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

[ 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 |:I 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
PACIFIC IMAGING, PLLC PROFIT SHARING PLAN

1b Three-digit
plan number
(PN) » 001

1c Effective date of plan
01/01/2001

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan)
PACIFIC IMAGING, PLLC

6808 220TH STREET SW SUITE 100
MOUNTLAKE TERRACE, WA 98043

2b Employer Identification Number
(EIN) 91-2005609

2C Sponsor’s telephone number
425-827-3041

2d Business code (see instructions)
621111

3a Plan administrator's name and address DSame as Plan Sponsor.

PACIFIC IMAGING, PLLC 6808 220TH STREET SW SUITE 100
MOUNTLAKE TERRACE, WA 98043

3b Administrator's EIN
91-2005609

3C Administrator’s telephone number
425-827-3041

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 3
b Total number of participants at the €nd Of the PIAN YEAT .............c.cueveeeieeeceeeecee ettt 5b 3
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 3
d(1) Total number of active participants at the beginning of the plan Year..............cccooeierririncnescneenns 5d(1) 3
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 2
€ 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. 10/06/2015 ALAN SCHWARTZ, M.D.
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)
JODI CALHOUN
RANDALL & HURLEY, INC.

601 W. RIVERSIDE AVE, SUITE 1600
SPOKANE, WA 99201

Preparer’s telephone number (optional)
509-838-5500

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

Form 5500-SF (2014)
v. 140124




Form 5500-SF 2014 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCIONS.) .......cccovoveveveveveueececeeeee e, Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.).............cccocvviiiiiiiiiiii e, Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No |:| Not determined

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PIAN @SSELS ..........oovveeeeeeeceeeeeeeeeeeeeeeeeeeeeeeseeeeeeseeseeneeeeeeeed 7a 1478528 1544037
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccoeevennn.. 7c 1478528 1544037
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 15333
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2) 41741
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 8454
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 65528
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 19
g Other EXPENSES....ccuiiiriiiiiieiieieicct e 89
h Total expenses (add lines 8d, 8e, 8f, and 89) ................c...ccocoorer..... 8h 19
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i 65509
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:
2A 2E 2F 2G 2J 2K 2R 3B 3D

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 147853

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 15477
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR v
By 0 R T PSPPSR 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3........cccoiiiiiiiiieniiiieenee e 10i
[Part VI |Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) AN NE 118 DEIOW) ......ceceeeeeeeeeeeeeeeeeeeee e es e s e eneneaeeseesenesenenaeesesassssanensesseseeseessesnssssseanseasesessansnesencessesans |:| Yes D No
11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39 ................... ‘ 1lla |

12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. | I:I Yes No

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

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GIANTING thE WAIVET. ...ttt e e ettt e ettt e e ettt e e abbeeeanbeeesanreeeareeaaanren Month Day Year




Form 5500-SF 2014 Page 3 -

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution fOr this PIAN YEAI.............c..vvwiivii e | 12b |
C Enter the amount contributed by the employer to the plan for this plan year ............ccccciiiiiiiiiiiiiii e 12c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
Lo T V=T L (o 1 PP
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccooirvrriivinannnn. | |:| Yes D No D N/A
[Part VII | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted iN any PIAN YEAr? .............covoveueeveueeeeeeeeeeeeeeeeee e 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




MB Nos. 12100110
Form 5500-SF Short Form Annual Return/Report of Small Employee 0 ik
' Benefit Plan
Depertment of tha Treas
e — | Tt s s |2
, and 8
.o uﬁﬂﬂm o 8ecuty At [Rm Coda (the Coda). mmmmogle:nh
I__“““"‘“"’"““‘""‘”c"'_’_"""’" » Compieto all entrics In accordanco with the Instructions to the Farm 6500.9F,
Partl | Annual Raport Identification Information
For calondar plan mgg"ifg_rgg plan yoar beginning 170172014 endendinp _____ 12/31/2014
bd a singlo-omployer plan [[] amutiple-emplayer plan (not multiemployer) (Fiers chacking this bax must attach alst =
A Tig retun/report is for: of participating employer Information in accordance with the farm Instructions)
8 ono-participant plan [[] aforeign plan
B This retumiraport Ia the first retumireport [} the final retumireport
an amended relumireport | | ashont plan year ralumireport (fesa than 12 months)
C CheckboxHflingunder: X Form 6658 [] swtomatc extenston [] oFve progrem
D special axtenslon (enter description)
[ Part Tl | Basic Plan Information—ontor all requeslad informotion
1a Nema of plan 1b Three-dight
Pacific Imaging, PLLC Profit Sharing Plan m,“:mh“ 001
1c Etfeclve date of plan
01/01/2001

24 Plon sponsor's name and address; includa room of ulte number (employer, !f for a slngle-emptoyer plan)
Pacific Imaging, PLLC

6608 220th Street SW Suite 100

2b Employer Identification Number
(EIN) 91-2005609

2t Sponsor's telephone number
425-827-3041

2d Buslness coda (sao instructions)

Mountlake Terrace WA 98043 621111
x 3b Adménistraters EIN
Ja Plan adminisralor’s neme and eddress | [Semo es Plan Sponsor Ao aiors B

