Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 2210-0110
Department of the Trea§ury B en ef |t Pl an
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  12/31/2014
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 D a foreign plan
B This return/report is D the first return/report Dthe final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1la Name of plan
APEX DERMATOLOGY AND SKIN SURGERY CENTER, LLC DEFINED BENEFIT PENSION PLAN

1b Three-digit
plan number

(PN) »

002

1c Effective date of plan
01/01/2013

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan)
APEX DERMATOLOGY AND SKIN SURGERY CENTER, LLC

7580 AUBURN ROAD, SUITE 301
CONCORD, OH 44077

2b Employer Identification Number

(EIN)  90-0659834

2C Sponsor’s telephone number
440-352-7546

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 17
b Total number of participants at the end Of the PIAN YEAT ............oceivieeeeeieeeeeeeeee et 5b 25
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
(ool aq] o] (S (= (a1 N1 =T 1 ) U PP U PP PPPPPUPPPN
d(l) Total number of active participants at the beginning of the plan year............cccccoiviiiiiiiiieee 5d(l) 17
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 25
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e 5
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. 10/06/2015 JORGE GARCIA-ZUAZAGA
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




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 2520.104-467? (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.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... 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 210935 451866
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccoeevennn.. 7c 210935 451866
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..ot 8a(l) 237600
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2)
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 3331
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 240931
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d
€ 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) ............cccocovevveeeever... 8h 0
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i 240931
j Transfers to (from) the plan (see INStructions) ..........ccccceevieeinienens 8]
Part IV | Plan Characteristics
9a |If t{f plsirclzprovides 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 50000
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
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

‘11a|

0

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 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




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2014

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee This Form is Open to Public
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the | ti
Employee Benefits Security Administration Internal Revenue Code (the Code) nspection

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
» Round off amounts to nearest dollar.
D Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
APEX DERMATOLOGY AND SKIN SURGERY CENTER, LLC DEFINED BENEFIT PENSION | > 002
PLAN plan number (PN)
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
APEX DERMATOLOGY AND SKIN SURGERY CENTER, LLC 90-0659834
E Type of plan: Single |:| Multiple-A D Multiple-B F Prior year plan size: 100 or fewer |:| 101-500 |:| More than 500
‘ Part | | Basic Information
1 Enter the valuation date: Month _12 Day _ 31 Year 2014
2  Assets:
BUIMAIKET VAIUE ...ttt es s et e e 22222 s e 8 E 28 e A e A e e e b £ 2 s 2828 ee et e e e e e e s e s e e es s e et b et s s s e s n s 2a 214266
D0 ACHUBIAI VAIUE ...t s e es e e ene e 2b 214266
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment...................... 0 0 0
b For terminated vested participants 0 0 0
C FOr active PartiCIPANTS........cieitie et et et ettt e e e eaeee 30 0 135809
Lo I 1 R R UURRRURRT 30 0 135809
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b).............ccocveveurenee. D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........cc.uuiiiiiiiiiiiiiei e ereeee e 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in
\ , . . ; . 4b
at-risk status for fewer than five consecutive years and disregarding loading factor............ccccccceeviiiiienenn.
D EffECHVE INTEIEST FALE ......cveviveeeeeeeee ettt e e tet et e e et e te e eeee et et et et et e s e e e s eses et et e sess et et et ete s et esn e es et etetsenss s et eseteteseenanas 5 6.35%
B TANGEE NOMMAI COST.....viueieeieeetcee ettt tete ettt ettt et et et e e et et e e et e e et e s et e s e et eae et eseen et essetese et eseesese s etenseaeseeseaeeneneas 6 153655

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 09/24/2015
Signature of actuary Date
MICHAEL L. LIBMAN, FCA 14-02940
Type or print name of actuary Most recent enrollment number
THE LIBMAN ACTUARIAL GROUP, INC. 216-398-3888
Firm name Telephone number (including area code)

