OMB Nos. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee 1510.0089

Benefit Plan

Department of the Treasury

Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2014
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal ) ]
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation

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

Public Inspection

[ Part | | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending  12/31/2014
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a list
A This return/report is for: of participating employer information in accordance with the form instructions)
D a one-participant plan D a foreign plan
B This return/report is D the first return/report Dthe final return/report
an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
MIDWEST PHYSICIAN ANESTHESIA SERVICES, INC. PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1959
2a Plan sponsor’'s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
MIDWEST PHYSICIAN ANESTHESIA SERVICES, INC. (EIN)  31-1039177
2C Sponsor’s telephone number
5151 REED RD 614-457-2306
STE 225C ; ; ;
COLUMBUS, OH 43220 2d Business code (see instructions)
621111
3a Plan administrator's name and address Same as Plan Sponsor. 3b Administrator's EIN

3C Administrator’s telephone number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report.
a Sponsor's name 4c PN
5a Total number of participants at the beginning of the PIAN YEA ...........c...ceeviveeieiee e 5a 120
b Total number of participants at the end Of the PIAN YEAT ............oceivieeeeeieeeeeeeeee et 5b 129
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
COMPIELE ThIS IEMY ...v.voieetereees ettt et es et sestes s e s s e e e s s e st s e st es st es s e et e sse s s e e et s s st et esns st et ns et e s neessee et ensneeseeetenenen 129
d(l) Total number of active participants at the beginning of the plan year............cccccoiviiiiiiiiieee 5d(l) 120
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 129
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e 0
1€SS thaN 100 VESTEA. ...ttt ettt eh e et e e sht ettt et e sh bt s it e sk st et ekt e bt er e ekt e st e sbeesbn b e sbneereesbne e

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

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

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 12/01/2016 TAMARA FARMER
HERE . . L . -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 12/01/2016 TAMARA FARMER
HERE 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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c

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSIUCHIONS.) .....cc.eiiiuiiiiiiiriiiiee e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and coNditionS.)...........cooiiiiiiiiiiie e Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... D Yes D No |:| Not determined

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PIAN @SSELS ..........oovveeeeeeeceeeeeeeeeeeeeeeeeeeeeeeseeeeeeseeseeneeeeeeeed 7a 38131240 40267651
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)...............ccccccveveennen. 7c 38131240 40267651
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 2094429
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2)
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 268949
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 2363378
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d 226967
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other EXPENSES....ccuiiiriiiiiieiieieicct e 89
h Total expenses (add lines 8d, 8e, 8f, and 89) ................c...ccocoorer..... 8h 226967
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i 2136411
j Transfers to (from) the plan (see INStructions) ..........ccccceevieeinienens 8]

Part IV Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2G 2R
b [if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V |Comp|iance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period described in
29 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Correction Program) .............. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ON TINE LOB.) 1.ttt ettt ettt ekttt et ae st et e e e b e st e e et et e s e s e ee et en s e s et e e s es et e s e s e s ese s e s e se b et b eneneese s eaeneenenn 10b X
C Was the plan covered by a fidelity bond?............cccciiiiiiiiii 10c| X 500000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
OF QISNONESIY? ...ttt ettt ettt ettt s et ettt ettt e et se e ensan e s seasas 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service, or other organization that provides some or all of the benefits under the plan? (See
INSEIUCTIONS.) ©...vveceieeet ettt ee ettt ettt ettt et e e e e es et et et e ae s e aes e s s en et ea et e s ses s s aesessensnsanananennsnneas 10e X
f Has the plan failed to provide any benefit when due under the plan? ...........coovnrernerinrnenenenernnen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).............ccccccceeieennnn. 10g| X 96146
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR v
P24y T 1 e 7 T PRSP 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3........cccoiiiiiiiiieniiiieenee e 10i
[Part VI |Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) AN HNE 1L DCIOW) oo oo eeeeeeee e eereeeeeeeeeeeeeseeeeeeeeeeeeeeeeseeeeeeeerersssesereeeeeeereressesseseereeeeerreses [] ves [ 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? .. | I:I Yes No

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

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

Day

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

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

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

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

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

|Part VIiI |Trust Information (optional)

14a Name of trust 14b Trust's EIN




Filing Authorization
for the “amended” 2014 Form 8500 / Form 65600-8F

Name of Plan: Midwest Physiclan Anesthesla Services, Inc. Profit Sharing Plan
EIN/ PN: 31-1039177 1 001

Plan Year Ending:  12/31/2014

PART | Authorization of Practitioner to Electronically Sign and File

| hereby authorlze Al Minor & Assoclates, Inc. to electronically sign and file the above-named
returnfreport through EFAST2.

| understand that In granting this authority:

o | must manually sign and dale page 1 of the Form 5600 and/or page 2 of Form 5600-SF and
send a copy of pages 1 and 2 (keep the original flling for your records) to Al Minor &
Associales, Inc. hefore the filing can be initiated;

o Al Minor & Assoolates, Inc, will retaln a copy of this writien authorizatlon, along with the Form
5500 flling, in their racords;

¢« Al Minor & Assoclates, Inc. will notify the Individual(s} sighing below as plan
administratorfemployer about any Inquirles and information it receives from EFAST2, DOL,
IRS or PBGC regarding this annual refurnfraport;

s A copy of my signafure, as it appears on page 1 of the Form 5600 and/or page 2 of Form
5500-SF, will be includad with the relurnfreport posted by the Department of Labor on the
Internet for public disclosure; and

o Al Minor & Associates, [nc. shall not be deemed an administrator or other fiduclary with
respact to any Plan solely on account of the services performed under this authorlzation.

