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 D a foreign plan
B This return/report is 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
SARASOTA SURGICAL SPECIALISTS, PA 401(K) PLAN

1b Three-digit
plan number
(PN) » 001

1c Effective date of plan
01/01/2014

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan)
SARASOTA SURGICAL SPECIALISTS, PA

1950 ARLINGTON STREET
SUITE 310
SARASOTA, FL 34239

2b Employer Identification Number
(EIN) 65-0189869

2C Sponsor’s telephone number
941-917-6300

2d Business code (see instructions)
621498

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 9
b Total number of participants at the €nd Of the PIAN YEAT .............c.cueveeeieeeceeeecee ettt 5b 9
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 9
d(1) Total number of active participants at the beginning of the plan Year..............cccooeierririncnescneenns 5d(1) g
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 9
€ 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. 10/15/2015 JOHN D. NORA, MD
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 2520.104-46? (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 0 81802
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)...............ccccccveveennen. 7c 0 81802
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 7274
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2) 33700
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3) 40468
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 360
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 81802
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 81802
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 2T 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

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

INSITUGHIONS.) v.vvevveesceceetetete e eseseetetete et es s eeeeaetete s et eeneeesaeae st ee s sasaeessas et as e snassssesasassnsaseses s nanassesasasananes 10e| X 810
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 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
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB s, 1 oo
Depariment of the Treasury Benefit Plan
Intemal Revenue Servics This form is required to be filed under sections 104 and 4085 of the Employas Ratirement 2014
Dapariment of Labior Incomes Security Act of 1874 (ERISA), and sections 8057(b) and 6058(a) of the Internal
Efngloyes Banefits Security Adminstation Ravenua Code (the Code). This Form is Open to
Penalon Beneft Guaranty Gomporatian Publle Inspaction
b_Complete all antries in accordance with the Inatructions to the Form 5500-8F.
[ Partl [ Annual Report Identification information

For calendar plan year 2014 of fiscal plan_year baginning B1/01/2014 and ending 12/31/2014

@ asingle-employer plan D a muitiple-employer plan (not multiemployar) (EFilers shecking this box must sttach a llst
A Thig returnireport is for, of participating employer information in accordance with tha farm instrustions)

a ona-participant plan D a foraign plan

B This return/report is [4 the first returniraport [the final retumireport

D an amandad return/raport D a short plan year return/report (lese than 12 months)
C Check box If fling under: Form 5558 |:| automatic extenslon D DFVC program

D gpecial extension {(enter description)

| _Partil | Baslc Plan Information—enter all requestad information
14 Name of plan 1b Three-digit
Sarasota Surgical Spegilalists, PA 401 (k) PLAN plan number  lpp1
Py b
16 Effective date of pian
01/01/2014
2a Pan spongor's name and address; include room or sulte number (amployar, f for a single-employer plan) 2b Employer ldantification Number
Sarasota Surgical Specialiats, bPA (EIN) 65-0189869
2¢ Sponsor's telephona number

1950 Arlington Street 941-917-6300
Suite 310 2d Business code (ses instructions)
Sarasota FL 34239 621498
3a Plan adminigtrator's name and address @Sama as Plan Sponaor, 3l Administrator's EIN

3c Administator's telophona number

4 Ifthe name and/or EIN of the plan aponsor has changed since the last returnfreport filad far thia plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report.

& Sponsor's name 4c PN
5a Tetal number of participants at the beginning of the plan year | D@
b Total numbsr of PARICIDENLS 8t tha BNE OF the BIAN YBBE ...........ccomr.vuesssesssesrsssssesosesmeesesssssose s messesssssssssssess oo 6b -}
€ Number of participants with account balances as of the and of the plan yoar (defined benefit plans do not 5e
COMPIBLE EE HBM) 1o i e e srte et bt e et ?
d(1) Total number of active participants at the baginning of the plan year. ... . 5d(1) 5
d{2) Tatal number of active participants at the end of the plan yaar.......... et e et Bd(2) 9
& Number of particlpants that tarminatad employmant during the plan yesr with accrued banaflts that ware Ba
1828 AN TO0% VBSIE 1 uuereierisiis i e bt b1t 51 e eneeeeeme e et e sees 0