5755 GRANGER ROAD, SUITE 501
INDEPENDENCE, OH 44131-1442

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2014

v. 140124



Schedule SB (Form 5500) 2014

Page 2 -

Part Il ‘ Beginning of Year Carryover and Prefunding Balances

(a) Carryover balance (b) Prefunding balance

7 Balance at beginning of prior year after applicable adjustments (line 13 from prior

1S 1) P VSO PP PPN 0 0
8 Portion elected for use to offset prior year’s funding requirement (line 35 from

PFIOT YEAT) ..ttt ettt et ettt ettt ettt ettt b et e ae e nat e et e ree e
9 Amount remaining (line 7 MiNUS INE 8) ..........cvovevriueeeieeeeeseeeeeceeee oo eeen e
10 Interest on line 9 using prior year’s actual return of 0.00% .vevvevereniiieieenen] 0
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year) ...........cccoveeeiinn) 95752

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year

Schedule SB, using prior year's effective interest rate of 6.46 %............. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FEHUIM .ot ee s e e en et en e e en s eenser s 0

C Total available at beginning of current plan year to add to prefunding balance............., 95752

d Portion of (c) to be added to prefunding balance ................cocooeeeeeeeeeeieeen ] 0
12 Other reductions in balances due to elections or deemed elections...........................] 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)................] 0 0

Part lll Funding Percentages

14 Funding target attaiNMENt PEICENLAGE.............ovverveereeereereeiesesssseeesesesssess s sesssssesesssssesssesssssssessssesssssssessssesssassssessssesssesssssssssnsssnessessssessanssssesenns 14 157.77 %
15 Adjusted funding target attainMeENnt PEICENIATE ...ovovceiveceeeeee ettt s et a e et en s en e s nae s s seaesensseeseneesanenes 15 153.41 %
16 Prior year's funding percen.tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16

current year's fUNAING FEQUITEIMENT . ............i ettt ea et et e et e sttt et eteemeesaeeneenaeaseeneeateennenneaneenneeneenneaneen] 100.00 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............ccccocevuvveeen.. 17 %

Part IV Contributions and Liquidity Shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
04/10/2015 62500
08/10/2015 97583
08/31/2015 77517

Totals » | 18(b) 237600 | 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years. ...........cccocceiiiiieeniennns 19a 0

b Contributions made to avoid restrictions adjusted to valuation date..................ccceevrurueueieeereeeeceeeeeee e 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19¢c 229820
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the Prior YEAr? ............oo ittt ettt siee e |:| Yes No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?............c.ccoceueveeevevevecereeereeerenennns |:| Yes D No

C If line 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st

(2) 2nd

(3) 3rd

(4) 4th




Schedule SB (Form 5500) 2014 Page 3

Part V [Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

1st segment: 2nd segment: 3rd segment:

a Segment rates:

D N/A, full yield curve used

4.99% 6.32% 6.99 %

D Applicable MONtH (ENLEF COUR).........cvevevevvrereeeeeeeetete et et e e et e et es s s s ea e e et e e esesensn et eseteesees s e 21b 2
22 Weighted aVerage retifEMENT A0E ..........cviueeireeeieeeeeeeeeeeeeeeete e et e s et et et et et stessseeeeetate st ese et ateesetessatassseeeenseesareses 22 62
23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate D Substitute
Part VI |Miscellaneous Items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

Yo 1121112 AU OO [] ves No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment..................cccccceeeee... |:| Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ Yes D No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

Lo LA E= o] 10 0 T=T o | PO P ST P TOTPTPTOPPN
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOr YEAIS ............ceveeeveueeeeeeeeeeeeeeeeeeee e 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(LTSI K - ) SRR
30 Remaining amount of unpaid minimum required contributions (line 28 Minus liN€ 29) ............cccveveeveerevereeeenne. 30 0
Part VIII |Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):

