Form 5500 Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2014
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part 1 | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A This return/report is for: |:| a multiemployer plan; D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions); or

a single-employer plan; D a DFE (specify)
B This return/report is: |:| the first return/report; D the final return/report;
an amended return/report; D a short plan year return/report (less than 12 months).
C Ifthe planis a collectively-bargained plan, check here. . .. ... ... .. > D
D Check box if filing under: Form 5558; D automatic extension; D the DFVC program;
|:| special extension (enter description)
Part Il Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit plan 001
LIFETREE CLINICAL RESEARCH 401(K) PLAN number (PN) »
1c Effective date of plan
01/01/2007
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification
LIFETREE CLINICAL RESEARCH Number (EIN)
72-1559845
2C Plan Sponsor’s telephone
number
3838 SOUTH 700 EAST, STE. 202 801-892-5117
SALT LAKE CITY, UT 84106 -
2d Business code (see
instructions)
621510

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 accompanying schedules,
statements and attachments, 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
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
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.

Form 5500 (2014)
v. 140124
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3a

Plan administrator's name and address DSame as Plan Sponsor

LIFETREE CLINICAL RESEARCH

3838 SOUTH 700 EAST, STE. 202
SALT LAKE CITY, UT 84106

3b Administrator's EIN
72-1559845

3C Administrator’s telephone
number
801-892-5117

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 ‘ 206
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YE&T ................ccccevevieiverieeieeeeeee e 6a(1) 197
a(2) Total number of active participants at the end of the PIAN YEA ........cc.cc.eveeveveeverreereeeeeeeeeeeeeseeeees s ses s 6a(2) 175
b Retired or separated participants reCEIVING DENEFILS ..............ovvrurrereieieeeeeeeeeeeeeeetete et e et et s s st e e te et e s s s s s e eeeseeesenesen s 6b 0
C Other retired or separated participants entitled to future DENEFItS. ..o 6¢c 14
d  Subtotal. Add lINES BA(2), B, ANA BC. ......ceeeeeevereeeeeeeeieeeeeteteteeeee et et e te e eeesees e eetesees s eseteestess s esessessstesess s esesetesesessenessseenanas 6d 189
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccceviiiiiiii i, 6e 0
T Total. AddINES BU BNG BE. ....cvvivvveieiiiieececte ettt ettt ettt a ettt bbbt b et e st et et et et bt s s s s e s et et et et es s s s s seeens 6f 189
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEIM) ....vvoveecee ettt ettt se st es et s st et ee s s et s e e e e s s e e et ene st en e e et s e ne et en s ee et s st et s e tssnenseneneeeesneneansnees 69 77
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S than 100Y6 VESIEA .....cv.eveeseiseesesssssstssssssssesssesssssessssems et emsers s s et s et es st e st ee e ss e sttt ettt sttt ettt ensen st ansneas 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 2J 2K 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts 2) |:| Code section 412(e)(3) insurance contracts
?3) Trust 3) Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) ) H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money 2) |:| I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ©) 1 A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |_| G (Financial Transaction Schedules)
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Part IlI Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) .o e [] Yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2014 Form M-1 annual report. If the plan was not required to file the 2014 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to
enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury

Internal R

evenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2014

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning  01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
LIFETREE CLINICAL RESEARCH 401(K) PLAN plan number (PN) > 001

C Plan sponsor's name as shown on line 2a of Form 5500

LIFETREE CLIN

ICAL RESEARCH

72-1559845

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

JOHN HANCOCK LIFE INSURANCE COMPANY

men | @ne [ 0 comaor [ @) Amromae e Polcy o cankacl oo
code identification number policy or contract year (f) From (9) To
01-0233346 65838 65892 189 01/01/2014 12/31/2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

7825

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

AMEGY INVES

TMENTS, INC.

310 S. MAIN ST.
SALT LAKE CITY, UT 84010

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

7250

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

APA BENEFITS, INC.

8899 S. 700 E., STE. 225
SANDY, UT 84070

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

575

5

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

Schedule A (Form 5500) 2014
v. 140124
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code
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Part Il Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end 5 1678057
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAMTIEI..........ceuiieeeeeeeeeeceee ettt ee et ee ettt ee et sttt et e e e s et st e e e enn s s s eeen 6b
C  Premiums due but unpaid at the end Of the YEaAr............eeiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCy, ENTEr AMOUNL. ..........coiiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies ) D group deferred annuity
3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (6] D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment 4) other P GROUP ANNUITY
b Balance at the end Of the PrEVIOUS YOI .............c.c.c.ceiirieeeeeeeeeeeeeeeeeseeeeeeeeeeeeee e neneas s eeeenenenneen | 7b 0
C  Additions: (1) Contributions deposited during the year............c.c.ccccocevvveennnne 7c(1) 0
(2) Dividends and credits.................... 0
(3) Interest credited during the year 0
(4) Transferred from Separate aCCOUNL...............cccoeeeeeieeeereeeeeseseeeeseeenenas 7c(4) 0
(5) Other (specify below) 0
4
(B)TOLAL AUUIIONS ...ttt ee et ee st et e e s st ee s et s e et ee et en s e e et s et en et s et eeenenees 7c(6) 0
d Total of balance and additions (add iNeS 7b @Nd 7C(B)). ..eveveveverereeerieeeeeeeee et et ete ettt ee et eeen e | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made by carrier 7e(2) 0
(3) Transferred t0 SEPArate ACCOUNL..............o.eeevrvrereeeieeeseeeeseeseseseeneseeeeneenas 7e(3) 0
(4) OthEr (SPECITY DEIOW) ...ttt 7e(4) 0
4
(5) TOtal EAUCHIONS......veeeviciieieeie ettt ettt sre et e e e sreennes 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 0
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Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM.........uuviiieeeeiiieieee et e e e e e e
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reserve 9a(3)

(@) Earned ((1) + (2) = (3))-rvveereeeereremeeeeeeeseresseeisnnes

b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESEIVES ..........cc.ceeveeeveeeeeeeeeeeeeeeneeeens 9b(2)
(3) Incurred claims (2Ad (1) AN (2)) +.oveerveeeeereeeeereeeeere et esteeeeereereeetesseesteatestesreeereaseessesseesseaneessesseesreeseessesneens 9b(3)
(NN Y Tl a =T (o T=Y RSO 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AA) COMMISSIONS ....veveveveeeeeeee ettt eee et e et et ete et et ens e areaaeeee s 9c(1)(A)
(B) Administrative service or other fees..............ccceevveveeeveeeeeeeenennn 9¢c(1)(B)
(C) Other SPECific aCQUISIION COSES .........c..eveveeeeeeeeeieeeeeeeserseseesseeeans 9c¢(1)(C)
(D) OthET EXPENSES. ... eees e eee e 9c(1)(D)
(E) TAXES c.eveeeeeeeeeeeeee et eesee sttt en s en st en e eneneeaas 9c(1)(E)
(F) Charges for risks or other contingencies..............ccovevevvrereeeernenn. 9c(1)(F)
(G) Other retention CRAIGES .......v.veevevreeeeeeeeeerereeeeeseseeseesesesereseenees 9c(1)(G)
(G TSIt I (=3 (=1 1 (1o TR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).......ccovveennn. 9c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . 9d(1)
(2) CIAIM FESEIVES ...ttt ettt ee et e e s e et et e s et e e et e s et e s e et e se et et e ee et easeeeseesete et et e s etenseteseesean e eeens 9d(2)
(B) OtNEI TESEIVES. .....evevetetee ettt ettt et e et e et e teeteeteete et e st esseseeteeteetesteetestessenseteeteste b estessensesseasetestesensensaseas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .........cccovveieiiiiiinnens 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAITIEN ..........ocuuiiiiii i 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............cccccveernnne 10b
Specify nature of costs P
Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. »



SCHEDULE C

Service Provider Information OMB No. 1210-0110
(Form 5500)

2014

Department of the Treasury

This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service

Retirement Income Security Act of 1974 (ERISA).

Department of Labor

) This Form is Open to Public
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending  12/31/2014
ALIF,\lEqrnEQ%Efg:ﬁrllIICAL RESEARCH 401(K) PLAN B Three-digt
0 plan number (PN) 4 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LIFETREE CLINICAL RESEARCH 72-1559845

Part | |Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the

plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation

a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2014

v.140124
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2014

Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

JOHN HANCOCK LIFE INSURANCE COMPANY

01-0233346
(b) (c) (d) (€) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
15 RECORDKEEPER 88
Yes|:| No YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)

o) © o) NI O N NON
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes|:| No|:| YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)

(b) ©) (d) e o0 _ @ UM
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sSponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes |:| No |:|

Yes D No D

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

o) © o) NI O @ NON

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
Yes|:| No|:| YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)

(b) ©) (d) e o0 . o UM
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes|:| No|:| YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)

(b) ©) (d) e o0 . @ UM
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sSponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes |:| No |:|

Yes D No D

Yes D No D
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

() Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

() Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part 1ll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)
b EIN:

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2014

This Form is Open to Public

Inspection.
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
LIFETREE CLINICAL RESEARCH 401(K) PLAN plan number (PN) > 001

C Plan or DFE sponsor’s name as shown on line 2a of Form 5500
LIFETREE CLINICAL RESEARCH

D Employer Identification Number (EIN)