Pacific Imaging, PLLC

6808 220th Street SW Suite 100

3¢ Administralor’s telaphane number
425-827-3041

Mountlake Terrace WA 98043
4 ifthengme andfor EIN of the plan sponser has changed since tho last roturn/report fied for this plan, enterthe | 4b EIN
name, EIN, and the plan number from the last return/repor.
8 Sponsors neme 4c PN
6a Total number of partlelpenta st tha beginalng of the plan year 5a 3
b Tolal number of particlpants et the end of the plan yaar 5b 3
€ Numbar of parlicipants with sccount balances as of the end of the plan yaer (deftined bansfll plans do not S¢ 3
complcle this item) . ;
d{1) Tota) number of active perticipants at the beginning of the plan yaar. 8d(1) 3
d(2) Totat number of active participants at the end of the plan yoar. 8d(2) 2
© Number of participants that tesminated employment during the plan year with accrued benefils thet were Se 0
1 s

Coullon: A penalty for the lato ey Incomplate fillng of this returnfroport will be agsessad unlean rocsonablo cauao [ establishad.

Under penaltics of porury and other pgaallics sal fom nigictions, | dectare that 1 hava axamined thia retumiraport, Including, if epplicablo, a Schedula
§8 or Schedule MB complelgdiand algrec ;:-1' pd’Bojpafy, as whil as the elg uﬂjmmlonofmbrﬂhummnnﬂomﬂbﬁsﬂfwmﬂdWMC
a1, SOONEL, B OGmDitdd ! - - ¢ .
S1GN NA C” e lZ T W4/ 90//i~|nlan Schwartz, M.D.
HERE | offneturolfl ptan adufatstrater 7 s namo of Individusi s} adoinistrator
BIGN \ y
HERE .

8 ofo arlplan Daots Entay namo of Individusd s an of

Proparers nama (Including fitm namo, f appliceble) end eddress (include room or aUllo numbar ) (oplienal)

Jodi Calhoun
Randall & Hurley, Inc.
601 W. Riverside Ave, Suite 1600

Spokane WA 99201

Praparar'a telophona numbar (optional)
509-838-5500

‘or Papaiwork Heduction o2 tnd OMB Control Rumbars, 609 tho Iatctions fof Form GE00.57,

Porm B300-GF (2014)

v. 140124
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Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ............ccoceiiiiiiiiiiniiici e

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 CONAIitioNS.) .........ccoiiiiiiiiiiiiie e
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

@ Yes |:| No
@ Yes |:| No

C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... |:| Yes |:| No |:| Not determined
| Part Il | Financial Information
7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSEIS .......coeivevereeiieteeeieiet ettt st 7a 1478528 1544037
b Total plan Tabilities .............cccooeereeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 7b
C Net plan assets (subtract line 7b from line 7a) ........c..cccceeeveveerrvenene. 7c 1478528 1544037
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..o e e e 8a(l) 15333
(2) PAItICIDANES ... en s s seseenneseneeane 8a(2) 41741
(3) Others (including rollOVErs) ..........ooovveeiieeeieiieeeeeeeee 8a(3)
Other iNCOME (I0SS) ..vvvuvveveeeeeereeeeeseeteeee et eee e tee s tere e r e eeee s sens 8b 8454
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..........ccceeuverurne 8c 65528
d Benefits paid (including direct rollovers and insurance premiums
10 provide benefitS) ........ooovveiiiiiiii 8d
€ Certain deemed and/or corrective distributions (see instructions) .... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f 19
0 Other EXPENSES.......c.cviiiiiiieieii s 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) ........cccovevveereereernnnn. 8h 19
i Netincome (loss) (subtract line 8h from line 8¢) ........ccoovevveevrine.n. 8i 65509
j Transfers to (from) the plan (see iNStructions) ........cccccceeveeveviveeiienns 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:
2A 2E 2F 2G 2J 2K 2R 3B 3D
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 ICompIiance 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
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported X
Lo T 1 LS00 0= T RS PSRTRRN 10b
C Was the plan covered by a fidelity DONA?........oooiiiii e e 10c] X 147853
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud x
Lo 0 1= L0 L] £ Pt 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
?nsuran_ce service, or other organization that provides some or all of the benefits under the plan? (See X
L] 1T £ 10e
f Has the plan failed to provide any benefit when due under the plan? ...........ccocoooveiioeeeeeeeeeeeeeeeeeens 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)..............ccceoieinnn 109 | X 15477
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
2520, 1003, ) 1etteuteiteete ettt ettt ettt et heehe st beeEe R bt eheeat e bt Rt R e eR b e ehe R £ eRe e eReenbeebeeReeRe e beebeeEe e st e b e e ebeebeeneeneas 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 .......cccooiiiiiiiiieriiesie e 10i

|Part VI IPension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
LYo L0) I= Vot T T M o N o 1= [ ) IO PP PP PPPPP

11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39.... | 1lla |

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA?... |

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

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
OraNtiNg the WaAIVET. ....ooiiiiiiiiiiieee ettt ettt e bt e e sseesseesabeesbeesbeesbeesieesanes Month Day Year