A Target NOMMAl COSE (N B) ...evieeiiiiiiiiee e e e ettt e e e e e et e e e e e s e te e e e e e s s sstateeeaeee s sntaeeeesansseneneeeeannnsnneeeens 3la 153655

b Excess assets, if applicable, but not greater than liNE 31a ........c.ceccveveveveveeriieeeeeeeseseseseeeeeee s esenenenenens 31b 78457
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization installment..............coocvoiiiiii s 0 0

b Waiver amortization iNStAlMENt ..............c..cevevieeueieeeieeeeee s 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval

(Month Day Year ) and the waived amount ............ccccceeeeviviereee e 33 0
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) .. 34 75198

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

FEQUINEMENT...ccieiiieiiiiee ettt 0
36 Additional cash requirement (liNe 34 MINUS INE 35)...........c.eviuiureieeeeeseeeeseeeeeeeeseeeeseeeetes s es e se et en e eneseses 36 75198
37 Cpntributions allocated toward minimum required contribution for current year adjusted to valuation date 37

LCTRT=IE 1) FE OO RO 229820
38 Present value of excess contributions for current year (see instructions)

a Total (EXCESS, if ANy, Of [INE 37 OVET NE BB) ....v.vveeeeeeeeeeeeeeeeereseeeseee e et ee e e eseseeeessseseeee et s ees s ses e eresenes 38a 154622

b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances ........ 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ............cccoeu...... 39 0
40 Unpaid minimum required contributions fOr @ll YEATS .............cceeiieveviveeieteeee et enne 40 0

Part 1X Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41 If an election was made to use PRA 2010 funding relief for this plan:

£ WS Tod g 1= To [ ][ = 1= Tox (Yo USRS

|:| 2 plus 7 years

|:| 15 years

b Eligible plan year(s) for which the election in ine 418 Was MAaUE .............cccceerrrreeererereseeerereeseeee e

[]2008 []2009 []2010 [ | 2011

42 Amount of aCCElEration AJUSIMENL ...........ccccoveveveviteeceieeeeeeetetetss e e s et teseee st etetesess s s esesesesees s st es et esesesessenenans

42

43 Excess installment acceleration amount to be carried over to future plan Years .............ccccceveveeveveeevecneeeennn.

43




AGE, SALARY AND SERVICE DISTRIBUTION OF ACTIVE PARTICIPANTS

Attachment to Sch. SB Line 26 — Schedule of Active Participant Data
Apex Dermatology and Skin Surgery Center, LLC Defined Benefit Pension Plan
Attained EIN / PN: 90-0659834 / 002
Age at Years of Participation
12/31/2014 0-4 5-9 10-14 15-19 20-24 25-29 30+ Total
Under 25 4 0 0 0 0 0 0o - 4
25-29 4 0 0 0 0 0 0 4
30-34 3 0 0 0 0 0 0 3
35-39 4 0 0 0 0 0 0 4
40-44 12 0 0 0 0 0 0 12
45-49 2 0 0 0 0 0 0 2
50-54 1 0 0 0 0 0 0 1
55-59 1 0 0 0 0 0 0 1
60-64 0 0 0 0 0 0 0 0
Over 64 0 0 0 0 0 0 0o 0
Total 31 0 0 0 0 0 0 31

Since there are fewer than 1,000 active participants, salary averages and cash balance account information are not required.



Attachment to Sch. SB

Apex Dermatology and Skin Surgery Center, LLC Defined Benefit Pension Plan
EIN / PN: 90-0659834 / 002