Cautlon: A penaity for the late or Incomploats fliing of this raturn/report wil be assessed unless reasonable cause Is sstablishad,
Undar panaltles of parjury and other penalties set forth in the instructions, | declare that | have examinad this return/rapart, including, if applicable, a Schedule
5B or Schadule MB sumpleted and signed by an enrolled actuary, as well as the slactronlc varslon of this return/report, and to the best of my knowladge and

SIGN T JOHN D. NCRAR, MD

HERE 3l m(t‘ f plap admindsfrator Date /D//"//f Enter name of indlvidual signing as plan administrator
SIAGN ’

L
HERE M@ of employser/pian sponsor Da!e{'O/f \// }’{ Enter name of individual signing as employer or plan sponsor
Preparer's name (including firm name, if applicable) and address {[nclude roam or suite number ) (opticnal) Preparer's telephone number (cptional)

Form 8500-8F (2014)

For Paparwork Reduation Act Notics and OMB Control Numbers, aes the Instructions for Form 5600-8F.
v. 140124
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Form 5500-SF 2014 Paga 2
Ba Were all of the plan's assats duting the plan year invested in eligible assets? (S8 INSTUCHONE.) .......ooooooocoosooesos et @ Yes D No
b Ara you claiming a waivar of the annuel examination and report of an indepandent qualified public accountant (ICPA)
under 29 CFR 2520,104-467 (See inatructions on walvar allglollty a0 CONGHIONG.Y........oewrreeeserseesssossssoesoonsecoeeooeeesese @ Yes D No

f you anawered “No” to elther lins 8a ar lina &b, the plan cannot uge Form §500-8F and must Instead usa Form 5500,
C It the plan Is & defined benefit plan, Is it covered under tha PBGG Insurance program (see ERISA sectlon 4021)7 ... D Yes D No D Not determined

[_Part Il | Fihancial Information

7 Plan Assats and Liabilities (a) Baglnning of Year _{b} End of Year
B Total plan 88888 ... ] 7a : 0 81802
b _Total pian llablitlas 7h
€ Net plan assets (subtract lina 7b rom Ne 78) .. cvrvcnnnnincnnercns 7c 0 81802
8 Income, Expansas, and Transfera for this Plan Year {a) Amount {b) Totai
a8 Contributions recelved or receivable from:
{1} EMDIOYBIS ..oevvcisssssinisseeessecs e resseesscsammsssesssssescn a1} 7274
.................................................................................. 8a(2) 33700
........................... 2a{3) 40468
C Total income (add lines 8a(1), Ba(2), Ba(3), and &b) 8¢ 81802
o Benefits paid (Including direct rollovers and Insurance premiums
fa provide Baneflts) ... i e 8d
€ Cenrtain deemed and/or corrective distributlons (ses Instructions).... 8n
f_ Administrative service providers taalarles, faas, commiasions) ..., Bf
___ﬂ OHHEN BXDANGAS...............ceoeoceee s s rrinirsansenssserssessssseersnsesesssresss By
h_Tetal experaes (add lines 8d, Be, 8f, and 8g) ................... . gh 0
i Netlncoma (loss) (subtract line Bh from line 8¢) . ] 81802
J Transfars 10 (from) the plar (888 INBFUCTONS) ... c.vreerereiirrroooro 8

| PartIV | Plan Characteristics

9a [If the plan provides pension beneiite, enter the applicable panslon featura codas from the List of Plan Characleriatic Codes in the Instructlons:
2A 2E 2F 2¢ 2J 2K 2T 3D
b |ifthe plan provides welfare banefits, anter the applicable welfare feature codes from the List of Plan Gharacterlstic Codes in the instructions;

