN YEAT ............oceivieeeeeieeeeeeeeee et 5b 71
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
COMPIELE TS IEBIM) ..v.vveves ettt ettt ee sttt et s s saeas e et e s et es s s essae s et et eses e s sa et stes s eanasses et et ensnsnssaeassesannsnanens 71
d(1) Total number of active participants at the beginning of the plan Year..............cccooeierririncnescneenns 5d(1) 0
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. 08/10/2015 CLINT EGENES
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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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 3958774 2710948
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccoeevennn.. 7c 3958774 2710948
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1)
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2)
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 142831
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 142831
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d 1389460
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O Other EXPENSES..........ceoierieeeeieieeieeeieei e 8g 1197
h Total expenses (add lines 8d, 8e, 8f, and 89) ............cccocovevveeeever... 8h 1390657
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i -1247826
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 2J 2K 3D 3H

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 500000

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 46709
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
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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 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 I:I Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccooieiiiiiiinice, 13a

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




Form 5500-SF Short Form Annual Return/Report of Small Employee G, ISP

1210-0089
Oep:m_me’nl of the Treasary Ben eﬁt Plan
s i i This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2014
Depaitment of ..abor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal .
Enployer Betehts Securty Aanureirabon Revenue Code (the Code). This Form is Open to

Persicn Senefit Guaranty Corperation Public Inspection

» Complete all entries in accordance with the instructions to the Form §500-SF.
| Part! | Annual Report ldentification Information

For calendar plan year 2014 or liscal plan year beginning O Al 2801 and ending 12/31/2014
E] a single-employer plan D a multiple-employer plan (nat 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 [] the first returnireport L] the final returnireport
EI an amended return/report D a short plan year returnirepart (less than 12 months)
C Check box if fling under: D Form 5558 E automatic extension [[ DFVC program

D special extension (enler description)

[ Part [ Basic Plan Information—enter ali requested information

1@ Name of plan - 1b Three-digit
plan number
safe-Harbor 401(k) rrofit-Sharing Plan for (PN) P 00
Erployees of Memorial Heallhcate, IPA, GP 1C Effective date of plan
- 01/01/1999
2a Plan sponsor's name and address; include room or suite number (employer, f for a single-emplayer plan) 2b Employer Identification Number
Memcrial Healthcare LPA, GF (EIN) g5-4688453

2c¢ Sponsor's telephone number
(562) 981-9500

1100 E. Willow Street 2d Business code (see instructions)
Signal Hill CA _90GIb5-3433 541600

3a Plan administrator's name and address Ds::.'M as Plan Sponsor 3b Administrator's EIN

vpLut Pattnet fedlc aces 45"3866363

Bty AMOL TGS SR e 3¢ Administrator's telephone number

{952) 205-0493

11J7) Opran dagitle

LA Pralrue Ma EERERT

4 ifthe name andior EIN of the plan sponsor has changedws.ince the iast return/repont filed for this plan, enter the 4b EIN
name, EIN, and the pian number {rom the iast return/report.

@ Sponsor's name ) 4¢c PN
5a Total number of participants at the beginning of the plan year . . . . 5a 76
b Total number of participants at the end of the plan year. .. ... . . . i 5b 71
C Number of participants with account balances as of the end of the plan year {defined benefit plans do not 5c
complete this item) ... T S S . ; o Tl
d(1) Total number of active participants at the beginning of the plan year . ... . ... bt 5d(1)
d{2) Total number of active participants at the end of the plan year. ... . . . T " 5d(2) 0
€ Number of participants that terminated employment during the plan year with accrued benefits that were Se
less than 100% vested.. . T o s 3 : - e 0

Caution: A penalty for the late or incomplete filing of this return/report will be assessed uniess reasonable cause is established.
Under penaities of perjury and other penalties set forth in the Tmatructions. 1 declare that | have examined (nis return/iepori, 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 knowiedge and

belief, it is true _correct, and complete.

SIGN u-% %’/5’/{{' ¢lint Fgenes

- Signature of plan administrator Dat'e . Enter name of individual signing as plan administrator

SIGN Amy Park

" Signature of employer/plan sponsor Date Enter name of individual signing as employer or glan sponsor
Preparer's name (including firm name if applicable) and address (include room or suite number ) (optional) Preparer's telephone number (optional)
For Paparwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF, Form 5500-SF (2014)

v.140124



Form 5500-SF Short Form Annual Return/Report of Small Employee hemiiaar i
Department of the Treasury Beneft P!an
W N oty This form is required to be filed under sections 104 and 4065 of the Employee Relirement 2014
Dopartmant of Labar Income Security Act of 1974 (ERISA), and sections 6057(b) and 8056(a) of the Internal
Ervployes B Adri ) Revenus Code (the Cods). Th;f; ;?m l:p ;33?:"‘0
e — s » Complete all entries in accordance with the instructions to the Form $§500-SF.

