Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

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

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

OMB Nos. 1210-0110
1210-0089

2014

This Form is Open to
Public Inspection

[ Part | | Annual Report Identification Information

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

12/31/2014

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

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

D an amended return/report

Form 5558 D automatic extension

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

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

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

D DFVC program

| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
ADVANCED MEDICAL IMAGING,LLC 401(K) PROFIT SHARING PLAN & TRUST plan number
(PN) » 005
1c Effective date of plan
01/01/1989
2a Plan sponsor’'s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
ADVANCED MEDICAL IMAGING, LLC (EIN)  91-1922983
2C Sponsor’s telephone number
2916 NW BUCKLIN HILL RD #381 360-337-6500
SILVERDALE, WA 98383-8514 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 86
b Total number of participants at the end Of the PIAN YEAT ............oceivieeeeeieeeeeeeeee et 5b 83
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 83
d(1) Total number of active participants at the beginning of the plan Year..............cccooeierririncnescneenns 5d(1)
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 51
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e
1€SS thaN 100 VESTEA. ...ttt ettt eh e et e e sht ettt et e sh bt s it e sk st et ekt e bt er e ekt e st e sbeesbn b e sbneereesbne e

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature.
HERE . . L . -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) L o
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

Preparer’'s name (including firm name, if applicable) and address (include room or suite number ) (optional)
DAVE BALL, CPA
BALL & TREGER, LLP

400 WARREN AVE, STE 430
BREMERTON, WA 98337-1408

Preparer’s telephone number (optional)

360-479-6868

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

Form 5500-SF (2014)
v. 140124
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCIONS.) .......cccovoveveveveveueececeeeee e, Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.).............cccocvviiiiiiiiiiii e, Yes D No

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

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PIAN @SSELS ..........oovveeeeeeeceeeeeeeeeeeeeeeeeeeeeeeseeeeeeseeseeneeeeeeeed 7a 11613628 11822150
b Total plan liabilities..................ccovoveveieeeeeeeeeeeeeeeeeeeeeee 7b
C Net plan assets (subtract line 7b from line 7a)..............cccc.c.ccco....... 7c 11613628 11822150
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 472721
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2) 352773
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 608836
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 1434330
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d 1225808
€ 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 1225808
i Netincome (loss) (subtract line 8h from line 8¢)................c.cc......... 8i 208522
j Transfers to (from) the plan (see INStructions) ..........ccccceevieeinienens 8]

Part IV Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2G 2) 2K 2R 2T 3B 3H

b [if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V |Comp|iance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period described in
29 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Correction Program) .............. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ON TINE LOB.) 1.ttt ettt ettt ekttt et ae st et e e e b e st e e et et e s e s e ee et en s e s et e e s es et e s e s e s ese s e s e se b et b eneneese s eaeneenenn 10b X
C Was the plan covered by a fidelity bond?............cccciiiiiiiiii 10c| X 500000

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
OF QISNONESIY? ...ttt ettt ettt ettt s et ettt ettt e et se e ensan e s seasas 10d X

€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service, or other organization that provides some or all of the benefits under the plan? (See

INSEIUCTIONS.) ©...vveceieeet ettt ee ettt ettt ettt et e e e e es et et et e ae s e aes e s s en et ea et e s ses s s aesessensnsanananennsnneas 10e X
f Has the plan failed to provide any benefit when due under the plan? ............ccococoeeeeveveeeceeceeeeeeeane. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).............ccccccceeieennnn. 10g X
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 X
[Part VI |Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) AN NE 118 DEIOW) ......ceceeeeeeeeeeeeeeeeeeeee e es e s e eneneaeeseesenesenenaeesesassssanensesseseeseessesnssssseanseasesessansnesencessesans |:| Yes D No
11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39 ................... ‘ 1lla |

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

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

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GIANTING thE WAIVET. ...ttt e e ettt e ettt e e ettt e e abbeeeanbeeesanreeeareeaaanren Month Day Year
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If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OFt8 PBGC? oo oooooeoeoeoeeoeeeeee e oeeeeeeeeee oo eeeeeeeeeeee oo eeeeeeseeeeeneeneeeeseseeeeeseseeeeeeeneeeeeseeeeeeeesssereereeee [] Yes [ No

C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13c¢(2) EIN(s) 13c¢(3) PN(s)

|Part VIiI |Trust Information (optional)