Actuarial assumptions

Mortality
Active Employees

Retired Employees

Rate of Retirement

Weighted Average Retirement Age

Rate of Disability

Salary Scale

Rate of Employee
Turnover

Cash Balance Interest Credit
Rate

Provision for Expenses

Form of Benefit Payments

Discount Rates

Part V — Statement of Actuarial Assumptions/Methods

ACTUARIAL ASSUMPTIONS

** Post-Retirement - For purpose of lump sum determination:
Pursuant to IRC 417(e): 2014 Applicable Table (Blended)

published in IRS Notice 2013-49
* Pre-Retirement - none

Same as active employees

100% at age 62
Age 62

*

None

*

None

*

None

3.68% per year

None, as expenses are assumed to be paid directly by the

Plan sponsor

Lump Sum Distribution

** Segment 1

** Segment 2

** Segment 3
Applicable Month
FAS 35
Effective Rate

PPA
1.17%
4.07%
5.17%

10/1/2014
4.14%
4.14%

HATFA
4.99%
6.32%
6.99%

10/1/2014
n/a
6.35%

* Given Plan provisions and the Actuarial Cost Method, these assumptions would have no material
impact on either the Minimum Funding Requirement or on the present value of future benefits payable

from the Plan.

** The discount segment rates and mortality assumptions are prescribed by the IRC and IRS Regulations.

13



Attachment to Sch. SB Part V — Statement of Actuarial Assumptions/Methods
Apex Dermatology and Skin Surgery Center, LLC Defined Benefit Pension Plan
EIN / PN: 90-0659834 / 002
ACTUARIAL ASSUMPTIONS (continued)

Actuarial Methods

Actuarial Cost Method The actuarial cost method used to determine the actuarial
Target Liability and Target Normal cost is the Unit Credit
Actuarial Cost Method, as required under IRC Section 430.
The actuarial valuation date is the last day of the plan year.

Asset Valuation Method Market value of all Trust Investments, plus any accrued but
unpaid contributions to the Trust discounted to the Valuation
Date.

Other Facts Relevant To The Valuation Of This Plan

Employee Data An employee census as of the Valuation Date was supplied
by the Company and included all employees in the Eligible
Class. We did not audit the census.

Asset Data Asset data as of the Valuation Date and contribution
amounts and dates were supplied by the Company. We did
not audit the asset data.

Changes in Actuarial The valuation interest rates are the rates required per IRC
Assumption or Methods Section 430, and the cash balance interest credit rate is the
‘ 30-year treasury rate for the third full month immediately
preceding the first month of the Plan Year.
This year the credit rate is 3.68% compared to 2.90% last year.

The mortality assumptions used are those mandated by the
Internal Revenue Service for this valuation, per IRC Section 430.
Since this plan has fewer than 500 participants, we use the
unisex assumptions.

Events and Trends Which To the best of our knowledge, there has been no event or
Have Not Been Taken trend which has not been taken into account and which may
Into Account require a material change in plan costs or required

contribution rates. In addition, no Plan amendments adopted
and effective after the valuation date of December 31, 2014
were considered for this Valuation, nor do any exist of which
we are aware except statutory CPI increases in maximum
benefits and considered compensation.

14



Form 5500-SF Short Form Annual Return/Report of Small Employee OME: Ros. 12101130

Benefit Plan

Department of the Treasury

Intoralisentie Seruos 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 12/31/2014
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)
I:I a one-participant plan |:| a foreign plan
B This return/report is |:| the first return/report I:I the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: @ Form 5558 D automatic extension D DFVC program

|:| special extension (enter description)

[ Partll | Basic Plan Information—enter all requested information .

1a Name of plan

Apex Dermatology And Skin Surgery Center, LLC Defined Benefit Pension

Plan

1b Three-digit
plan number 002
(PN) b

1c Effective date of plan
01/01/2013

2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan)
Apex Dermatology And Skin Surgery Center, LLC