Part| | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12731/2014

E a single-employer plan D a multiple-employer plan (not muttiemployer) (Filers checking this box musi attach a list
A This returr/report Is for: of participating employer Infarmation in accordance with the form instructions)

D & one-participant plan D a foreign plan
B This retumireport s [] the first returnireport [] the final returnvrepor

D an amended return/report [] a short plan year returr/report {less than 12 months)

D Form 5558 [] automatic extension D OFVC program

D speclal extenslon (enter description)

C Check box If filing under:

Part Il | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
plan number
safe-Harbor 401 (k) Profit-Sharing Plan for (PN) P 001
Employees of Memorial Healthcare, IPA, GP 1¢ Effective date of plan
01/01/1939
2a Plan sponsor's name and address; Include room or sulte number (employer, if for a single-employer plan) 2b Employer identification Number
Memorial Healthcare IPA, GP (ElN)95-4688463

2c Sponsor's telephone number
(562) 981-9500

1100 E. Willow Street 2d Business code (see instructions)
Signal Hill CA_ 90759-3433 541600

3a Plan administrator's name and address [Fame as Plan Sponsor. 3b Administrator's EIN

Optum Partner Sarvices 45-3866363

Flan Adninistration Committes 3¢ Administrator's telephone number

(952) 205-0493

11020 Optum Clrcle

Eden Prairie Y 55344

4  Ifthe name and/or EIN of the plan sponsor has changed since the last retum/repont 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......., s 4 S s ba 76
b Total number of participants at the end of the plan year... IR S SRRt ePr ety I | - 71
€ Number of partldpants with account balances as of the end of the ptan year (deﬂned benefit plans do not 5c
complete this ltem) ... A e Py e S——— 11
d(1) Total number of act}ve parilcipants at lhe beglnnlng of the plan year... 5d(1) 3
d(2) Total number of active participants at the @nd of the PN YEAM......c..umesssmrsissrimsemsssseimsisersacsiisses 6d(2)
€ Number of participants that terminated emp!oyment during the p)an year with accrued benefits that were Se
less than 100% vested......... SR - o i it VA L 0

Cautlon: A penalty for the late or Incomplete filing of this returni/report will be assessed unless reasonable cause is established.
~Under penalties of perjury and other penalties set forth in the instructions, | declare that i have examined (s relurn/repan, including, Il applicable, a Schedule
S8 or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/repori, and to the best of my knowledge and

bellet, It 1s true, correct, gnd complete

8IGN clint Egenes

o Signature of plan a‘fn‘]r.lstntor Date Enter name of individual skining as plan administrator

SIGN A\ e— Zr“/é /15 |amy Park

FE Signature of ométoﬂerlplan sponsor Date’ x Enter name of individual signing as employer or plan sponsor
Preparer's name (including firiame, if applicable) and address (include room or sufte number ) (optional) Preparer's lelephone number {optional)
For Paperwork Reduction Act Notice and OMB Control Numbers, see the Instructions for Form §600-SF, Form 5600-SF (2014)

v. 140124
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6a Were all of the plan's assets during the plan year invested in eligible assets? (See INSrUCHIONS.)..........cciiimemeninnimsrinsessmmsscnsenee EI Yes D Na
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 eligibitity and condiions.).......cosscrencriiminsiuiimminssimstsssis e &] Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form §500-SF and must Instead use Form 5500,
C ifthe plan s a defined benefit plan, Is it covered under the PBGC insurance program (see ERISA section 4021)7 ... ] Yes [] No [] Not determined