72-1559845

Part |

(Complete as many entries as needed to report all interests in DFES)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE: JH LS AGG ACTIVE STRATEGY

b Name of sponsor of entity listed in (a): JOHN HANCOCK USA

d Entity P

€ Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN 01-0233346-000 code 103-12 IE at end of year (see instructions) 234157
a Name of MTIA, CCT, PSA, or 103-12 IE: JH LS GROW ACTIVE STRATEGY
o ) JOHN HANCOCK USA
b Name of sponsor of entity listed in (a):
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
- 01-0233346-000 ’ ’ ’ 236287
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: JH LS BAL ACTIVE STRATEGY
JOHN HANCOCK USA
b Name of sponsor of entity listed in (a):
C EIN-PN 01-0233346-000 d Entity P € Dollar value of interest in MTIA_, CCT,'PSA, or 577551
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: JH LS MOD ACTIVE STRATEGY
o . JOHN HANCOCK USA
b Name of sponsor of entity listed in (a):
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
- 01-0233346-000 ’ ’ ’ 118507
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: JH LS CON ACTIVE STRATEGY
JOHN HANCOCK USA
b Name of sponsor of entity listed in (a): © OcKU
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 01-0233346-000 code 103-12 IE at end of year (see instructions) 42743
a Name of MTIA, CCT, PSA, or 103-12 IE: DFA INTERNATIONAL VALUE
o . JOHN HANCOCK USA
b Name of sponsor of entity listed in (a):
C EIN-PN 01-0233346-000 d Ent|ty P € Dollar value of interest in MT'A, CCT,PSA, or 4527
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: DFA US TARGETED VALUE FUND
o ) JOHN HANCOCK USA
b Name of sponsor of entity listed in (a):
C EIN-PN 01-0233346-000 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 7295

code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2014
v. 140124
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Name of MTIA, CCT, PSA, or 103-12 |IE: KEELEY SMALL CAP VALUE

o . JOHN HANCOCK USA
Name of sponsor of entity listed in (a):

EIN-PN 01-0233346-000 d Entity =) € Dollar value of interest in MTIA, CCT,'PSA, or 4489
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: SMALL CAP GROWTH FUND

o ) JOHN HANCOCK USA
Name of sponsor of entity listed in (a):

EIN-PN 01-0233346-000 d Entity P € Dollar value of interest in MTIA_, CCT,'PSA, or 6964
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |IE: MID CAP STOCK FUND

o . JOHN HANCOCK USA
Name of sponsor of entity listed in (a):

EIN-PN 01-0233346-000 d Entity =) € Dollar value of interest in MTIA_, CCT,'PSA, or 4798
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |[E: EUROPACIFIC GROWTH FUND

- . JOHN HANCOCK USA
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
-PN 01-0233346-000 ’ ’ ’ 47592
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE: MID CAP INDEX FUND
o ) JOHN HANCOCK USA
Name of sponsor of entity listed in (a):
EIN-PN 01-0233346-000 d Entity =) € Dollar value of interest in MTIA_, CCT,'PSA, or 2344
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: VALUE FUND
o . JOHN HANCOCK USA
Name of sponsor of entity listed in (a):
EIN-PN 01-0233346-000 d Entity P e Dollar value of interest in MTIA_, CCT,'PSA, or 62559
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |E: JOHN HANCOCK DISCIPLINED VALUE
JOHN HANCOCK USA
Name of sponsor of entity listed in (a):
EIN-PN 01-0233346-000 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 66618
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: THE GROWTH FUND OF AMERICA
o . JOHN HANCOCK USA
Name of sponsor of entity listed in (a):
EIN-PN 01-0233346-000 d Ent|ty P € Dollar value of interest in MT'A, CCT,PSA, or 260514
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |[E: TOTAL RETURN FUND
o ) JOHN HANCOCK USA
Name of sponsor of entity listed in (a):
EIN-PN 01-0233346-000 d Entity P € Dollar value of interest in MTIA, CCT,'PSA, or 1112
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN code 103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

OMB No. 1210-0110

2014

This Form is Open to Public

» File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation
For calendar plan year 2014 or fiscal plan year beginning  01/01/2014 and ending  12/31/2014
A Name of plan B  Three-digit
LIFETREE CLINICAL RESEARCH 401(K) PLAN
plan number (PN) 4 001

C Plan sponsor’s name as shown on line 2a of Form 5500

LIFETREE CLINICAL RESEARCH

D Employer Identification Number (EIN)
72-1559845

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ...........ccccoiiiiiiii e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONHDULIONS. ..........veeereieeieeeeeeeeeee st en s eeeeenas 1b(1)
(2) Participant CONtHBULONS ..............oveuevevereseeeseeseeeeseseseseseseeneeeseneneenans 1b(2)
(3) OHNET...coeeeee e 1b(3)
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL). .ottt e e e e e ananes
(2) U.S. GOVEINMENE SECUILIES ......eeeeeeeeeeeeeeeeeeeeeeeeeeeeee e eeeeeen 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEA ...t 1c(3)(A)
(B) AlLOtNET ...ttt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEfEITEA ...ttt 1c(4)(A)
(B) COMMON...eiviiiieeeeees ettt ne ettt 1c(4)(B)
(5) Partnership/joint venture interests 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PArtiCiPANtS) ............coevevevrruerreerireeeseessessenneenans 1c(7)
(8) PArtiCIDANT I0ANS ........eveeeoeeeee e 1c(8) 3617 7826
(9) Value of interest in commOon/CollECHVE trUSES ............ceeeereeeeererereeeeenns 1c(9)
(10) Value of interest in pooled separate aCCOUNES ..........cocevevvrevrrrernnnnns 1c(10) 1232697 1678057
(11) Value of interest in master trust investment accounts ............................ 1c(11)
(12) Value of interest in 103-12 investment entities. ...........cocoovevveeeevevrenenn. 1c(12)
(23) \f/ueggz)of interest in registered investment companies (e.g., mutual 1c(13)
(14) Value of funds held in insurance company general account (unallocated | 1~ )
[o10] 11122 o1 ) F TP UT PP PUPPPPPTTOOE
(15) OHNET ..ottt 1c(15)

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

Schedule H (Form 5500) 2014
v. 140124
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1d Employer-related investments:

(1) EMPIOYET SECUIMIES ...ceiieiiiiiiiieieeee ettt e et e e e e e e
(2) EMPIOYET real PrOPEITY ..o ee ettt e e
€ Buildings and other property used in plan operation ............ccccoeveeercieeeennnen.

f Total assets (add all amounts in lines 1a through 1€) ..........ccccecvevvveveeennn.

Liabilities

0 Benefitclaims payable............ccoooiiiiiiii

N Operating PAYADIES .........ccveveveveveeeeecece e

i Acquisition indebtedness
| Other liabilities. ...........cc.vevevieereieeeeieecee e

K Total liabilities (add all amounts in lines 1g throughlj) ..........ccccoeuevenn..
Net Assets

| Net assets (subtract line 1k from [N 1) ..........ccovevoveveeeeeeeeeeeeeeeeeeeeeeees

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

1236314

1685883

1g

1h

1i

1

1k

1l

1236314

1685883

Part Il |Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income

a Contributions:

(1) Received or receivable in cash from: (A) Employers...........cccccooviiiieneen.

(B) Participants .......ccccceeveivinenenn.

(C) Others (including rollovers)....

(2) NoNCash CONHDULIONS .......ccoiiiiiiiiiiee e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)..............

b Earnings on investments:
(1) Interest:

(a) Amount

(b) Total

2a(1)(A)

151352

2a(1)(B)

324971

2a(1)(C)

2a(2)

2a(3)

476323

(A)

(B)
©
)
(E)
]
(©)]

(2) Dividends: (A) Preferred stock

(B)
©
)

Interest-bearing cash (including money market accounts and
certificates of dePOSIL).......coiuuriiiieiiiee e

U.S. GOVEINMENE SECUNLIES ...uvvvveeeeiiiiiiereeeeesiiiiiee e e e s snieareeeeeessnnennees

Total interest. Add lines 2b(1)(A) through (F)...

COMMON SEOCK. ..ottt
Registered investment company shares (e.g. mutual funds)..............
Total dividends. Add lines 2b(2)(A), (B), and (C)

(63 LTS 01 £ RS SSRR
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ............ccc.......

(B)
©

Aggregate carrying amount (See iNStruCtions) ...........ccccvvvveeeeeiivennnn.
Subtract line 2b(4)(B) from line 2b(4)(A) and enter result .................

(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...........c..c.......

(B)
©

(@43 T U ERRRS

Total unrealized appreciation of assets.
Add lines 2b(5)(A) @Nnd (B).......ceeeeiiiiiiiiiieeee e

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

195

2b(1)(F)

69087

2b(1)(G)

69282

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts........................ 2b(6)
(7) Net investment gain (loss) from pooled separate accounts..................... 2b(7)
(8) Net investment gain (loss) from master trust investment accounts............ 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities ...................... 2b(9)
(10) Net inve_stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds)...........cceeeiiiiiiiiiie e
C Other iNCOME.. ...t 2c
d Total income. Add allincome amounts in column (b) and enter total..................... 2d 545605
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 85825
(2) To insurance carriers for the provision of benefits............ccccooviiiiiiinnnn. 2e(2)
(B) OHNET .ottt ettt 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3)........cccccvvveererreureen. 2e(4) 85825
f Corrective distributions (S€e INStIUCHIONS) ........cvoveveveeeeeeeeeeeeeeeee e 2f
g Certain deemed distributions of participant loans (see instructions)................ 29
N INEEIESt EXPENSE ..o 2h
i Administrative expenses: (1) Professional fees............ccoeveeerereveverereeennnnn, 2i(1)
(2) Contract adMINISTALOr FEES.............cveveeeieeeeeeeeeeeseeeeseeeee et s e, 2i(2)
(3) Investment advisory and management fees. ........cccouiviieiiieiiiiiiiee e 2i(3)
(A) ONEI ..ottt ettt 2i(4) 10211
(5) Total administrative expenses. Add lines 2i(1) through (4)..........cccocovuu.... 2i(5) 10211
| Total expenses. Add all expense amounts in column (b) and enter total........ 2] 96036
Net Income and Reconciliation
k Net income (loss). Subtract ine 2j from N 2.............eeeecoeoocecereecesceresscersrersssriin 2k 449569
| Transfers of assets:
(1) TO NS PIAN.....veeeveceeeee ettt es et 2(1)
(2) FFOM thiS PIAN c..ecvvvveeeeeeeeeee et sesas 2(2)

Part Ill | Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
@) [ ] Unqualified @ [ ] Qualified 3) [ Disclaimer @) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? Yes D No

C Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name:ROMEO WIGGINS & CO. (2) EIN: 56-1627242

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, or MTIA.  (2) |:| It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GIAs do not complete lines 4a, 4e, 4f, 4q, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l.