7580 Auburn Road, Suite 301

Concord OH 44077

2b Employer Identification Number
(EIN) 90-0659834

2c Sponsor's telephone number
440-352-7546

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  |f 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 YE&T .............cceuerueveiereierieeieiee e seeeeeee Ba 17
b Total number of participants at the end of the PIAN YEAT .......c.vceeveceeeeeeeeeeeeeee ettt sa e s e 5b 25
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5¢
COMPIETETRIS TTEM) wivicummuvumsmsimmmsmsam s oiisyss ey e s VT oIS TSI FFE VS S S3O SSLPRa IO HEh S i S S i
d(1) Total number of active participants at the beginning of the plan year...............ccoccoooovrieierorerceecen. 5d(1) 19
d(2) Total number of active participants at the end of the plan Year................ccoooerieirorierierieeee e 5d(2) 25
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e
185S than 100% VESTE. ... .. rveiesiie et eisdeosseassesssssssssoassessesss s seasessess st st eesess e s e s essesss s et ces s saraas 5

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 / g JORGE GARCIA-ZUAZAGA :
BERE Signature of plan-’;dr)(jni%r Date Enter name of individual signing as plan administrator

SIGN e R JORGE GARCIA-ZUAZAGA

HERE Signature of emplo§ef/lpl§/n 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



Form 5500-SF 2014 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See inStructions.) ............ccccccvveivcirierinieiicoiiciecccc, @ 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 2520.104-467? (See instructions on waiver eligibility and conditions.) ............cccooiiiiiiiiniiieee 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)? ...... El Yes D No D Not determined
[ Partlll | Financial Information
7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSELS ....cc.ouiiiiuiieiieieieieee et 7a 210935 451866
b Total plan Habiles .............ccceruereeereevereeeeeeeeeeereeeeee e enesneeens 7b
C Net plan assets (subtract line 7b from line 7@) .........cccccoeeececiiunnnen. 7c 210935 451866
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
I =] o= ————— 8a(1) 237600
(2) Paricipants c.cussimmsmarnssmssrrosossvissiiss s s aaieises 8a(2)
(3) Others (including rollOVErS) ..........cccvioveieiiiiiniiiniiniiiice e 8a(3)
b Other iNCOME (I0SS) ......veeeeeeceee et 8b 3331
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 240931
d Benefits paid (including direct rollovers and insurance premiums
toprovide BENERtS) ... usimmmimmsmsimomsvsesssssssivmsssmisosass 8d
e Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O Other EXPENSES......vovuieieieeieietei it 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ............ccovvevrvrrvrreecnne 8h 0
i Netincome (loss) (subtract line 8h from lin@ 8C)........cccccovveerevrevnnee. 8i 240931
j Transfers to (from) the plan (see instructions) .........ccccccoeveiiiiiiinns 8j
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:
1A 1C
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 x
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program)................ 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported %
O TINE 1080 cosiussminssmsemmmmsnessiseom s om0 s e S e S 00 E 0L SEU ol VYR e SRR s o S b s oSV S st ot 10b
C Was the plan covered by a fidelity DONA?........c.o.ooiieirinecicc s s 10c| X 50000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud x
OF AISNONESIY? .. cvreecnomsnnonnasnansagenmonnessormsnsmssasonnssasssssessassassnsanssssanssnsansnssgronsonsres isEo A FHTRTUSTS SIS AESR AT S ST 10d
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 X
1TSS (Tt (o] 0 F=30 OO OO OO OO OO U PPPPPPR 10e
Has the plan failed to provide any benefit when due under the plan? ... 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)........c.ccococovncnncicinenne 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
Py I < 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 .........ccoovivivmeeiriececcecicciin 10i
lPart Vi IT’ension Funding Compliance
11 Is this'a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) @NG [INE 1T DEIOW) ... eee oo s es e es e es et oottt EI Yes |:| No
11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39................... | 11a |

0
12 |Is 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 E| No

(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

a [f 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 WRIVET. .......o.oiv oottt st st cs et es st ea et st ea et s s sttt Mont

h

Day

Year




Form 5500-SF 2014 Page3-[ |
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5§500), and skip to line 13.