14a Name of trust 14b Trust's EIN




Form 5500-8F Short Form Annual Return/Report of Smail Employee OMB Nos. 1810.0110
Departmant of the Treasuy Benefit Plan 1210:0089
Inteinel ﬂwanue Bonlos This form is vagusired to be filed under sectlons 104 and 4085 of the Employse 251 4
Dogiarimant ofLab Retirement Incoms Securlly Aot of ‘1974 {ERISA), and anctlons 8057(p) and 6058(a) )
Employes Banﬁﬂ!n&swﬂlyi\dmlnﬁa!mt!ﬂn of the internal Hevanue Coda {the Code). This Porm [ Open
: P Complote all antries In accordance wlth the. instructluns tothe Form BHOO-SF, _to Rublio Inspeotion
Bart] identilication Information _ '
For: Galendwgn yoar 2014 or flscal plan yeerbsginning ___ 01/01/2014 . @ndénding 12/31/2014
A Thisietum/report is for: E a.single-amployer plan u a multiplo-empfoyer plan-(not multlemployer) (Flers oliacking fils hox must attach a fist
: of participaling smploysr Informiation in socordance with the fozninstructionsy
a onaparticipant plan aforelgn plan
B Thareturnfreport ia the flrat return/report e final return/roport
an amended return/report a ghort plan year return/repon {less than 12 months)
C  Chackbox If fling under: Form 6658 sutematie extanslon DFVC program

S apaciat extenglon (enter deseription}
{Pavtl| Basic Flan information ~ enter all requested information

1a Name of plan 1B Thres-digit
ADVANCED MEDICAL IMAGING,LLC 4 0L{X) PROFIT SHARIN(G _ Plennumber(®Niy, | 005
PLAN & TRUST 1e  Effettive dets of plan
. _ _ , . _ 0170171989
2a Plan spbnsor's name and adoress; ingluda rooim o sulte numbsr (smployer, if for single-smployer plan) 2b  Employer identitioation Number (BN}
ADVANCED MEDICAL IMAGING, LLC - 91-1922983

2¢  S8ponsor's telaphane number
2916 NW BUCKLIN HILL RD #381 360-337-6500

2d  Business codb (ses instructions)
STLVERDALE WA 298383-8514 621111
A Pian adminstrator's name and address  [X| Same as Plan Sponsor. 13h  Administrator's EiN

Jc  Administrator's telaphons number

49t the ngme and/or EIN of the plan spanaor hag changed aince the last retum/report flled for this| 4b BN
plan, entor the name, £, and the.plan number from the last retumireport.

& Bpongor's name 4¢ PN
58 Total number of participants &t the begihnlﬂg OF the PIANYOA _..o\1ieeeeeceeniecreorerernire | OB 8 6

B Total humber af particlpants st the end of the plan year ... e | BB 83
€ Number of participants with agcguntbatances as of the end of 1ha ptan year (deﬁned

bensfit plang do not complete thisttem) ... 83
d (1] Total numbor of active participants at the begmnlng of the man year )
d {2} Total number of active partlaipants at the end of the plan yesr ......... 51
& Numbarof partiolpantis that terminated employment during the plan yesar wnth accrued

Qenaﬁlﬁiha} 31010 1088 1A 1009 VOMEL iwrsscnsapstssusinssssossmsassissssscsmisosssas o be
kot A panalty for the iate or it ng.of i R0 e ssbd unfeas renson; Tl bllg

8 R ;!‘t'l:rs Nﬂi o 'arigted eﬁ‘fd ﬂal%neec? gyna;hgr:?t%%c;gtuary. a8 we]ltgs the E:alvactrcmlcﬁ\?alrm ?%ttuhrlgl{g u?ﬁiri:gé. rajnd to tgs‘ﬁeat of

fed, it Is trua uolreot. and

3 or g
m _k_ncwle Bﬂﬂﬁ he

ois (15~ W deed (00K

oy siénatare of.plan adminisiratar ' 5 i Enter nama of individual algning as plan adminfstrator
A -
] Vodad] %Lm{k Lbllslrs’ MSdnae| L. (ool
) 'Signatura of emaployerfplan sponaor Date Enter name of ndividual slgning as employer or plan: sponsat

Praparar s frame {including fim name, if applicable) and address ano!ude raam or sulta number) {optlonal)} Praparer's telephane number(oplfonaﬂﬁ

DAVE BALL, CPA (360)479-6868
BALL & TREGER, LLP
400 WARREN AVE, STE 430

BREMERTON WA 98337-1408
- Fur Pnparwork Reduction Act Notlae and OMB Control Numbers, sae the Inairuattansfor Form B500-8F,  Form GBOD-SF %’112&
10-1 —14 wi

3 ,
17551014 755302 2618~550 2014.04030 ADVANCED MEDICAL IMAGING, L 2618-551



Form 5500-8F 2014 Pape 2

G5 Ware aff of the plan's assets during the plan year invested In eligible assets? (See Instructions.y ... . . B[ Yes U No
b A you claiming a walvar of the annual examination and raport of an independent gualltied public accountant
{IQPA} under 20 CFR 2520.104-467 (Ses instructions on waiver oligibility and conditions.) . e . [} Yoo D No

It you answerad "No* to elther line 8a or line 8h, the plan cannot use Form 6500-SF and muat lnateau usg Fur‘ 6600.