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? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) ..... 4a X

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEO.) - oo eeee e ee e e e oo e e e e st e e e e s e e s e 4b X
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Yes No Amount

C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccccceviiiinenenn. Ac X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is
CRECKEE. ). e ee e e e et e e e e e e oo s e e e e et e e e e e e 4d X

€  Was this plan covered by a fidelity BONd? ...........oooiiiiiiii 4e X 500000

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF dISNONESLY? ..o e e et e e e e e e e e e aeeeas Af X

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer?...........ccccooevuieieeeeniiicinnnns 49 X

h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?......... 4h X

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format reqUIrEMENTS.) .......ccoiiiiuiiiiie i 4i X

i Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and

see instructions for format reqUIrEMENTS.) ........uueiiiiiiiiiiei e 4 X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control 0f the PBGC? .........coociiiiiiiiiiiiieeeiee e 4k
| Has the plan failed to provide any benefit when due under the plan?..........ccoccooeiiiiiiiiinneenn. 4

m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.) c.vt ittt h e E et E R bttt Rt b e bttt n et eene s 4m X

n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3..........cccceeeeiiiinnens an

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............ccceecuene |:| Yes No Amount:

5b  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.)

5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

5¢C Ifthe planis a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... |:| Yes |:| No D Not determined

|Part V |Trust Information (optional)

6a Name of trust 6b Trust's EIN




SCHEDULE R Retirement Plan Information OMS No. 12100110

(Form 5500) 2014
Department of the Treasury This schedule is required to be filed under section 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
o 6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public
epartment of Labor .
Employee Benefits Security Administration Inspection.

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500.

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
LIFETREE CLINICAL RESEARCH 401(K) PLAN plan number
(PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LIFETREE CLINICAL RESEARCH 72-1559845

‘ Part | ‘ Distributions

All references to distributions relate only to payments of benefits during the plan year.

1 Total value of distributions paid in property other than in cash or the forms of property specified in the

INSTIUCTIONS . ...ttt e e bbb e e e bt e e s b et e e e bt e e e s hb e e e s e b b e e e sab e e e e e sbb e e e sab e e e s baeeeesaneas 1 0

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):

EIN(s):

01-0233346

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan

L= LSOO TSP PPPPUT PR PPTPPPT 3
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part)
4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.......c..cccervevennaes |:| Yes |:| No |:| N/A

If the plan is a defined benefit plan, go to line 8.

5 I awaiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
deficiency not waived) ...................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan Year..............c.c.cvevevvvesrevererererernnnns 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEgatiVe @MOUNL) .........oooiiiiiiiie e e e e e 6c
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?.................cccccoveveurnenn. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other

authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
AdMINIStrator AGrEE WIth the CRANGE?.........c.eveeeeeeeeeeeeee e eeee e e et e et et et e et es e s en e eesseeeees s eeeeeeeseesseeeeeeeeseneseees D Yes D No D N/A

Part Il

Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

DOX. I N0, CHECK thE “NO” BOX......c.eviviviveieieieiiiiiitesieietete ettt s s D Increase D Decrease D Both D No

Part IV ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,
skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. : Yes |:| No
11 a Does the ESOP hold @ny Prefermed SIOCK? ..........cciiuitiiiriieiieieieteteesee st eeeees et sttt ee et s e sttt eses e b s es b en e ae e e enes : Yes |:| No

b Ifthe .ESOP has an outgtquing exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “DACK-t0-DACK” I0AN.) ........eiiiiiiiiii e e e e e e e e e e eanes

12 Does the ESOP hold any stock that is not readily tradable on an established SeCUrities Market?...........ccoeereenrrieneieniieenecens D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2014

v. 140124
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly |:| Weekly D Unit of production |:| Other (specify):




Schedule R (Form 5500) 2014 Page 3

14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

= T Yo U =Y 0T A== S 1l4a
b The plan year immediately preceding the CUITENt PIan YEaT..............ccceeeeveveeeeeeeeceeeeeeeees oo en e 14b
C  The second PreCeding PIAN YA .........ocuuii ittt ettt e ea et e ettt e e st e e et e et e nbbeeeaeeeeas l4c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year............ccccovcveevinen. 15a

b The corresponding number for the second preceding PIAN YEAY ..............coveveueeeeeererereeeeeeeeeereeeeseererenerenenes 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ..........ccccooiiiiiiiiiiiiiiieeeeeenes 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh Withdrawn EMPIOYEIS ... e e e s s e e e e s s r e e e e s s annreeeaaaaas

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENT. ... e s e e e e et e s s st e e s e s s s st s e e s e aanes |:|

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information to be included as an AttaChMENt ...t — ettt ——————————————————————————————————

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)

a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

b  Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years D 3-6 years D 6-9 years |:| 9-12 years D 12-15 years D 15-18 years |:| 18-21 years |:| 21 years or more
C  What duration measure was used to calculate line 19(b)?

D Effective duration D Macaulay duration D Modified duration |:| Other (specify):
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Independent Auditors' Report

The Administrative Committee
Lifetree Clinical Research 401(k) Plan

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of Lifetree Clinical Research 401(k) Plan (“the Plan”),
which comprise the statements of net assets available for benefits as of December 31, 2014 and the related statement of
changes in net assets available for benefits for the year then ended, and the related notes to the financial statements.

Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements in accordance with
accounting principles generally accepted in the United States of America; this includes the design, implementation, and
maintenance of internal control relevant to the preparation and fair presentation of financial statements that are free from
material misstatement, whether due to fraud or error.

Auditors’ Responsibility

Our responsibility is to express an opinion on these financial statements based on conducting the audit in accordance with
auditing standards generally accepted in the United States of America. Because of the matter described in the Basis for
Disclaimer of Opinion paragraph, however, we were not able to obtain sufficient appropriate audit evidence to provide a
basis for an audit opinion.

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and Regulations for Reporting and Disclosure
under the Employee Retirement Income Security Act of 1974, the plan administrator instructed us not to perform, and we
did not perform, any auditing procedures with respect to the information summarized in Note J, which was certified by
John Hancock Life Insurance Company, the trustee of the Plan, except for comparing the information with the related
information included in the financial statements. We have been informed by the plan administrator that the trustee holds
the Plan’s investment assets and executes investment transactions. The plan administrator has obtained a certification
from the trustee as of and for the year ended December 31, 2014, that the information provided to the plan administrator
by the trustee is complete and accurate.

Disclaimer of Opinion
Because of the significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we have not been

able to obtain sufficient, appropriate audit evidence to provide a basis for an audit opinion. Accordingly, we do not
express an opinion on these financial statements.

8210 Creedmoor Rd., Suite 202, Raleigh, NC 27613 * (919) 870-5151 Fax: (919) 847-0999



Report on Compiled 2013 Financial Statement

Plan management is responsible for the accompanying financial statement of The Lifetree Clinical Research 401(k) Plan,
which comprises the statement of net assets available for benefits as of December 31, 2013. We have performed a
compilation engagement in accordance with Statements on Standards for Accounting and Review Services promulgated
by the Accounting and Review Services Committee of the AICPA. We did not audit or review the financial statements
nor were we required to perform any procedures to verify the accuracy or completeness of the information provided by
plan management. Accordingly, we do not express an opinion, a conclusion, or provide any form of assurance on the
financial statement.

Other Matter

The supplemental schedule of Schedule of Assets (Held at End of Year) as of December 31, 2014 is required by the
Department of Labor’s Rules and Regulations for Reporting and Disclosure under the Employee Retirement Income
Security Act of 1974 and is presented for the purpose of additional analysis and are not a required part of the financial
statements. Because of the significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we do
not express an opinion on the supplemental schedule referred to above.

Report on Form and Content in Compliance with DOL Rules and Regulations

The form and content of the information included in the financial statements and supplemental schedule, other than that
derived from the information certified by the trustee, have been audited by us in accordance with auditing standards
generally accepted in the United States of America and, in our opinion, are presented in compliance with the Department
of Labor’s Rules and Regulations for Reporting and Disclosure under the Employee Retirement Income Security Act of

1974.
Rloma; Wigine) onporge 111

Raleigh, North Carolina
October 17,2016



Statements of Net Assets Available for Benefits
Lifetree Clinical Research 401(k) Plan

December 31, 2014 and 2013

Assets:
Investments at fair value, as reported by trustee:
Pooled separate accounts
Total investments, as reported by trustee

Receivables:
Participant contributions
Employer contributions
Notes receivable from participants
Total receivables

Total assets

Liabilities:
Total liabilities

Net assets available for plan benefits

All investments are participant-directed.

See independent auditors' report and notes to financial statements.

3

2014 2013
Compiled

1,678,057 $ 1,232,697
1,678,057 1,232,697
16,398 -
7,128 -
7,826 3,617
31,352 3,617
1,709,409 1,236,314
1,709,409 $ 1,236,314




Statement of Changes in Net Assets Available for Benefits

Lifetree Clinical Research 401(k) Plan

Year Ended December 31, 2014

Additions:
Contributions:
Participant
Employer
Total contributions
Investment income, as reported
by trustee:
Net appreciation in fair value of investments
Total investment income

Interest income on notes receivable from participants
Total additions
Deductions:
Benefits paid to participants
Administrative expenses
Total deductions

Net change in net assets

Net assets available for plan benefits, beginning of year

Net assets available for plan benefits, end of year

See independent auditors' report and notes to financial statements.

341,369
158,480
499,849

69,087

69,087

195

569,131

85,825

10,211

96,036

473,095

1,236,314

1,709,409



Notes to Financial Statements

Lifetree Clinical Research 401(k) Plan
Years Ended December 31, 2014 and 2013
NOTE A--PLAN DESCRIPTION

The following brief description of the Lifetree Clinical Research 401(k) Plan ("the Plan") is provided for general
information purposes only. Participants should refer to the Plan agreement for a more complete description of the Plan's
provisions.