b Enter the minimum required contribution for this PIAN YEaT.............cc.eurverierierirereeereieirtescieceeeesiseeiseiseeeteesesesrseseeeeaeeas | 12b |
C Enter the amount contributed by the employer to the plan for this plan Year ............ccc.eieeeurerucunicereeceeceiseecennes 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGAtIVE AMIOUNE) waiisisinismasamssrossmsmam s o e s T35 T TS ST o4 TS S A oy S V4 SRS s s soRe s s
€ Will the minimum funding amount reported on line 12d be met by the funding deadline? ...........coeceveccriiciiiivcicncicireennes | Yes [l No D N/A
Part VI | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in any plan YEar? ...........ccecereueeunimreenemreoncesmsnueneenaes e |:| Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ............ccocooriiinns 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control D v @ N
es 0

OF B PBIGIE 2. cnxenee con csmmmansemenromrensassms smsanmesmssnssomsesesmssmssassnssss sesgss sopns nsmmssnssnaspsmp s e ssestems s b e A0S 4SSN T SRR A 5 B oas
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):

| 13¢(2) EIN(s) | 13c(3) PNGs)

|Part Vill | Trust Information (optional)
14a Name of trust

14b Trust's EIN




SCHEDULE SB Single-Employer Defined Benefit Plan i et
(Form 5500) Actuarial Information 2014

Department of the Treasury
Intemal Revenue Service

This schedule is required to be filed under section 104 of the Employee
Department of Labor - Retirement Income Security Act of 1974 (ERISA) and section 6059 of the
Employee Benefits Security Administration Internal Revenue Code (the COdE).

This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
» Round off amounts to nearest dollar.
) Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan ‘ B Three-digit
Apex l?ermatoZ.Logy And Skin Surgery Center, LLC Defined plan number (PN) » 002
Benefit Pension Plan
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Apex Dermatology And Skin Surgery Center, LLC 90-0659834
E Type of plan: @ Single D Multiple-A |:| Multiple-B F Prior year plan size: @ 100 or fewer I:I 101-500 D More than 500
| Part| | Basic Information
1  Enter the valuation date: Month 12 Day 31 Year 2014
2  Assets:
B MATKBEVAILIE ..vuvevereresrerenossesenensnsssosssassensansaonsssasnsseass senemsasessmsaseseasessnssessens sassisass 54538 45353 T RHRER HHESURSSSTHS 2a 214266
D ACHUIAMAL VAIUE.......oeoeeevveneeereaeeeiececeeeseeessses s ssssss s ssssessssess st sissssasssbasenssesas J 2b 214266
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
. participants Target Target
a For retired participants and beneficiaries receiving payment...................... 0 0 0
b For terminated vested participants.............c.cooeeeeeverereneeneeeeseveeeveecenenes 0 0
C For active participants.........ccoceeieiiiiiieiiiiiiiii e e e eee e 30 0 135809
UTOMAL. ... or s ereensnrommonmmerssnennnessamsanarssnssenarassssisdnsihe i $5E SEETE SRR SSTAT Sonbins 30 0 135809
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b) ........ccoeuereerrnrernnne D
a Funding target disregarding prescribed at-risk assumptions 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor
5  Effective interest rate 5 6.35%
6  Target normal cost 6 153655

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assum ption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

HERE N7 7L 9-z2¢~/y

Signature of actuary Date
MICHAEL L. LIBMAN, FCA 1402940
Type or print name of actuary Most recent enroliment number
THE LIBMAN ACTUARIAL GROUP, INC. 216-398-3888
Firm name Telephone number (including area code)

5755 GRANGER ROAD, SUITE 501

INDEPENDENCE OH 44131-1442
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions .
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2014

v. 140124



Schedule SB (Form 5500) 2014 Page2-[ |

r Part Il } Beginning of Year Carryover and Prefunding Balances

7

(a) Carryover balance (b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior

Portion elected for use to offset prior year’s funding requirement (line 35 from
PIIOT YEAT) ettt ettt et ettt et eae s eeeeassaeeaecaees e s saesansaseassansssnensanennens

Amount remaining (line 7 minus liN€ 8) .......ccccceveriiriviinenieecnennn

10

Interest on line 9 using prior year’s actual return of L T

11

Prior year’s excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year)..........cccccooueeiuinnenn

95752

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 6 .46% ....................]

