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[ Part | | Annual Report Identification Information

For calendar plan year 2015 or fiscal plan year beginning  01/01/2015 and ending

12/31/2015

a single-employer plan
A This return/report is for:

D a one-participant plan D a foreign plan

B This return/report is D the first return/report D the final return/report

D an amended return/report

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)

C Check box if filing under: D Form 5558 D automatic extension |:| DFVC program
D special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
THE CENTER FOR DIGESTIVE AND LIVER HEALTH AND THE ENDOSCOPY CENTER 401(K) PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2011
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 58-2570563
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 S )
THE CENTER FOR DIGESTIVE AND LIVER HEALTH, LLC C Sponsor's telephone number
912-790-2696
2d Business code (see instructions)
1139 LEXINGTON AVENUE
SAVANNAH, GA 31404 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 plan year 5a 70
b Total number of participants at the end 0f the PIAN YE&I .........c.cccueveevieereeeieeeieeeee et es st nessns 5b 72
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
(ol laa] o] (=] (R (g TSR] (=T 11 IR TSP PP P P PPRP PR 48
d(2) Total number of active participants at the beginning of the plan YEar .............cccoriririiinieseeeee e 5d(1) 53
d(2) Total number of active participants at the end of the Plan YEaT.............cccovevcueveeievceeieee e 5d(2) 57
€ Number of participants that terminated employment during the plan year with accrued benefits that were less 5e 0
ENAN 1000 VESTEA. ...ttt ettt ittt ittt sttt ekttt ettt sttt e st esh et eeh e ekt e 4kt e e eh e e £ e eh e ek £ e b e eh et eh e e et et e b et n e e nnnennr 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. 04/16/2016 LYNNE MARINI
HERE
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 )

Preparer’s telephone number

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

Form 5500-SF (2015)
v. 150123
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C

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCLIONS.) .......ccueiriiiieiriiie e Yes D No
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.) .............ccccoviiiiiiiiiii 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.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes D No D Not determined

| Part Il | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlAN ASSELS......cueiviierieieeiiteeieieeeiee et 7a 4686507 4666812
Total plan abilities .............c.ccoevieviiiiiiiiciiccccce e 7b 0 20
Net plan assets (subtract line 7b from line 7a) ...............cccccoceveuenen. 7c 4686507 4666792
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..o nenenneneen 8a(1) 125487
(2) PAtICIDANTS ..o en e eneeeeneenenns 8a(2) 222226
(3) Others (including rollOVErS) .........cvvveiiiiiieiiiiiiiceieeee 8a(3)
Other iNCOME (I0SS) ......cueeiuuiiiiiiiieee e 8b -25262
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ........................ 8c 322451
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENETILS) .........oovveveveeeeeeeeeeieeeeeeeeeeeeeeeeeeeeeerree. 8d 312357
€ Certain deemed and/or corrective distributions (see instructions)....| 8e 13177
f Administrative service providers (salaries, fees, commissions)........ 8f 16632
0 Other eXPENSES .....c.covoiiiiiiiiiieiciecce e 8¢
h Total expenses (add lines 8d, 8e, 8f, and 8g)............c.c.cccovevveuenr.... 8h 342166
i Netincome (loss) (subtract line 8h from line 8c) .............c............. 8i -19715
j Transfers to (from) the plan (see instructions)..........ccccoeeviiieiiieeenne 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 2T 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 | N/A Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
PPOGIAM) ..vovveeeecee et eesecteseseeess s e s s et e s e s eee s s s s tesseeesenssses et et s setensnsas st ssenseesssssssnsnsansasnsnsenansnnsnes] 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.) cv.v.vvveiieceevieteis ettt ettt bttt st ss s s s b s st s s s nnne) 10b X
C Was the plan covered by a fidelity DONA?.........c.oooviiiiiii e 10c X 300000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUT OF GISNONESY? .........vveeeeeeeeeeee et en e eenesesnnesesneneenessenesens] 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 INSITUCIONS.)........cveiuiiieciiee ettt ettt ettt e te e aesbeesesteensesaenaesnsenne 10e X 16632
f Has the plan failed to provide any benefit when due under the plan? .........c.cccoceeveveereereveeeerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..............ccoceeeee 10g X 16333
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.100-3.) 1ttt etee ettt ettt ettt e bt e bt et e e enbe ekt e enbeeaheeen bt e akee e beeeteaenbeeanseenneeentanbeeateeanbeenneeens ] 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........ccccooeiiiiiiiiiienniieeeniieeend] 10i
j Did the plan trust incur unrelated business taxable INCOME? .........cccceiiiiiiiic e 10j 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) ANG TINE LLA DEIOW). .ttt ettt ettt sttt et et st st st st es e et st et st s e e ea et st et e e et e eeeEeE et eE et e eseEeE et eE e L e e eeAeEse et e s eEeE et se et st seseesh et en st e nsererneas D Yes D No
11a Enter the unpaid minimum required contribution for all years from Schedule SB (Form 5500) line 40............................. J 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?...l D Yes No
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(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
GraNtiNG the WAIVET. ..ottt ettt e e sbb e et e sbeesbeeebeeneneenreenen Month Day Year