General: The Plan is a defined contribution plan covering substantially all employees of Lifetree Clinical Research, Inc.
The Plan is subject to the provisions of the Employee Retirement Income Security Act of 1974 (ERISA) and the
Economic Growth and Tax Relief Reconciliation Act of 2001.

Eligibility Requirements: Employees of the Company are eligible to become active members of the Plan upon reaching
the age of 21 and upon the first day of the month following their employment date.

Contributions: Each year, participants may contribute up to one hundred percent of pre-tax annual compensation as
defined by the Plan. Certain participants may also make catch-up contributions in accordance with IRS guidelines.

The Company must make mandatory matching contributions for all participants equal to 100% of the first 4% of eligible
employee compensation. The Company made mandatory matching contributions of $158,480 in 2014.

These mandatory matching contributions allow the Plan to be considered a “safe harbor” plan; thus, requiring no
discrimination testing of deferral and matching contributions.

The Company may also make profit sharing and qualified nonelective employer contributions. Qualified matching
employer and qualified nonelective employer contributions are allocated based on the eligible compensation of
participants for the Plan year. The Company made no profit sharing or qualified nonelective employer contributions in
2014.

Participant Accounts: Each participant’s account is credited with the participant’s contributions and Company matching
contributions, as well as allocations of Plan earnings. Allocations are based on participant earnings, account balances, or
specific participant transactions. The benefit to which a participant is entitled is the benefit that can be provided from the
participant’s vested account.

Forfeitures: At December 31, 2014 and 2013, forfeited nonvested accounts totaled $0. Forfeitures totaling $0 for the
year ended December 31, 2014 were used to pay administrative fees and reduce employer contributions.

Vesting: Participants are immediately vested in their elective deferrals, rollover contributions, qualified non-elective
contributions and any safe harbor matching contributions plus actual earnings thereon.

Vesting in the Company profit sharing contribution portion of their accounts is based on years of service, as follows:

Years of Credited Service Vested %
Less than 2 years 0%

2 20%

3 40%

4 60%

5 80%

6 or more 100%



Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

NOTE A--PLAN DESCRIPTION--Continued

Funding Policy: The employer is generally required to pay its contribution to the Plan for each Plan year within the time
prescribed by law, including extensions of time for the filing of the employer's federal income tax return for the fiscal
year. However, employee elective contributions accumulated through payroll deductions shall be paid to the custodian as
of the earliest date on which contributions can reasonably be segregated from the employer's general assets, but in any
event, within the time prescribed by law. Furthermore, any additional employer contributions which are allocable to
participants' accounts for a Plan year shall be paid to the Plan no later than the twelve-month period immediately
following the close of such Plan year.

Benefit Payments: A participant may elect to receive an amount equal to the value of his or her vested interest upon
termination of service due to death, disability, or retirement. Payment(s) may be made in a lump-sum distribution or in
annual installments.

Notes Receivable from Participants: A participant may make a written application to the plan administrator for one or
more loans from the Plan; however, a participant may only have one loan outstanding at any time. The maximum loan
allowed to a participant is the lesser of 50% of the participant’s vested account or $50,000. The minimum loan is $1,000.
Participant loans are secured by the participant’s account. Loan principal and interest are generally repaid through payroll
deductions, with payments due not less than quarterly. Loans may be prepaid and become due upon termination of the
participant’s employment. Loans must be repaid within five years of the date of the loan. However, if the loan is used for
purchase of a principal residence, the loan can be repaid over a period of not more than ten years. Interest is assessed ata
fixed rate based on the rates available for similar loans from commercial lending institutions at the inception of the loan
and is credited to the participant’s account.

Hardship Withdrawals: Withdrawals due to financial hardship are permitted with the approval of the Administrative
Committee for the following reasons: medical expenses, purchase of primary residence, post-secondary tuition payment,
eviction from or foreclosure on principal residence, funeral expenses, or as otherwise provided by the Plan. Hardship
withdrawals are limited to employee elective deferrals and earnings thereon.

Rollover Contributions: The Plan provides for rollover contributions from other qualified retirement plans.




Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

NOTE B--SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Basis of Presentation: The financial statements of the Plan are prepared on the accrual basis of accounting.

Recent Accounting Pronouncements Not Yet Adopted: -In July 2015, the FASB (Financial Accounting Standards Board)
issued ASU (Accounting Standards Update) 2015-12, Plan Accounting: Defined Contribution Pension Plans. This
guidance simplifies the measurement of fully benefit-responsive investment contracts and disclosures about plan
investments. ASU 2015-12 is effective for fiscal years beginning after December 15, 2015. The Plan is currently
evaluating the impact of the adoption of this guidance.

Securities Valuation: Securities held by the various investment funds which are traded on a recognized stock exchange
are valued at the last sales price on the securities exchange on which such securities are primarily traded or at the last
sales-price on the national securities market. Securities traded on only over-the-counter markets are valued on bid and
ask prices. Certain securities may be valued by one or more principal market makers. Restricted securities, securities for
which market quotations are not readily available, and other assets are valued at fair value by the investment adviser.

Investment transactions are recorded on the settlement date. Dividend income is recorded as of the ex-dividend date.
Interest income is recognized on the accrual basis.

Notes Receivable from Participants: Notes-receivable from participants are measured at their unpaid principal balance
plus any accrued but unpaid interest. Interest income is recorded on the accrual basis. Related fees are recorded as
administrative expenses and are expensed when they are incurred. No allowance for credit losses has been recorded as of
December 31, 2014 or 2013. If a participant ceases to make loan repayments and the plan administrator deems the
participant loan to be in default, the participant loan balance is reduced and a benefit payment is recorded.

Contributions: Employer and employee contributions are accrued in the Plan year to which they relate.
Benefit Payments: Benefit payments are recorded when paid.

Expenses: Certain expenses of maintaining the Plan are paid directly by the Company and are excluded from these
financial statements. Fees related to the administration of notes receivable from participants are charged directly to the
participant’s account and are included in administrative expenses. Investment-related expenses are included in net
investment income.

Use of Estimates: The preparation of financial statements in conformity with U.S. generally accepted accounting
principles requires the Plan administrator to make estimates and assumptions that affect the reported amounts of assets
and liabilities and disclosure of contingent assets and liabilities at the date of the financial statements, and the reported
amounts of changes in net assets during the reporting period. Actual results could differ from those estimates.



Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

NOTE C--INVESTMENTS

The following presents investments that represent five percent or more of the Plan’s net assets.

2014 2013
(Compiled)
Pooled Separate Accounts:

John Hancock Lifestyle — Balanced $ 577,551 $ 463,203
The Growth Fund of America 260,514 207,851
John Hancock Lifestyle — Growth 236,287 196,421
John Hancock Lifestyle — Aggressive 234,157 130,321
John Hancock Lifestyle — Moderate 118,507 62,349

NOTE D--FAIR VALUE MEASUREMENTS

The framework for measuring fair value provides a fair value hierarchy that prioritizes the inputs to valuation techniques
used to measure fair value. The hierarchy gives the highest priority to unadjusted quoted prices in active markets for
identical assets or liabilities (Level 1) and the lowest priority to unobservable inputs (Level 3). The three levels of the fair
value hierarchy under Financial Accounting Standards Board ASC 820 “Fair Value Measurements” are as described as
follows:

Level 1 Inputs to the valuation methodology are unadjusted quoted prices for
identical assets or liabilities in active markets that the Plan has the
ability to access.

Level 2 Inputs to the valuation methodology include

e quoted prices for similar assets or liabilities in active markets;

e quoted prices for identical or similar assets or liabilities in
inactive markets;

e inputs other than quoted prices that are observable for the asset
or liability;

e inputs that are derived principally from or corroborated by
observable market data by correlation or other means.

If the asset or liability has a specified (contractual) term, the Level
2 input must be observable for substantially the full term of the
asset or liability.

Level 3 Inputs to the valuation methodology are unobservable and
significant to the fair value measurement.

The asset or liability’s fair value measurement level within the fair value hierarchy is based on the lowest level of any
input that is significant to the fair value measurement. Valuation techniques maximize the use of relevant observable
inputs and minimize the use of unobservable inputs.



Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

NOTE D--FAIR VALUE MEASUREMENTS--Continued

Following is a description of the valuation methodologies used for assets measured at fair value. There have been no
changes in the methodologies used at December 31, 2014 and 2013.

Pooled Separate Accounts: Valued based on the market value of the underlying investments such as equities,
preferred stock, bonds, real estate and mutual funds.

Assets at Fair Value as of December 31:

Level 1 Level 2 Level 3 Total
2014
Pooled Separate Accounts:
Lifestyle $ - $ 1,209,245 $ - $ 1,209,245
Growth - 415,581 - 415,581
International - 52,119 - 52,119
Income - 1,112 - 1.112
Total $ - $ 1,678,057 $ - $ 1,678,057

Assets at Fair Value as of December 31:

Level 1 Level 2 Level 3 Total
2013 (Compiled)
Pooled Separate Accounts:
Lifestyle $ - $ 879,557 $ - $ 879,557
Growth - 311,933 - 311,933
International - 41,207 - 41,207
Income - - - -
Total $ - $ 1,232,697 5 - $ 1232697

NOTE E--RELATED PARTY TRANSACTIONS

Certain Plan investments are shares of mutual funds managed by John Hancock Life Insurance Company. John Hancock
is the trustee of the Plan, therefore, related transactions qualify as exempt party-in-interest transactions. Fees paid to John
Hancock by the Plan approximated $9,636 for the year ended December 31, 2014.



Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

NOTE F--TAX STATUS

The Internal Revenue Service has ruled by a letter dated March 2008, that the nonstandardized prototype plan adopted by
the Company qualified under the appropriate sections of the Code. Although, the Plan has been amended since receiving
the determination letter, the Plan administrator believes that the Plan is designed and is currently being operated in
compliance with the applicable requirements of the Internal Revenue Code and, therefore, believe that the Plan is
qualified and the related trust is tax-exempt.

Accounting principles generally accepted in the United States of America require plan management to evaluate tax
positions taken by the plan and recognize a tax liability if the organization has taken an uncertain position that more
likely than not would not be sustained upon examination by the IRS. The Plan is subject to routine audits by taxing
jurisdictions; however, there are currently no audits for any tax periods in progress. The Plan administrator believes it is
no longer subject to income tax examinations for years prior to 2012.

NOTE G--PLAN TERMINATION

While the Company has not expressed an intent to terminate the Plan, it is free to do so at any time subject to the
provisions of ERISA. The Company also reserves the right to amend the Plan as conditions may require. However,
neither through amendment, nor by termination, may any part of the Plan assets ever be returned to the Company. All

assets of the Plan must be used for the exclusive benefit of participants.

The Company intends to merge the Plan with the PRA International 401(k) Plan effective January 1, 2017.

NOTE H--RECONCILIATION OF FINANCIAL STATEMENTS TO FORM 5500

The following is a reconciliation of certain amounts per the financial statements to the Form 5500:

As of As of
December 31, 2014 December 31, 2013
(Compiled)
Net assets available for benefits per the financial statements $ 1,709,409 $ 1,236,314
Contributions receivable — end of year (23,526) -
Net assets available for benefits per Form 5500 $__ 1,685,883 $__1.236314
For the Year Ended

December 31, 2014

Contributions per financial statements $ 499,849

Contribution receivable at beginning of year -

Contribution receivable at end of year (23.526)
Contributions per Form 5500 b 476,323

10



Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

NOTE I--RISKS AND UNCERTAINTIES

The Plan invests in various investment securities. Investment securities are exposed to various risks such as interest rate,
market, and credit risks. Due to the level of risk associated with certain investment securities, it is at least reasonably
possible that changes in the values of investment securities will occur in the near term and that such changes could
materially affect participants’ account balances and the amounts reported in the statement of net assets available for
benefits.

NOTE J--INFORMATION PREPARED AND CERTIFIED BY TRUSTEE

The following information included in the accompanying financial statements and supplemental schedule was obtained
from data that has been prepared and certified to as complete and accurate by the trustee.

2014 2013
(Compiled)
Investments, at fair value:
Pooled Separate Accounts $ 1,678,057 $ 1,232,697
Notes receivable from participants 7,826 3,617
Investment income 69,087

NOTE K--SUBSEQUENT EVENTS

Management has evaluated subsequent events through October 17, 2016, the date which the financial statements were
available to be issued and is aware of no material events other than the following items.

The Plan sponsor noted certain administrative errors during the operation of the Plan in 2014. Company management
and the Plan administrator have represented that these errors have been corrected subsequent to year-end and participant
balances have been restored to their correct amounts. Company management and the Plan administrator do not believe
these errors had a material effect on the Plan’s financial statements.

Effective January 1, 2017, the Lifetree Clinical Research 401(k) Plan will be merged into the PRA International 401 (k)
Plan. (See Note G--Plan Termination).

11
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Form 5500, Schedule H Part IV, Line 4i - Schedule of Assets (Held at End of Year)

Lifetree Clinical Research 401(k) Plan

EIN: 72-1559845

Plan No.: 001

December 31, 2014
(a) (b) © (@ (e)
Description of Investment,
Including Maturity Date, Rate
Identity of Issue, Borrower, of Interest, Collateral, Par Current
Lessor, or Similar Party or Maturity Value Cost Value
* John Hancock Lifestyle - Conservative Mutual Fund: Lifestyle NA 42,743
* John Hancock Lifestyle - Moderate Mutual Fund: Lifestyle N/A 118,507
¥ John Hancock Lifestyle - Balanced Mutual Fund: Lifestyle N/A 577,551
* John Hancock Lifestyle - Growth Mutual Fund: Lifestyle N/A 236,287
* John Hancock Lifestyle - Aggressive Mutual Fund: Lifestyle N/A 234,157
Total Return Fund Mutual Fund: Income N/A 1,112
The Growth Fund of America Mutual Fund: Growth N/A 260,514
* John Hancock Disciplined Value Fund Mutual Fund: Growth N/A 66,618
Value Fund Mutual Fund: Growth N/A 62,559
* Mid-Cap Index Fund Mutual Fund: Growth N/A 2,344
Europacific Growth Fund Mutual Fund: International N/A 47,592
Mid-Cap Stock Fund Mutual Fund: Growth N/A 4,798
Small-Cap Growth Fund Mutual Fund: Growth N/A 6,964
Keeley Small-Cap Value Fund Mutual Fund: Growth N/A 4,489
DFA U.S. Targeted Value Fund Mutual Fund: Growth N/A 7,296
DFA International Value Fund Mutual Fund: International N/A 4,526
* Participant Loans Interest rate 4.25% collateralized by participant
accounts, maturing through 2020 - 7,826
_Losss
*

Denotes party in interest

Note: Information in this schedule has been certified as to its completeness and accuracy by the Plan's trustee

See independent auditors' report.



Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).

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

OMB Nos. 1210-0110
1210-0089

2014

This Form is Open to Public
Inspection

[ Partl | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning

01/01/2014

and ending 12/31/2014

A This return/report is for:

|:| a multiemployer plan;

@ a single-employer plan;

B This return/report is:

D the first return/report;

@ an amended return/report;

C Ifthe plan is a collectively-bargained plan, check here
D Check box if filing under: @ Form 5558;

D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions); or
a DFE (specify)

D the final return/report;

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

|:| special extension (enter description)

............................................................ V[

D automatic extension;

[:I the DFVC program;

Part Il

Basic Plan Information—enter all requested information

1a Name of plan
LIFETREE CLINICAL RESEARCH 401 (K)

PLAN

1b Three-digit plan
number (PN) »

001

1c Effective date of plan

01/01/2007
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification

LIFETREE CLINICAL RESEARCH Number (EIN)
72-1559845
2c Plan Sponsor’s telephone

3838 SOUTH 700 EAST, STE. 202 ouBaet

H EASL; =lh. 801-892-5117

2d Business code (see

SALT LAKE CITY UT 84106

instructions)
621510

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 accompanying schedules,
statements and attachments, 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.

SN &77/& ry el £ pfe . |CRERLE Bageh
Signature of plan administrator Date Enter name of individual signing as plan administrator
NN foar ;. |cathie aces
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

Preparer’s name (including firm name, if applicable) and address (include room or suite number) (optional)

Preparer’s telephone number
(optional)

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

Form 5500 (2014)
v. 140124
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3a

Plan administrator's name and address DSame as Plan Sponsor

LI FETREE CLI NI CAL RESEARCH

3b Administrator’s EIN
72- 1559845

3838 SQUTH 700 EAST, STE. 202

3C Administrator’s telephone
number

801-892-5117

SALT LAKE CI TY uTr 84106
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor’'s name 4c PN
5  Total number of participants at the beginning of the plan year 5 ‘ 206
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIaN YEaT ............cco.ovueiuririerieieieeie s 6a(1) 197
a(2) Total number of active participants at the end of the PIAN YEA ...........co.ovurueieierieieeeeeie et 6a(2) 175
b Retired or separated participants reCEIVING DENEFILS .............o..oovoieieeeeeeeee oo een e 6b 0
C Other retired or separated participants entitled to future DENEFILS .........ccoiiieiie i 6c 14
d  Subtotal. Add iNES 6a(2), BB, ANG BC. .......veeeeeeeeeeeeee oo e eesees s eeneseene s eeneseeseeeeneseeneseenesen] 6d 189
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccoevriiniiiinicnnd] 6e 0
' TOtal. AQG INES BU NG BE. ......ooeoroieeeeeeevcciessssseeee s 6f 189
g Number of participants with account balances as of the end of the plan year (only defined contribution plans 77
COMPIELE TS IEEIM) ..ottt ettt ettt e et e et e e ae e st e s e e aeeas e seeaeeaseseeseessesseessenseseeseessesseessensesaessensesesssensesseannd 60
h Number of participants that terminated employment during the plan year with accrued benefits that were
1€SS thAN 1O0YD VESTE ... eeiiuiiiiie it it ettt et e et e st et esseeses e et e shr e eas e e s e sen e eas e e eh e e sen e e s e ehn e ean e e e e ssn e saneen e e sbreereesbnesnneereesnnas 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 2J 2K 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) @ Insurance 1) ]E Insurance
2) |:| Code section 412(e)(3) insurance contracts 2 D Code section 412(e)(3) insurance contracts
3) B Trust ?3) E Trust
(4) |:| General assets of the sponsor 4 D General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) @ R (Retirement Plan Information) ) E H (Financial Information)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money 2) I I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) E i A (Insurance Information)
actuary (4) ﬁ C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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Part Il

Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wevovvvereeseeiennaeeeeeee.. | ] Yes  [] No

If “Yes” is checked, complete lines 11b and 11c.

11Db Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... D Yes D No

11c Enter the Receipt Confirmation Code for the 2014 Form M-1 annual report. If the plan was not required to file the 2014 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to
enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
Employee g:ﬁ:fﬁgggésiibazz:ninistration P File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/ 01/ 2014 and ending 12/ 31/ 2014
A Name of plan B Three-digit
LI FETREE CLI NI CAL RESEARCH 401(K) PLAN plan number (PN) 3 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LI FETREE CLI NI CAL RESEARCH 72- 1559845
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

JOHN HANCOCK LI FE | NSURANCE COVPANY

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
01- 0233346 65838 65892 189 01/ 01/ 2014 12/ 31/ 2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

7,825 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

AMEGY | NVESTMENTS, | NC.
310 S. MAIN ST.