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
1= 0] o OO UORPOPPPPIPPOR

C Total available at beginning of current plan year to add to prefunding balance.............]

d Portion of (c) to be added to prefunding balance..............ccveuiureerecereeneereneeireireend

12

Other reductions in balances due to elections or deemed elections........ccccccceeeeenen

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ................]

Part il Funding Percentages

14

Funding target attainment percentage ...

14

157.77¢

15

Adjusted funding target attainment PErCENtagE ..o

15

153.41,,

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce
current year's funding TeOUITBIMENE ... usoesommssims sviusisctssses o s s coisuaiesivis d60itscossseiasisas s s sssis s 5S4 soms by ensswsnasns foprsns susansswamsassss

16

100.00g,

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. .............ccccoceceee]

17

%

| Partiv | Contributions and Liquidity Shortfalls

18

Contributions made to the plan for the plan year by employer(s) and employees:

(MM-DD-YYYY) . employer(s) employees (MM-DD-YYYY) employer(s)

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
employees

04/10/2015 62500

08/10/2015 97583

08/31/2015 77517

Totals » | 18(b) 237600 18(c)

19

Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years...............cccooiiiininnnd 19a

0

b Contributions made to avoid restrictions adjusted to Valuation date .............cccceeeeeeecmcunerieencieereeeee e seeeeeeeseeeaas 19b

0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19¢c

229820

20

Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the Prior YEAr? ... D Yes @ No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? ..o, |:| Yes I:l No

C If line 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st 2) 2nd (3) 3rd )

4th




Schedule SB (Form 5500) 2014 Page 3

Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st 329’399“;, 2nd 5699?292”:/; ol s6eg.rge9n§/; |:| N/A, full yield curve used
b AppliCable MONA (ENTEF COUR) ....u.vuvveeeeericeeieesesie it e sess s ss et enie e enaeeeee] 21b
22 Weighted average retiNEMENt AQ8 i ensesssiisssssississresiisis wssssssssssss ssitsstssosisossestios s ssvissmsissssvensninsssosesssy 22 62
23 Mortality table(s) (see instructions) @ Prescribed - combined D Prescribed - separate :| Substitute
Part VI | Miscellaneous Items
24 Has achange been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required _
E= Y1 = Tod g 111 1) RO U LY || Yes § No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ..o : Yes g No
26 Is the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ....................... g Yes : No
27 |If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
attachment
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions fOr @ll Prior YEATS ............wuwercurcurcucemciuseseessesecsseessemreseessessssssasssessneees 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
[T TSI OO OO OO OO POPPTPOPPOPOPS
30 Remaining amount of unpaid minimum required contributions (line 28 MiNUS iNE 29) .........ccccceuevuiruirreiernierenens 30
Part VIIl |Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ TArget NOMMEI COSt (@ B).....v.veeevereeeeeeeeeeeeeeessaeceaessesssssssss s ss s e ss et ss ettt eese s 31a 153655
b Excess assets, if applicable, but not greater than iNe 318 .......cocceevcueirieincineineseeeecissse e nsennass 31b 78457
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment .........c.cccouririeniniincie s 0
b Waiver amortization inStAlMENt ............ccceveveiuerieeieieereeeeeiee et seaes
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval 33
(Month Day Year ) and the waived amount ............cccoovmriieiiiieiieieee 0
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a-31b + 32a + 32b- 33)..] 34 75198
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUIrEMENT ...t 0
36 Additional cash requirement (N 34 MINUS NE 35) ............ooorrrvoveeeeereeeseeeoeeeeeserees oo ssesssssesssssssssessssssssssessssseend 36 75198
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37
(T T=SR KL IO OO USROS OO OT PSSO 229820
38 Present value of excess contributions for current year (see instructions)
a Total (eXCESS, if ANY, OF N 37 OVET NG 36) .......cvvveeereeeeeeeeseereseeesieseeeesseseseeenesssesss s 38a 154622
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances ........| 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37).........ccccocovvuncucnnn 39 Y
40 Unpaid minimum required CONtribULIONS fOr @Il YEAIS ..............cwureruerecireiciiceeceirecme e scos s sssens 40 0