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 YEAT .............c.coviiieeeoeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeean 12b
C Enter the amount contributed by the employer to the plan for this plan year ..............ccccoviiieiicie i 12c
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
Lo FE Y=Y U (0T ) PP
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?................c..ccc.cccoeeveveereeeerencnn.. I:I Yes D No D N/A
|Part )l | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in @ny PIAN YEAr? .............ccceeueveviieeiieeeeieees et D Yes |X| No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoeiiiiiiiiiiicnicnce 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control D Yes No
[ Ll o 2T O TP PP PPPTPPPRPPPP
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
14a Name of trust 14b Trust's EIN
14c Name of trustee or custodian 14d Trustee’s or custodian’s
telephone number
Part IX | IRS Compliance Questions
158 15 the Plan @ 40L(K) PIANT ....c.cviveiiiieiieteiete ittt ettt ettt ettt b bbbt b bbb es s s b s s bbb s s se e s s b s s s seaas D Yes D No
Design-
15b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer I:I based safe D ADP/ACP
matching contributions (as applicable) under sections 401(Kk)(3) and 401(M)(2)?.....ceeiirreeiimieeriiee e e harbor test
method
15c¢ If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current year |:| Yes D No
testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and 1.401(m)-
2()(2) (1)) 2 ettt ettt ettt ettt ettt ettt e bt eateteeatesteeheesteReest e teenteteenseateen s e ateeRens e ReeRteteeRe et e eteenteeteenneeneennenneaneerearaan _
- . . . Ratio D Average
16a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section 410(b): ....... percentage benefit test
test
16b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining I:I Yes D No
this plan with any other plans under the permissive aggregation TUIES? ........uuiiiuie e eiieeesieeesieeesiteaessieeesseeeeaseeeasnees
17a Has the plan been timely amended for all required tax |aw ChANGES?.........c..vcveveueieeeeeee e enenna I:I Yes D No I:I N/A
17b Date the last plan amendment/restatement for the required tax law changes was adopted / / . Enter the applicable code (See instructions

for tax law changes and codes).

17c If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or

advisory letter, enter the date of that favorable letter / / and the letter’s serial number

17d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan’s Iast favorable
determination letter / / .

18 Is the Plan maintained in a U.S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has been I:I Yes D No
made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin Islands)?........

19 Were in-service distributions made during the PIAN YEAI? .............coceuiveveiieieieieeeeeieieee et esse et se e enssaeaas |:| Yes D No
LI =10 (=T = 1 (o TU 3 TPV STPPRUPPOPRPPIN 19 ‘

20 Were required minimum distributions made to 5% owners who have attained age 70 ¥ (regardless of whether or not D Yes D No D N/A
retired), as required UNder SECHON 40L(A)(9) 2 .. e tttittitteiit et stt ettt s bt e sttt et e e sts e et e ese st eteeshr e e areshb e e bt e sin e ebbesbneesreesineanee




SUMMARY ANNUAL REPORT FOR
THE CENTER FOR DIGESTIVE AND LIVER HEALTH AND THE ENDOSCOPY CENTER 401(K) PLAN

This is a summary of the annual report for the THE CENTER FOR DIGESTIVE AND LIVER HEALTH AND THE ENDOSCOPY
CENTER 401(K) PLAN (Employer Identification Number 58-2570563, Plan Number 001) for the plan year 01/01/2015 through 12/31/2015. The

annual report has been filed with the Employee Benefits Security Administration, as required under the Employee Retirement Income Security Act of
1974 (ERISA).