SALT LAKE CITY uTr 84010
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
7,250 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

APA BENEFI TS, | NC.
8899 S. 700 E., STE. 225

SANDY Ur 84070

Fees and other commissions paid

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose (e) Organization code

575 5

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
Schedule A (Form 5500) 2014

v. 140124
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code
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Part Il Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year €nd................ccccoevueveveeveveerereerereerennna. 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end 5 1, 678, 057
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIEN ..o 6b
C  Premiums due but unpaid at the end of the YEar ... e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter @MOUNL. ..........oi it e et e e e ee e
Specify nature of costs P
€ Typeof contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ()] D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment 4) @ other Py oup Annuity
b Balance at the end Of the PrEVIOUS YEAI .............c.cweveeeeeieeeeeeeeeeeeeeeeeeee e eee e seee e es e sease s esesseeeneaeasnennens | 7b 0
C Additions: (1) Contributions deposited during the year..............ccccocevevuevernns, 7c(1) 0
(2) Dividends and credits 0
(3) Interest credited during the year 0
(4) Transferred from separate aCCOUNt ..............cocoveovueeeeeeeseseeseseeeessesneenene] 7c(4) 0
(5) Other (specify below) 0
4
LIS LI 1L 2 = 7c(6) 0

d Total of balance and additions (add INES 7D ANA 7C(6)). ..vuvvrvvrereeeeeeeereeeresreeseeeseesesssesessessessessessessessesseesenseeenesnens | 7d 0

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made by carrier ...........ccocveeeevie e 76(2) 0
(3) Transferred to separate accouNnt ............ccoeceeiiiiiiiecie e 76(3) 0
(4) Other (SPECIFY DEIOW) .....c.veueeeeceieieeeeeeeeeeeee e 7e(4) 0
4
(5) TOtAl AEAUCHIONS ... seee s eee e seesee s eees e eseseeseeees . 0

f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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Part Ill

Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,

the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) i D HMO contract
m D Other (specify) P

f D Long-term disability

c [ ] vision
g D Supplemental unemployment
k D PPO contract

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:
A Premiums: (1) AMouNnt reCeIVEd .........cooiiiiiriieie i)

(2) Increase (decrease) in amount due but unpaid

(3) Increase (decrease) in unearned premium reServe...........ccoceeceereeneeenns)

(4) Earned ((1) + (2) - (3)) «oevvene

b Benefit charges (1) Claims paid
(2) Increase (decrease) in ClaiMm rESEIVES ............coovcuevevevreceeeeeeereaesenennen) 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) ClAIMS CRAIGEA ..ot e e e en e eseenen s eneen e eneee s e eeneseennen 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ... en s an e 9c(1)(A)
(B) Administrative service or other fees.............coovovvucueveieeevceeeeeeeeeen, 9c(1)(B)
(C) Other specific acquisition COSES..........cceceririeiininieeeeeeeee 9c(1)(C)
(D) OthEr EXPENSES .....cvvveirieieierieienesisieeseeieesesiesesessesesessesesessesessesesensnend 9c(1)(D)
(E) TAXES...ucueueeereeerieeeiesietesesestee st sesae e sesaesesesseseseesanessesenessesenessnsesensnsnd 9c(1)(E)
(F) Charges for risks or other contingencies .............ccceeeviriinienennnen 9c(1)(F)
(G) Other retention Charges .........cccooeiiieiinneeeee e 9c(1)(G)
(H) TOAI FEEENEION ...ttt e e se s et ee s s s seen s eeeseeneneneeeen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ....oooooeeeniennne 9c(2)
Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. ~ 9d(1)
(2) ClAIM FESEIVES ........ecevveeececee et a e e e s s s s s ae s e s e s s s s e s e s s s s s e s s e s s sses e st s snsesssas s sssnsssesansssnassesananen 9d(2)
(B) ORI FESEIVES ...ttt ee e e e et s s s es s s eeesen s s s s eseneneneneesananen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ......ccccvevverereiienienicnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMMIEr ..........oiiiiiii it 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount............ccccccccvveennenn. 10b
Specify nature of costs P
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. 4



SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 201 4
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonets ggczrityaAzl;ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2014 or fiscal plan year beginning 01/01/ 2014 and ending 12/ 31/ 2014
A Name of plan B Three-digit
LI FETREE CLI NI CAL RESEARCH 401(K) PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LI FETREE CLI NI CAL RESEARCH
72-1559845

Part | |Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .. ............ D Yes & No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2014
v.140124
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

John Hancock Life Insurance Conpany

01- 0233346

(b)
Service
Code(s)

15

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Recor dkeeper

88

Yes D No

Yes |:| No |:|

Yes |:[ No |:[

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes |:| No |:|

Yes |:[ No |:[

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes |:[ No |:[

Yes |:[ No |:[
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes |:| No |:|

Yes |:[ No |:[

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes |:| No |:|

Yes |:[ No |:[

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes |:[ No |:[

Yes |:[ No |:[
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Schedule C (Form 5500) 2014

Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
b EIN:

Part Il

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C Position:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C Position:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Retirement Income Security Act of 1974 (ERISA).

Department of Labor » File as an attachment to Form 5500.

Employee Benefits Security Administration

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee

OMB No. 1210-0110

2014

This Form is Open to Public

Inspection.

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

and ending

12/ 31/ 2014

A Name of plan
LI FETREE CLI NI CAL RESEARCH 401(K) PLAN

B Three-digit
plan number (PN)

14 001

C Plan or DFE sponsor’'s name as shown on line 2a of Form 5500

LI FETREE CLI NI CAL RESEARCH

D Employer Identification Number (EIN)

72-1559845

Part |

(Complete as many entries as needed to report all interests in DFES)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE:JH LS Agg Active Strategy

b Name of sponsor of entity listed in (a): John Hancock USA

EIN-PN 01- 0233346 000 d Entity € Dollar value of interest in MTIA, CCT, PSA, or
¢ code 103-12 IE at end of year (see instructions) 234, 157
a Name of MTIA, CCT, PSA, or 103-12 IE:JH LS Grow Active Strategy
b Name of sponsor of entity listed in (a): John Hancock USA
) 01- 0233346 000 d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN code P 103-12 IE at end of year (see instructions) 236, 287
a Name of MTIA, CCT, PSA, or 103-12IE: JH LS Bal Active Strategy
b Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 01-0233346 000 code P 103-12 IE at end of year (see instructions) 577,551
a Name of MTIA, CCT, PSA, or 103-12 IE: JH LS Mod Active Strategy
b Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 01-0233346 000 code P 103-12 IE at end of year (see instructions) 118, 507
a Name of MTIA, CCT, PSA, or 103-12 IE:JH LS Con Active Strategy
b Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 01-0233346 000 code P 103-12 IE at end of year (see instructions) 42,743
a Name of MTIA, CCT, PSA, or 103-12 IE: DFA | nt er nati onal Val ue
b Name of sponsor of entity listed in (a):John Hancock USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 01-0233346 000 code P 103-12 IE at end of year (see instructions) 4,527
a Name of MTIA, CCT, PSA, or 103-12 IE:DFA US Tar get ed Val ue Fund
b Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 01-0233346 000 code P 103-12 IE at end of year (see instructions) 7,295

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

Schedule D (Form 5500) 2014
v. 140124
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Name of MTIA, CCT, PSA, or 103-12 IE:Keel ey Snmal | Cap Val ue

Name of sponsor of entity listed in (a): John Hancock USA

d Entity € Doallar value of interest in MTIA, CCT, PSA, or
EIN-PN 01-0233346 000 code P 103-12 IE at end of year (see instructions) 4,489
Name of MTIA, CCT, PSA, or 103-12 IE: Sl | Cap Growt h Fund
Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dallar value of interest in MTIA, CCT, PSA, or
EIN-PN 01- P ’ X '
01-0233346 000 code 103-12 IE at end of year (see instructions) 6, 964
Name of MTIA, CCT, PSA, or 103-12IE:M d Cap St ock Fund
Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dallar value of interest in MTIA, CCT, PSA, or
EIN-PN 01- 023334 ' ' '
01-0233346 000 code P 103-12 |E at end of year (see instructions) 4,798
Name of MTIA, CCT, PSA, or 103-12 IE: Eur oPaci fi ¢ Grow h Fund
Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dallar value of interest in MTIA, CCT, PSA, or
EIN-PN - ’ , ’
01-0233346 000 code P 103-12 IE at end of year (see instructions) 47,592
Name of MTIA, CCT, PSA, or 103-121E:M d Cap | ndex Fund
Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dallar value of interest in MTIA, CCT, PSA, or
PN 01-023334 IRiha
EIN-PN 01-0233346 000 code 103-12 IE at end of year (see instructions) 2,344
Name of MTIA, CCT, PSA, or 103-12 IE:Val ue Fund
Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 01-0233346 000 code P 103-12 IE at end of year (see instructions) 62, 559
Name of MTIA, CCT, PSA, or 103-12 IE: John Hancock Di sci pli ned Val ue
Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
PN 01-0233346 000 IRt
EIN-PN code P 103-12 IE at end of year (see instructions) 66, 618
Name of MTIA, CCT, PSA, or 103-12 I[E: The Growt h Fund of Anerica
Name of sponsor of entity listed in (a): John Hancock USA
) 01-0233346 000 d Entity € Doallar value of interest in MTIA, CCT, PSA, or
EIN-PN code 103-12 IE at end of year (see instructions) 260, 514
Name of MTIA, CCT, PSA, or 103-12 IE: Tot al Ret urn Fund
Name of sponsor of entity listed in (a): John Hancock USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 01-0233346 000 code P 103-12 IE at end of year (see instructions) 1,112

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Financial Information

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

2014

» File as an attachment to Form 5500.