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41 If an election was made to use PRA 2010 funding relief for this plan:

a Schedule elected

|:| 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in line 41a Was MAAE ..........c.cccourrmuirmrireeeeisieesse s

[ ]2008 [ ]2009 []2010] | 2011

42 Amount of aCCEleration AQJUSIMENE .......c.coevueueieieceeeerietiei e seae e st ess e e essnns

42

43 Excess installment acceleration amount to be carried over to future plan years ............ccccovvvvmceeiniicieiesencnd

43




Attachment to Sch. SB Line 22 — Description of Weighted Average Retirement Age

Apex Dermatology and Skin Surgery Center, LLC Defined Benefit Pension Plan
EIN / PN: 90-0659834 / 002

Each participant is assumed to retire at his/her Normal Retirement Age as shown on the Schedule SB,
Line 22. Any participant who has already reached Normal Retirement Age is assumed to retire on the
valuation date.



Attachment to Sch SB Line 19 — Discounted Employer Contributions

Apex Dermatology and Skin Surgery Center, LLC Defined Benefit Pension Plan
EIN / PN: 90-0659834 / 002

Effective Interest Adjusted
Amount of Plan Year Interest Amount as of
Date Contribution Applied - Rate 12/31/14
04/10/15 $62,500.00 2014 6.35% $61,440.24
08/10/15 $97,582.91 2014 6.35% $93,979.73
08/31/15 $77,517.09 2014 6.35% $74,399.92

Totals $237,600.00 $229,819.89



Attachment to Sch. SB Part V — Summary of Plan Provisions
Apex Dermatology and Skin Surgery Center, LLC Defined Benefit Pension Plan
EIN / PN: 90-0659834 / 002
SUMMARY OF PRINCIPAL PLAN PROVISIONS

Effective Date January 1, 2013

Employees Covered Employees who are the Owner, a Spouse of the Owner, and
all Non-Highly compensated employees

Normal Retirement
Eligibility Age 62

Accrued Benefit Account Balance for Category I and II Employees.
Greater of the Account Balance or a 0.5% of compensation
Minimum Annuity for all other Participants

Annual Allocation Category I = 10 times 414 compensation minus $100,000

Category II = 10 times 414 compensation minus $100,000

Category III = $500 but not less than a 0.5% of compensation
Minimum Annuity

Notwithstanding the above, in years that the plan is Top
Heavy and the Top Heavy minimum is not satisfied by

any other plan maintained by the Employer, no non-key
participant shall receive a benefit accrual under this plan
that is less than the amount needed to provide the minimum
Top Heavy accrued benefit.

Pre-retirement Death Benefit The Participant’s Vested Account Balance

Termination of Employment

Benefit The Participant’s Vested Account Balance

A Participant's Vesting Percentage is determined according
to the following schedule:

Service Vesting Pctg.
0-2 Years 0%
3 Years 100%

11



Attachment to Sch. SB Part V — Summary of Plan Provisions
Apex Dermatology and Skin Surgery Center, LLC Defined Benefit Pension Plan
EIN / PN: 90-0659834 / 002
SUMMARY OF PRINCIPAL PLAN PROVISIONS (continued)

Contributions The Company pays the actuarially determined cost of the
Plan.
Plan Amendments Most Recent Signed Effective Date
N/A 1/1/2013

There was no IRC 412(d)(2) election for this year.

Note This plan is a statutory hybrid plan per the IRC Section
411(a)(13) and the IRS Regulations thereunder.

12