Basic Financial Statement

Plan expenses were $342,166. These expenses included $16,632 in administrative expenses and $312,357 in benefits paid to participants
and beneficiaries, and $0 in other expenses. A total of 72 persons were participants in or beneficiaries of the plan at the end of the plan year, although
not all of these persons had yet earned the right to receive benefits.

The value of plan assets, after subtracting liabilities of the plan, was $4,666,792 as of the end of the plan year, compared to $4,686,507 as
of the beginning of the plan year. During the plan year the plan experienced a change in its net assets of -$19,715. This change includes unrealized
appreciation or depreciation in the value of plan assets; that is, the difference between the value of the plan's assets at the end of the year and the
value of the assets at the beginning of the year or the cost of assets acquired during the year. The plan had total income of $322,451, including
employer contributions of $125,487, employee contributions of $222,226, other contributions/other income of $0 and earnings from investments of
-$25,262.

Information Regarding Plan Assets

The U.S. Department of Labor’s regulations require that an independent qualified public accountant audit the plan’s financial statements
unless certain conditions are met for the audit requirement to be waived. This plan met the audit waiver conditions for the plan year beginning
01/01/2015 and therefore has not had an audit performed. Instead, the following information is provided to assist you in verifying that the assets
reported on the Form 5500 were actually held by the plan.

At the end of the plan year, the plan had qualifying plan assets at Voya Financial $4,621207.31. The plan receives year-end statements
from these regulated financial institutions that confirm the above information.

The remainder of the plan’s assets were held in individual participant accounts with investments directed by participants and beneficiaries
and with account statements from regulated financial institutions furnished to the participant or beneficiary at least annually and loans to participants
and other qualifying assets.

Plan participants and beneficiaries have a right, on request and free of charge, to get copies of the financial institution year-end statements.
If you want to examine or get copies of the financial institution year-end statements, please contact Lynne Marini, who is a representative of the plan
administrator, at 1139 LEXINGTON AVENUE, SAVANNAH, GA 31404 and phone number, 912-790-2696.

If you are unable to obtain or examine copies of the regulated financial institution statements, you may contact the regional office of the
U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) for assistance by calling toll-free 866-444-EBSA (3272). A listing
of EBSA regional offices can be found at http://www.dol.gov/ebsa.

General information regarding the audit waiver conditions applicable to the plan can be found on the U.S. Department of Labor Web site at
http://www.dol.gov/ebsa under the heading "Frequently Asked Questions."

Your Rights to Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in that
report:

1. Insurance information, including sales commissions paid by insurance carriers.

To obtain a copy of the full annual report, or any part thereof, write or call the office of Lynne Marini, who is a representative of the plan
administrator, at 1139 LEXINGTON AVENUE, SAVANNAH, GA 31404 and phone number, 912-790-2696. The charge to cover copying costs will
be $1.50 for the full annual report, or $0.25 per page for any part thereof.

You also have the right to receive from the plan administrator, on request and at no charge, a statement of the assets and liabilities of the
plan and accompanying notes, or a statement of income and expenses of the plan and accompanying notes, or both. If you request a copy of the full
annual report from the plan administrator, these two statements and accompanying notes will be included as part of that report. The charge to cover
copying costs given above does not include a charge for the copying of these portions of the report because these portions are furnished without
charge.