C il the plan s 4 datingd benetit plan, is it covesod under the PBAE Insurance ERISA sacton 402137 .. UYes ﬂ Nof daterminer
art 1 inancial Information 7
7 ___Plan Assete and Liabifities —_ | __ia) Beglnning of Year {b) End.of Year
B TOtlDIANABEOIS 0 e s s s oAt b S S 2o LB 11613628 118221580
b Totglglgmgg]mgs . we | 7B i
© _Not plan aeses(subtr&at[fng T i) 11613628 11822150
Jnsome, Expenses, and Transfors for this Rlan Year _ . - {e) Amount . JoTotal
a Cantribuiiona receivad or recslvable from: e
(1Y ETIIOVOIE et s dhb R 634 A3 ML 8al1) 472721
(2) Partiolpants s T s |BE(8) 352793
e (B Ors nelucting roligvars) S s st SN N S
b Giherincoms (loss) - N N 8 608836 1 8T
C._Toial ncome fadd Hnss 8a(i), 83‘2!, Ba{ﬁ!, hd [1]+) N Bg . s .
d Bonafita pald (ihatuding ditaot rollovars and lnsuranca pramiums 1o provide R
benefits) ... o R i 1225808 | STATEMENT 2.
8 _Ceriain dsamad gndlorcorrgcliva gtainbatlons gsee ingt:ug!igngﬁ N i
i Adrinletrative servige piovidors (satariss, faos, coMMissions) ..o | 8f e L
9 Qstgaraxggnsaa LA LA A LA L L3 £ AL 240 1A LS AR 122 bt D e it
dd ines Bg, 8o, BLand 8a) Lo ah, | R k225808
gatmcgmgﬁggg} (subtract ing 8 from Ine SO I A . 208522
1D.1 ergetrreseatensa e e e sensssngipnesend o O . e

Ba | irie p!ah provldes penslon benehts. enter the appficable panslon faature codes from the List of Plan Oharaetensllc Godes in the Instruotluna

@E 26 27 2K 2R 2T 3B 3H

If the plan provides welfare benatite, snter the applivable wolfare feature codes from the List of Plan Characterstic Codes in the Inatructioha:

Frért V] Gompilance Questions
10 During the pian vear: Yes | No Apunt

& VVas theran fallure to rangmit to the plan any participant conl:iutions within the time patiod doseribed
In 29 CRA 2510,3-1027 (Sew instruclions and DOL's Veluntary, Fiduglayy Cograction Program.) | 108 X

b Wera there any nonexempt trangactions with any party-ndnterest? (Do not include

tr ggsg.gugna [eggﬂgd att ling ]09.) wsanaace 108 .4 .
pljt i | 1081 ¥ 500000
éi Dld the plan hava a losa whather or nat mimburead by the plan s fldslity band that
_wasoaused by fraud of dishonssly? | s L i0d | X

B Ware any feaa or commisalons-pald to any brokers, agents, or gther porsons by &n Inawrance
oariler, insUrance service, or other organization that provides soime or all of the benatits under

ihe pian? (See Instruotions) ... s 108 4
. Hag the plan falled to provide any ggngm whag due undartha p!gt_p? - psrapegerengn ] 10F b4
g Did the plan have any partigipant loans? {if “Yes," enter amount as of y_aar 102 TR K 1+ X
h 1f this is sn Individust account plan, was there a blackout perfod? {Eee instructions '
and 28 GFR 2620. 1018y i N e Lt0R X ;
b 10h was answarad "Yas,” check the box if you aithe: provldad 1he required notioe oF one B Ll
g.5pp! oy 20 OFR 25201018 i, 0., . O A S U

L Pansion Funding Compliance
(£ Is thls a detined benefit plan subject to minlmum funding requirernents? (If "Yes,“ ses Instructions and complete
Schedule 5B (Form §500) a
! L Q Enter the. unggld minimum reguired con{flbukfan for currggt [gg[ !IQL‘Q Sggadule $B (Form 55001 Ine 89 I e ] I s
12__ s this  datined contribution pran subleet t tha minkmum funding requiremants of seatton 412 of the Goda or Seation 392 o ERIS A?_A._.U_..JIEL.—HEQ»

If "Yas,” go te Ing 12a or fines 12b, 12¢, 'i2d, and 128 belo jcable )
8 |f & waiver of the minimum funding standard for a prior year is belng amortlzed in this ptan year, sve Instrustions, and entsr the date of the lefter
. ruling granfing the waiver. i cetsar s AONTH Day Yegr

HB5T2 10-13-14

4
17551014 755302 2618-550 2014,04030 ADVANCED MEDICAL IMAGING, L 2618-551