{ Part Il | Financial Information

7 Plan Assets and Liabllities {a) Beginning of Year (b} End of Year
8 Total plan assets.., i i s waiat il A 3,958,774 2,710,948
b Total plan liabilities... ik b e ikl | TR
C Nel plan assets (subtrad llne?bfrom line 7a) B | I ) 3,958,774 2,710,948
8 Income, Expenses, and Transfers for this Plan Year {a) Amount {b} Total
&8 Contributions received or receivable from:
19] BRI o isiosgis somismns smmmasios timmes o et o581 tmamrpmatan st visgs s pia 8a{1)
(2) Participants...... i e | 82(2)
{3) Others (lndudrng rdbvers) b el i ot el | D[
B Other 0o D08S8) ..o mvsssrmssirmes s sasssssarresssoscsssazssosssssovss 8b 142,831
¢ Total income (add lines 8a(1), 8a(2), 8a(3), and Bb)..... 8¢ 142,831
d Benefits pald (including direct rollovers and insurance premiums
to provide benefits)...........c.ceoeiiiciiiiiii 8d 1,389,460
e Certain deemed and/or corrective distributions (see instructions)...{ 8e
f Administrative service providers (salaries, fees, commissions)......4 81
g Other expenses........... i i s s e i i s ity 89 1,187
h Total expenses (add lines 8d. 8e, Bf, and Bg).......muiisrcieciiored _8h 1,390,657
i Natincome (loss) (subtract line 8h from line Bc)...ivveicermensiciocsiond 8l -1,247,826
j Transfers to (from) the plan (see instructions) . ......c..ccoecrccisemersend gy

| 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 2J 2K 3D 3H
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instruclions:

[ Part V ICompliance Questions

10  During the plan year: Yes | No Amount
a Was thera 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
O N8 108.) v ceeevareeeresessserrenesnssrios T T —— 10b X
€ Was the plan covered by a fidelity bond? ... cvmammnry ok sy by 10c| X 500,000
d Did the plan have a loss, whether or not relmbursed by the plan's ﬁdellty bond, that was caused by fraud
O AR B e i P i s st i 10d X

@ Were any fees or commissions pald to any brokers, agents, or other persons by an Insurance carrier
insurance service, or other organlzatlon that prowdes some or all of the benefits under the plan? (See

Instructions.) ...t isicsnas —— A Ty SR 10e X
f Has the plan failed to provide any benefit when due under the plan? S S— 10t X
@ Did the plan have any participant loans? (if “Yes,” enler amount as of year end.) .......omuscemeern 10g] % 46,709
h ifthis is an Individual account plan was there a blackout period? (See Instructions and 29 CFR
2520.101-3) ... P oy o g R 5T a— — s v 10h X
i If10hwas answered "Yes," check the box If you ellher provided the required notice orone of the
exceptions o providing the notice applied urdler 23 CFR 2520.101-3.. S L s bl 101
‘Part Vi IPensIon Funding Compliance
Is this 8 plan mmr&nunfrningmquremerts?(tf"Yes seerrstrumorsandcompieﬁeSdndueSB(Form
5500 end e 112 below). i ki g e ng []ves [] No
118 Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500)ine 39. .| 112 |
12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. l D Yes El No

{if *Yes,” complete lina 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) I
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 e WRIVET. .......ci.ieceesiciris i smrises i s ses it i v s sae s e daa et st st 000 a et s e Month Day Year




Form 5500-SF 2014 Page3-[ |
1f you completed line 12a, compiete lines 3, 8, and 10 of Schedule MB (Form 5§500), and skip to line 13,

b Enter the minimum required contributlon for this PIBN YA ........c.cuuiesemaiisors oo ciivsisvoessrisime opiissmssiani s i e I 12b I
€ Enter the amount contributed by the employer to the plan for this PlaN YBaT ... e s .| 12
d Subtract the amount In line 12¢ from the amount in line 12b, Enter the result (anler a minus sign totheleftof & 12d
negattve amount).... i i s A kel o e
I [] No [] wa

e W the minimum fundlng amount reported on line 12d be met by the !uncﬂng deadline?...
lPart Vil | Plan Terminations and Transfers of Assets

13a Hasa resolution to terminate the plan been adopted in BnY PIAN YBAIT ce..cee e iomimuesissrmssemsms creisssssms s sssisiess [:] Yes m No
If "Yes,” enter the amount of any plan assets that reverted to the employer this year .. AP i i
b Were all the plan assets distributed to parl*clpants or beneficiarles, transferred to another plan or brought under the control
Of the PBGC?..ccvecessizim i s b S i i [] Yes [d No

€ |l during thia plan year, any assets or IIabIImes were transferred from this plan to another plan(s), Idenﬂfy tha plan(s) fo
which assats or Habilities wers transferred. (See Instructions.)
13c(1) Name of plan{s): 13¢(2) EIN(8) 13c(3) PN(s)

|PartVIll [Trust Information (optional)
14a Name of trust

14b Trust's EIN