You also have the legally protected right to examine the annual report at the main office of the plan: 1139 LEXINGTON AVENUE,
SAVANNAH, GA 31404, and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department of Labor upon
payment of copying costs. Requests to the Department should be addressed to: Public Disclosure Room, Room N-1513, Employee Benefits Security
Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.
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| Partl | Annual Report Identification Information

For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending

12/31/2015

a single-employer plan
A This return/report is for:

D a one-participant plan D a foreign plan

D the first return/report

I:l an amended return/report

B This return/report is D the final return/report

C Check box if filing under: D Form 5558

D special extension (enter description)

|:| automatic extension

|:| 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)

|:| DFVC program

| Part Il | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
THE CENTER FOR DIGESTIVE AND LIVER HEALTH AND THE ENDOSCOPY CENTER plan number |001
401 (K) PLAN (PN) P
1c Effective date of plan
01/01/2011
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 58-2570563
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢ S e b
THE CENTER FOR DIGESTIVE AND LIVER HEALTH, LLC ¢ =polisorsidiepiienc aumber
912-790-2696
2d Business code (see instructions)
1139 LEXINGTON AVENUE 621111
SAVANNAH GA 31404
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 plan year.. 5a 70
b Total number of participants at the end of the plan year ........... 5b 72
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5¢c
completethisiitem) mremrmririm s a  R R R R R R  E E T 48
d(1) Total number of active participants at the beginning 0f the PIAN YA ............c.iueeueeeeeeeerereeeneeereseneeeesesesesesenesenes 5d(1) 53
d(2) Total number of active participants at the end of the Plan YEar..............ccowvvervvereseeeeseesssseeessseesessessesesessesees 5d(2) 57
€ Number of participants that terminated employment during the plan year with accrued benefits that were less 5
e
thain 100% vested sdihmnmemineiinnehasrn dam i i b e e e R B B e ety 0

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

SB or Schedule MB/completed

Under penalties of %jﬂw and otaer penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule

1d,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 cofrect,.and co e. ey ,

SIGN e AU~ _— 7/10[20]¢|Lynne Marini

Ene SigAaturﬂ of plan administrator D‘at'e . Enter name of individual signing as plan administrator

SIGN

Al 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 )

Preparer's telephone number

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

Form 5500-SF (2015)
v. 150123
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCONS.) ..........c.vveveveveeeeeeeeeeeeeiesesesiesereesns

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.) ...........ccceveririereirieieienrie et
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 D No
Yes D No

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 D Not determined

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PIAN ASSELS........ceoeeeeceeeeeceeeeeeeeeeeeeeeseeeeeseeseeeesceseseeseseasneene 7a 4686507 4666812
b Total plan labilities ..............cooeueevereeeereeieeeeeieeeeeeeeeeeceeeeeseeeereeseeens 7b 0 20
C Net plan assets (subtract line 7b from line 7a) .........cccocecevvrvvruenee. 7c 4686507 4666792
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EmPIOYETS . cccciinuiisiiniiiiiiniiitsimninsniisbassssisissismnsssing 8a(1) 125487
(2) Participants........................... .| 8a(2) 222226
(3) Others (including rollovers) ..... ... 8a(3)
D Other iNCOME (I0SS) ....vveeeeeeeeeeceeeeeecieeececeeeeieees i seeeeseseessaeeesseees 8b -25262
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 322451
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits) .......ccoceeoiiiiniieiicee e 8d 312357
€ Certain deemed and/or corrective distributions (see instructions)...| 8e 13177
f Administrative service providers (salaries, fees, commissions)........ 8f 16632
g Other eXPEeNSEeS ..o 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g)..........ccccccevvevrveremnee.. 8h 342166
i Netincome (loss) (subtract line 8h from line 8c) .. 8i -19715
j Transfers to (from) the plan (see inStructions)..........cc.cevuevveevereeeenns 8j
PartIV | 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 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 |Compliance Questions
10  During the plan year: Yes | No | N/A Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL's Voluntary Fiduciary Correction X
PrOGIAM ) issssssssrenssivessmsmsss s i s se s s e saT eSS VAR S T T3 oy A PV Eoo e B A O S RS e e e v e 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions e
[y a e Lo R 1] [T 0T e T — 10b
C Was the plan covered by a fidelity DONA?..........cocrurieeiieienimrenniricerennieeseterseresessssesessesssssessssssssssens 10¢c | X 300000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
by fraud or:diShONEStY? « cieiciinsiinm Hiiitiii i e iiitimosestensissins sissesasssssessisansdiasansitisnssassssuasassnsassassansse 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 X
the plan?(See Instruchions )isswnnsimmnnmrmmr s R T e 10e 16632
f Has the plan failed to provide any benefit when due under the plan? ..............cceererererernnssnssssnsenns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.) ..........cccceeeveuenene. 109 | X 16333
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR %
252000028 s i S P R S e S R e b S 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.......ccccvveviieceenerreeeecreeeeeens 10i
j  Did the plan trust incur unrelated business taxable INCOME? .........cc.evureerverernererineeeseessssee s 10j 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)iandiline 11a below)issmsevan huiiancanainisdannini. Shnrsn L. nma L s el i ilue Smenss,