|Part vV |Compliance Questions

10  During the plan year: Yoz [ No Amount
& Waa there a failure to transmit to the plan any participant contributions within the time period described In X
29 CFR 2610.3-1027 (See instructions and DOL's Veluntary Fiducigry Correction Program) .............. 10a
b Wara thare any nonexempt transactions with any party-in-intérest? (Do not include tranzactions reparted
ONHAB TOBY .o s rerar st e seavs s e cens s et 1 et b ee b oeeeeee . . 10b
Was the plan coverad by a fidality bond? 108 X
o Did the pian hava a loss, whether or not reimbursed by the plan's fidslity bond, that was caused by fraud X
O I8 OB T L st et R e seere e SRt b s Aemt e bets oo mne e eses oot 10d
@ Were any fees or commissions pald to any brokers, agents, or other persons by an ingurance carriar,
Insurance service, or ather organization that provides some or all of the bensfits under the plan? (Sea X o
IMBIFUGHIONB.Y 11 it ra s tsist bkt eossevmeee s ees seeeessees et eoes e eeseeeee s e e 108 81
f Has the plan falled to provide any bensfit when due under the plan? ... 10 X
@ Did the plan have any particlpant loans? (If “Yes," enter amount s of year end.).................. 10y
h It this is an individual account plan, was there a blackout perlod? (Sae Instructions and 29 CFR
2ER0.T0T-3.) ittt ar s st ee oot er et et ses e et ee st 10h
i If 10h was answered “Yes,” check the box if you aither provided the required notice or ona of the
excoptians to providing the notice applied undsr 28 CFR 2620.901w8 ouvvvv v 104
|Part VI_[Pension Funding Compllance
11 15 this a defined beneflt ptan subjact to minimum funding raqulrementa? (If "Yes," see instructions and complete Schedule SB (Form
B500) 800 IINE 118 BBIOW) .....oooooiiyiis it iesrse s e ssssessaeseessesssaassessonssseneennncod D Yes ﬂ Nao

11a Enter the unpaid minimum required contribution for currant yaar frem Schedule 58 {Form §500) lina 38 I 118 I
12 Is this a defined contribution plan subject to the minimum fundlng requiramenta of section 412 of the Code or section 302 of ERISA? . ' |___| Yes E No

(f"Yas " complets lina 12a or ines 12b, 12¢, 12d, and 128 helow, a8 applicable.)
a |fawalver of the minirmum funding standard for a pricr yeer is being amortized in this plan yaar, saa Instructions, and enter the date of the latter ruting
APBOHNG 8 WAIVEE i imin i ssssess s ses s bttt esesensseeceseeceseeneeeessseeseeeesssessesseons Month Day Year




U2 1312U1D 1§45 BArasota surgical speclalists (FAX)841 517 6306 P.004/005
Form 6600-SF 2014 Page 3-[ |

It you completed line 12a, completa Iings 3, 8, and 10 of Scheduls MB (Form 5500), and skip to lina 13.

b_Enter the minimum raquired sontribution for this PHAN YBAT o1 conrtrin i ctmasis s rsas st s sbis bt eeeress oo ' 12b I

€ _Enter the amount contributed by the smlayar (3 the PN 08 this PIEN YOI ..cv...eeeeeeseeesessos e 12¢

t gubtract the amount In line 12¢ from the amount in ling 12b. Enter the result (entar a minus slgn 1o tha Ieft of a 12d

nagative amount) .
8 _Will the minimum funding amount raperted on ling 12d be met by the funding deadline? I D Yes l_] No ﬂ N/A

[ Part Vii | Plan Terminatlons and Transfers of Assets

138 Has & resolution to termiinate the plan been adopted iN MY PIAM YBA? ...o...s e oo D Yes No
If"Yes," anter the amount of any pian assets that revertad to the omployer this Year ..., 13a
b were all the plan aseets dlsiributed to participants or banaficlarias, transferrad to another plan, or brought under the control
OFthe PBGO?. syt e e settertetr et eat At eeeseeessesrssosss s, |:| Yes @ No

€ Ifduring this plan ysar, any assets or llabliities wars transferrad from this plan to another plan(s), identify the plan(s) to
Which assete of liabilitiss wars transferred. (See instructions.)

136(1} Name of plan(s):

I 13¢(2) FIN(s) [ 13¢(3) PN(s)

| Part VIl [ Trust Information (optional)
148 Name of trust

14b Trust's EIN