This Form is Open to Public
Inspection

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

12/ 31/ 2014

A Name of plan
LI FETREE CLI NI CAL RESEARCH 401(K) PLAN

B Three-digit

plan number (PN) 4 001

C Plan sponsor’s name as shown on line 2a of Form 5500

LI FETREE CLI NI CAL RESEARCH

72-1559845

D Employer Identification Number (EIN)

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ............ccccoviiiiiiiici e 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONtHBULIONS. .....cvoviveveveviseccececeeee et 1b(1) 0 0
(2) Participant CONtHBULIONS ............oovevveeeeeeeeeeeseeeeee e 1b(2) 0 0
(B) OBttt 1b(3)
C General investments:
1) Interest-b_earing cash (include money market accounts & certificates 1c(1)
of deposit)
(2) U.S. Government securities .. 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEFEITEA ...t 1c(3)(A)
(B) AlLOINET ...t 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEFEITEA ...t 1c(4)(A)
(B) COMMON.....oeivitieeeeeeeeeeee et en e 1c(4)(B)
(5) Partnership/joint VENtUre INEIESES ...........ccovevveeeeeeeeeeeeeeeeeeese s 1¢(5)
(6) Real estate (other than employer real property)............ccocccveveveeeeennnn. 1c(6)
(7) Loans (other than to participants) 1¢(7)
(8) Participant I0aNS............cc.cvevvvrceeeeeereieeereeenenenenen 1c(8) 3,617 7,826
(9) Value of interest in common/collective trusts 1c(9)
(10) Value of interest in pooled separate acCoUNtS ..............c.cccvveveveeeueuenen. 1c(10) 1, 232, 697 1,678, 057
(11) Value of interest in master trust investment acCounts ................cco....... 1c(11)
(12) Value of interest in 103-12 investment eNtities. .............cocceeeeeerevereeenn. 1c(12)
(13) \f/uiil:ii)c’f interest in registered investment companies (e.g., mutual 1c(13)
(14) Value of funds held in insurance company general account (unallocated re(14)
contracts)
(15) ONBI oottt 1c(15)

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

Schedule H (Form 5500) 2014
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYEE SECUMHIES .......ovverereceieeeeeeeeieees s st en st sesenns 1d(1)
(2) EMPIOYET [l PrOPEIMY ....c.veveeeieieeeeeeeeeeeeeeeeeer e ese s 1d(2)
€ Buildings and other property used in plan operation ..........c.cccccoevveeinieeenineen. 1e
f Total assets (add all amounts in lines 1a through 1€) .........ccccevevvrreererevenenen, 1f 1, 236, 314 1, 685, 883
Liabilities
g Benefit Claims PAYADIE. ...........co.rveveeceeieeeeee et 19
h Operating PAYABIES .........ccevveveeeeeeeceeeee et 1h
i Acquisition indebtedness 1i
j  Other iabilities. ...........co.eueveveruerieeeeeee e, 1j
k Total liabilities (add all amounts in lines 1g through1j) .... 1k 0 0
Net Assets
| Net assets (subtract line 1k from iNe 1) ..........ccceevevevevereeieeeeee e 11 ‘ 1, 236, 314 1, 685, 883
Part Il |Income and Expense Statement
2 Planincome, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained

a

fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:

(1) Received or receivable in cash from: (A) Employers

(B) Participants ...........ccecvveennnnn.

(C) Others (including rollovers)....
(2) Noncash CONtHBULIONS .........ccoiiiiiiiiiie i
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2).................
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIt)........cueiiriiiiiiiii

(B) U.S. GOVEIrNMENE SECUNLIES .....vveevieiieririeeiee et
(©)
(D)
(E)
(F)
(G) Total interest. Add lines 2b(1)(A) through (F)...

(2) Dividends: (A) Preferred stock

(B)  COMMON STOCK. ... ..eiiiiiiieiiiiieiiiee ettt
(C) Registered investment company shares (e.g. mutual funds).............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES.. e
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds .....................
(B) Aggregate carrying amount (see inStructions) .............cccoeeveeeriereannne.
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result .................
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...........c............

(B)  OtNEI ittt

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B).......cccveriierieiieerie e

(a) Amount

(b) Total

2a(1)(A)

151, 352

2a(1)(B)

324,971

2a(1)(C)

2a(2)

2a(3)

476, 323

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

195

2b(1)(F)

69, 087

2b(1)(G)

69, 282

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts......................... 2b(6)

(7) Net investment gain (loss) from pooled separate accounts....................... 2b(7)

(8) Net investment gain (loss) from master trust investment accounts............ 2h(8)

(9) Net investment gain (loss) from 103-12 investment entities ...................... 2b(9)

(10) Net inve_stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds)..........occeieiiiiiiiiiee e
€ Other INCOME.....cciiiiiieiiie e 2c
d Total income. Add all income amounts in column (b) and enter total..................... 2d 545, 605
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 85, 825

(2) To insurance carriers for the provision of benefits............cccoovevvereeeenenn. 2e(2)

(B) OHNET .ottt 2¢(3)

(4) Total benefit payments. Add lines 2e(1) through (3)............c.ccovevvrvreennnns 2e(4) 85, 825
f Corrective distributions (S€e iNSUCHONS) ...........covveiureeeeeeeereererseeeeeeeenen, 2f
g Certain deemed distributions of participant loans (see instructions)................ 29
N INEErESt EXPENSE ...t 2h
i Administrative expenses: (1) Professional fees............ccceceervevivivereriernnnnnn, 2i(1)

(2) Contract adminiStrator FEES.........uuiiiii i 2i(2)

(3) Investment advisory and Management fEES............coowwerrerrerreesrererenean. 2i(3)

() ONET .ottt ettt eee s eee s e e s e es e aeeeree 2i(4) 10, 211

(5) Total administrative expenses. Add lines 2i(1) through (4)...........c.cceenee. 2i(5) 10, 211
j Total expenses. Add all expense amounts in column (b) and enter total ........ 2 96, 036

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from iN€ 2d..........cccccccevvveereereessssssssmssseseseseeesssnns 2k 449, 569
| Transfers of assets:

(1) TO RIS PIAN ...t 21(1)

(2) FTOM thiS PIAN ...vveeseeeeeeeee et 21(2)

| Part lll |Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [ ] unqualified ) [ ] Qualified (3) X Disclaimer (4) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? @ Yes D No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: Roneo W ggins & Co. (2) EIN: 56-1627242

d The opinion of an independent qualified public accountant is not attached because:
(1) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Part IV | Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GIAs do not complete lines 4a, 4e, 4f, 4q, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l.

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? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) ..... 4a

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CREEKEEL) e eeeeeeeeeeee oo eeeeeeeeeee e eeeeeee e eeemeee e eeeeeee 4b X
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Yes No Amount
C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .........cccccvvevciiiennnns 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part IIl if “Yes” is
CRECKEEL) v eeeeeeeeeeeeseeeeeeeseeeeeeeeseeeeseeseeeeeee e eeese e essee e eees e e e e e s eeesee e eess e eeeeseeeeees 4d X
€  Was this plan covered by a fidelity BONd? ...........ooiiiiiiiii 4e X 500, 000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF dISNONESLY? ..ot e e e e s eeaeeas 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer?...........cccccovvivieeereeniiiinnees 49 X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?......... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format reqUIreMENTS.) ........cooiiiiiiiiie it 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIrEMENES.) ........ccoiiiiiiiiiiiiii e 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control 0f the PBGC? .........cooiiiiiiiiieiiiieeeiee e 4k X
| Has the plan failed to provide any benefit when due under the plan?.............ccocoiiiiiiiiiicnnnns 4l X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.) c..eiviveeeieieeesee ettt ettt ettt ettt ettt ettt a ettt ettt en e ee ettt ettt ennaneneneeeas 4m X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3..........ccovcvvevinneenne 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cccccccueee D Yes @ No Amount:

5b

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.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)

5S¢ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... |:| Yes D No D Not determined

| Part V |Trust Information (optional)

6a Name of trust

6b Trust's EIN




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500)

b This schedule is required to be filed under section 104 and 4065 of the
epartment of the Treasury 3 . .
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

2014

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

P File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation

For calendar plan year 2014 or fiscal plan year beginning 01/01/ 2014 and ending 12/ 31/ 2014
A Name of plan B Three-digit

LI FETREE CLI NI CAL RESEARCH 401(K) PLAN plan number

(PN) » 001

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

LI FETREE CLI Nl CAL RESEARCH 72- 1559845

‘ Part | ‘ Distributions

All references to distributions relate only to payments of benefits during the plan year.

1 Total value of distributions paid in property other than in cash or the forms of property specified in the
INSTTUCTIONS ... e e e ea et b e et b e se e se e 1

0

2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two

payors who paid the greatest dollar amounts of benefits):

EINGS): 01- 0233346

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan
B2 L PP PPPPP 3

ERISA section 302, skip this Part)

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .......oovverreererenens D Yes
If the plan is a defined benefit plan, go to line 8.

5 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 ruling letter granting the waiver. Date: Month Day

DNO

Year

[] A

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding
deficiency not Waived) ........................................................................................................................................... oa
b Enter the amount contributed by the employer to the plan for this plan Year ............ccooceecreecreeeereeeseeereern 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ Negative amMOUNT).........ccuiiiiiieiee e e es 6C
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline? ..............ccccceuevevevecuerennnne. D Yes

8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan D v
administrator agree With the ChaNQGE?............ooiiiiiiii e es

I:INO

Part Il | Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

box. If N0, ChECK the “NO" DOX. .....coiiiiiiiiieieeccee e e e D Increase D Decrease D Both

Part IV ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,

skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ..............