|:| Yes D No

11a Enter the unpaid minimum required contribution for all years from Schedule SB (Form 5500) line 40................ccoo......... | 11a |

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 I:l Yes @ No




Form 5500-SF 2015 Page 3 -

(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
granting:the; WaIVER: s smasenmny i e e T S i s S T S S S e e A BRI Month Day Year

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 YEAT ..............eeeeeveeeeeereeeereesseseeseeseesesseseeseeseesesseseessesessessessessessssnns 12b

C Enter the amount contributed by the employer to the plan for this PIan YEar ................cceveveueeieeieeeeeeireeeeeeeeeeeeereeeeeeeeeerens 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 @MOUNE) Lttt ettt e teabeseteerenseneesensennerensesseneenean

[]ves []No [] A

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.........
IPart Vil | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny Plan YEAI? .........cveiieeeeeceeeeecreeeeeee et D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .... 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control I:I Yes BI No
of the PBGC 2. .ot v ihnieidibiniia i i mivvinshis e sssss s e sess s oos e s ot T v et Bt e o v oo s s oot
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.)
13¢c(1) Name of plan(s): 13c¢(2) EIN(s) 13¢(3) PN(s)
Part VIl | Trust Information
14a Name of trust 14b Trust's EIN
14c Name of trustee or custodian 14d Trustee's or custodian’s
telephone number
PartIX | IRS Compliance Questions
R T T P o SN I S T TN [] ves [INo
Design-
15b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and employer |:| based safe D ADP/ACP
matching contributions (as applicable) under sections 401(k)(3) and 401(M)(2)?....ccccvrrrreerrrererrerenrererereereeeseseseeresssesesnens harbor test
method
15¢ If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current year |:| Yes D No
testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and 1.401(m)-
(A 2 (i) ) P s e T S T A s L T 0 e S s s O iy
Rallo D Average
16a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section 410(b): ....... percentage benefit test
test
16b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining D Yes D No
this plan with any other plans under the permissive aggregation MUIES? ............c..coueeueeuiiueiieeuieeieieeeieeeeisteeeeeereseeseseenenne
17a Has the plan been timely amended for all required taX 1aW ChANGES?............vu.veeureeeereeeereeseseesereeeseseeseeseeesssesesesesesseens D Yes [I No D N/A
17b Date the last plan amendment/restatement for the required tax law changes was adopted ... Enter the applicable code (See instructions

for tax law changes and codes).

17¢ If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or
advisory letter, enter the date of that favorable letter and the letter’s serial number

17d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan's Iast favorable
determination letter

18 Is the Plan maintained in a U.S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has been D ise D N
made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin Islands)?........ 2
19  Were in-service distributions made dUMNG the PIAN YEAI? .........eeeeeeeeereereeeeeesesseseessesscessessesssssessessesssssessssessaesesees s D Yes D No
If:“Yes: enteramount zasses s i s S e i L e e il sl 19 |
20 Were required minimum distributions made to 5% owners who have attained age 70 % (regardless of whether or not
Y N N/A
retired),.asitequired under SeCtion 401(@){0) scxmsirsssmsmmamimsivssimamssmenss ssdssaissemmsss s s is s S AT TETaesIaTs D = I:] = D