[ Yes

11 a Does the ESOP hold any Preferr@d SLOCK? ........ccevivcecueueieeeececeeeeeeeesaetesesesesae e setesesassesssesessssesssss s ssssssasassssssesssessssssssasassssssssasasnes

b  If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan?
(See instructions for definition of “Dack-10-DACK” IOAN.) ........couiiiiiiiii ettt e ne e

] Yes
D Yes

I:INO
DNo

12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? .............cocooceceveveverccueererecee e

D Yes

DNo

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2014

v. 140124
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:[ Weekly [[ Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the

participant for:

B THE CUITENE YEAI .....cvovecveeeeeeeeeeeee e teeee e e e e e s e s s e s e e s s e s e s e s e s s s s e e e s s s e e s s e s s e e e s e st s e s s s e nene e s s snsensnsnensnensanensaneneas l4a
b The plan year immediately preceding the CUITENt PIAN YT ............cc.cvcuvecuiveeeieeeseeeeeeeseeeeses e seseesesseses s senes s 14b
C  The second PreCeding PIAN YA ........cccuiiiii ittt ettt et e et e et eeae e e beeseesaeeeateesseeanaaenteenseeanaesnsaens 14c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ..........c.cccccevviienenen. 15a

b The corresponding number for the second preceding Plan YEA ................c.vvevrvrveeereeererereeeeeeerereeeereressereenans 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year .........ccccccoovviieniniencninienenne 16a

b Ifline 16ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b

assessed against SUCh WIthdrawn EMPIOYETS ... ....ii ittt sirenesb e sirenesneeireseeaes

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENT. ... .ciiiie ittt e e e e st s e e s e sa e a s aa e e e e s eaneaneaneanneaneaneaneans

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be INCIUAE @S AN AHACKHIMENT...........ooiiii ettt e e e et e e e et ee e e st e e eaaeeeaasaeeasteeeasseeeansaeeaaseeeeanteeeansaseeasseeeanseeeansaeesasbeeennseeennes

19 I the total number of participants is 1,000 or more, complete lines (a) through (c)

a

b

Enter the percentage of plan assets held as:

Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years D 3-6 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
What duration measure was used to calculate line 19(b)?

D Effective duration D Macaulay duration D Modified duration |:| Other (specify):




Form 5500-SF Short Form Annual Return/Report of Small Employee B s J210.01%0

Benefit Plan

Department of the Treasury

el Bl e 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 . ]
Employes Banefits Security Adminisiration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corparation

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

Public Inspection

{ Partl | Annual Report Identification Information

For calendar pian 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:l a fareign plan
B This return/report is D the first return/report D the final return/report

|:| an amended return/repart D a short plan year return/report (less than 12 months)

C Check box if filing under: Form 5558 D automatic extension
D special extension (enter description)

D DFVC program

| Partll | Basic Plan Information—enter alf requested information

1a Name of plan
LIFETREE CLINICAL RESEARCH 401 (K) PLAN

1b Three-digit
plan number 0Q1
(PN) b

1c Effective date of plan
01/01/2007

2a Plan sponsor's name and address; include roem or suite number (employer, if for a single-employer plan)
LIFETREE CLINICAIL: RESEARCH

3838 SOUTH 700 EAST, STE. 202

SALT LAKE CITY uT 84106

2b Employer ldentification Number
(EIN) 72-1559845

2c¢ Sponsor's telephone number
801-892-5117

2d Business code (see instructions)
621510

3a Plan administrator's name and address @Same as Plan Sponsaor.

3b Administrator's EIN

3C Administrator's telephone number

4  ifthe name and/or EIN of the plan sponsor has changed since the fast 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 4¢c PN
5a Total number of participants at the beginning of the plan year ..................... ba 106
b Total number of participants at the end of the PIAM YBAT ... oo oo eeeeee e eeeeeee e ees e seeeeeseemeseeeemeee 5b 189
€ Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
COMpleta thISTHEMY, wuocmmnrmim s S e S S 77
d(1) Total ber of acti rticipants at the beginni f the pl
(1) Total number of active participants at the beginning of the plan year. : 5d(1) 106
d(2) Total number of active participants at the end of the Plan Year.....................o.oocorvceeeemereeesrseeseseerenes 5d(2) 175
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e
T R i 0

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.

EI!EGA“E éf:’}"/[r '5‘7.-{' o 16 =~z o g——|Cathie Bacca
Signature of plan administrator Date Enter name of individual signing as plan adminisfrator
SIGN /:?ﬁ'féﬁd IS Cot e f0 K Cathie Bacca
HERE . W Ay
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
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStrUCHONS.) .. e ovcreveererereeenne @ Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified publu: accountant (IQPA)
under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.)............. s . @ Yes I:I No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must mstead 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 [|No [ ] Not determined

[Part il | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year {b) End of Year
a Total plan assets........ 7a 1236314 1685883
b Total plan labilities ................coooovoooiveeeeeeeeeeeeeeeeeetceeeseeecevrmeend] 7D
C Net plan assets (subtract line 7b from line 7a@) .........cooooooeieee. 7c 1236314 1685883
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
{1) Emiployers. ..comnmmiisnpmmsissenasesssass) . (B3(1) 151352
(2) Participants .........ccocooeeiesionisenieeiaseees coemereeeeeneeeeceeeereeecnee] | 88(2) 324371
(3) Others (including rollovers) ..........c..cccoveveeoecnceevccescinsennee] 88(3)
b Other income (I08S) .e.ooovevececeerrreens S B 1 69282
C Total income (add lines 8&1(1) Ba(2), Sa(S) and 8b)... eeeeee]  BE 545605
d Benefits paid (including direct rollovers and insurance premiums
to'provide benefits}..co.wumusnimmnammnmnmamessuaassaasa], B 85825
€@ Certain deemed and/or carrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
G Ot OXDEOBEE v oot rersms s sssensesssisssit s s e oisonsiseosnsssssisiraisessersic] B 10211
h Total expenses (add lines 8d, 8e, 8f, and 8g) .......c.coeecoveeveened  8h 96036
i Netincome (loss) (subtract line 8h from line 8¢) ...............ccccc .} 8i 449569
j Transfers to (from) the plan (see Instructions)............o.oevecvrreenenn. 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 2F 2G 2J 2K 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 \ [Compliance 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 x
OTY HIVE T O o sususnusnsmpossnoussioosssusmonnsssss nuasisnins v snssecssssio sy o des s e idas oAt i S v T Lo PR 10b
C Was the plan covered by a fidelity bond? ... f0c| X 500000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
OF QISROMESIY? 1.ttt et ee e et e s sa e g b e b s tamne e ems e bemmesmemneean 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
ISt ONS ) e e i i i mpadsesesrsasss s nan e asmassasasas sAA SRS AR Lo mAs Pp AR AR R A 10e 7825
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.)...........cccccenivnisivencinnns 10g X 7826
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
i If 10h was answered “Yes," check the box if you ellher prowded the reqmred notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ....ooovvioviieeiiceeeeeeees v saenns 10i

|Part Vi |Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB {(Form
5500) AN N 118 DEIOW) ..cocressrerssessesesseeressesesseeseseessesesseesceerceeneeeeneeeeeeeseeeeereoeeeeeeeeoeeseoeeeeneene | | | YES || NO
11a_Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39 { 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? ... [ |:| Yes E] No

(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 pricr year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
grantng the WalVBI. .o v aommmiimimi i s i T s ie s STt s bee sl ks iinan st vissisninssesss MIODKEY Day Year




Form 5500-SF 2014 Page3-[ |
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 YEAM.............. oo eeeeeeeeee oo eeeeeeseeeseeeeeeesseeen I 12b l
€ Enter the amount contributed by the employer to the plan for this plan year ... LI R 12¢c
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
negative amount) ...
€ Will the minimum funding amount reported on line 12d be met by the funding deadline? | Yes |_| No D N/A
[Part VIl I Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in ANY PIAN YEAI? ..o ieroeeessesesssseeeeeesesseessseessesseesssesessssesnes D Yes No
If “Yes,"” enter the amount of any plan assets that reverted to the employer this year .........cccoeeoeeeeeceececceceeceecen.] 13a
b Were all the plan assels distributed to participants or beneficiaries, transferred to another plan, or brought under the control
of the PBGC?... D Yes @ No

C  If during this plan year, any assets or liabilities were transferred from this plan to another plan(s) |dent|fy the plan(s)
which assets or liabilities were transferred. (See instructions.)
13¢(1) Name of plan{s): | 13c(2) EIN(s) ] 13¢(3) PN(s)

|Part Vil lTrust Information (optional)

14a Name of trust 14b Trust's EIN




Form 5500, Schedule H Part IV, Line 4i - Schedule of Assets (Held at End of Year)

Lifetree Clinical Research 401(k) Plan

EIN: 72-1559845

Plan No.: 001

December 31, 2014
(a) (b) © (@ (e)
Description of Investment,
Including Maturity Date, Rate
Identity of Issue, Borrower, of Interest, Collateral, Par Current
Lessor, or Similar Party or Maturity Value Cost Value
* John Hancock Lifestyle - Conservative Mutual Fund: Lifestyle NA 42,743
* John Hancock Lifestyle - Moderate Mutual Fund: Lifestyle N/A 118,507
¥ John Hancock Lifestyle - Balanced Mutual Fund: Lifestyle N/A 577,551
* John Hancock Lifestyle - Growth Mutual Fund: Lifestyle N/A 236,287
* John Hancock Lifestyle - Aggressive Mutual Fund: Lifestyle N/A 234,157
Total Return Fund Mutual Fund: Income N/A 1,112
The Growth Fund of America Mutual Fund: Growth N/A 260,514
* John Hancock Disciplined Value Fund Mutual Fund: Growth N/A 66,618
Value Fund Mutual Fund: Growth N/A 62,559
* Mid-Cap Index Fund Mutual Fund: Growth N/A 2,344
Europacific Growth Fund Mutual Fund: International N/A 47,592
Mid-Cap Stock Fund Mutual Fund: Growth N/A 4,798
Small-Cap Growth Fund Mutual Fund: Growth N/A 6,964
Keeley Small-Cap Value Fund Mutual Fund: Growth N/A 4,489
DFA U.S. Targeted Value Fund Mutual Fund: Growth N/A 7,296
DFA International Value Fund Mutual Fund: International N/A 4,526
* Participant Loans Interest rate 4.25% collateralized by participant
accounts, maturing through 2020 - 7,826
_Losss
*

Denotes party in interest

Note: Information in this schedule has been certified as to its completeness and accuracy by the Plan's trustee

See independent auditors' report.