This authorlzafion is applicable only to the filing for the above-named Plan and applles only for plan,
year end statad ahove, W
Plan Administrator, Sponsor or Employer: W /%% Date:\é 4 {&z/b

{
PART i Acknowledgement of Receipt of Authorization

On behslf of Al Minor & Assoclates, Inc., | hereby cattify that the firm wilf use the authorily granted
only for the express purposes described above; that the firm will not disclose confidential information
to any parties other than the DOL, as required for EFAST2 filing; and that the firm will {ake
reasonable steps to assure that confidential information provided by the Plan Administrator or Plan
Sponsor Is protected from unauthorized disclosure.

(bt Koo . s

Albert R. Minor, Jr.,, £A, ASA Date




§ N
Form 6500-SF Short Forim Annual Return/Report of Small Employes O s o0
Dapatment of tha Trasstry Benefit Plan
Fatotnal Ravanwe Soriics fhis form is 1equlrad to be filed under secllons 104 and 4085 of the Employss 2014
Doporinarioitabe Retlrement Income Sectirity Act of 1074 (ERISA), and seciton 8067(b) and 8068(z) of
Employas Benolis Sesuity Ads'alsvallon the Internal Revonua Cogs {the Code), This For "‘;'.:;3232':" Publlc
i Pimfm:' fenst Qusrenty Goiparsbon 1y (o mpfate all entrles [n accordance with the instructions to the Form 6500-8F,
ffBaveas] Anntral Report Identlfication Information
For galendar plan year 2044 or fiscal plan year beginning 031/01/3014 and onding 12/31/2014
E a slngle-omployer plan D a mulliple-amployer plan {not mulllsrployer} {Filers checking this hox must altach a fist
A This relurnfroport ts for; of parlicipating employsr Information in accordance with tha form Instructions)
a one-parllelpant plan & forelgn plan
B fhis relutafrapon fs: the firat returafroport the final rolurnireport
N [ﬂ an amended relurmfreport D a short plan year celurn/raport {loss than 12 months)
C Chack hox If fillng under: [] Form 6668 D automallo oxlension D DFVC pregram
[] spactal oxlenslon (enler descriplion)

Ei?iﬁffﬁ Ba 3 anle p
fa  Name of plan b Three-dlgil)l

Midwest Physiclan Anesthesia Berviges, Ing, Pxofit sharxing Plan ?;ﬂ’}nfm o ool

4c Effective dato of plan
0%/01/1989

24 Plan sponsor's name and addross; Include room or stlle number (employer, If for a single-employer plan) 26y Employer identification Nunber

Midwest Phyaiclan Anesthepla fervices, Inoc. ) EIN) 31-1039177

26 Sponsor's lelephone numbar
{614} 487-2306

2d Business code {see Instritctions)

5151 Resd Rd

gte 2250
ys Colunbui O 43220 621111
3a Plan adminlstralor's name and address [X] Same as Plan Sponsor Name 3b Administrators EIN

3¢ Administrator's telephone number

4 Ifihe name andfor EIN of the plan sponsor has changed slnce ho fast rolimfroport filed for (hls plan, enter the | 4h EIN
name, EIN, and the plan number from the last relurnfreport.

a_Sponsor's hame dc PN
58 Total number of participants at 1he baginning of (e Plan YOAr wmswrammmmmmmsmmmmamiosmnn |58 120

b Total number of partlelpants al the and of the PIAN YOAr wuianauemmsbim s s 5b 128
¢ Number of particlpants with account balances as of the end of the plan year (defined boaofil plans do not 5c

complels this HBM) cerummronminimnn a0 RT3 L R LT 123
d(1) Tolal number of aclive pardicipants at the iJaﬂ]nmnﬂ of the plan year  swwmsiemimmmmmamnsn s 5d(1) 120
d(z} Tolal number of active parileipanis at tha end of the plan year  wrmunmmumnmBMIHEROIN 5d(2) 128
o Numbsr of particlpants tht terminated employmant dwing the plan year with accrued beneflis that were 5

1888 LHAN TO0% VESIBU | iurcciisnisnrs s tan s 1601011000 E1p 000106001100 EB LR EIELIRY A0 LIRS 30 L RE VAL LI R AT DA AR T e ¢

Cautten: A penally for the late or insomplete flling of tiia raturnlraport will be assessad unless reagonable cause is eatablishod,

Under pensiiles of pedury and alher penalties set forth i the insteuctlons, | declara that | have examined ihls returnireport, including, if applicable, & Scheduls
SB or Schedule MB complolert and slgned by an anrolled actuary, as well as the elsetronto version of this return/repost, and lo the bost of my knowlsdge and
o lste

M z r
AT X ///3e//f |wichael B. cobler, MD
“‘ ] Da{a ! Enter name of Individual slening as plan administrator
o
THERET signature of amployeriplan sponsor Date Enlor name of Individual slyning as employer or plan sponsor
Prepaier's ame {ncluding frat name, If applicable) and address; include reom or sulte numbar (aplionat) Praparer's lalephone numbar (optional)

For Paperwork Reduction Act Notlee and OMEB Qontrol Numbers, see tho instructions for Form E600-8F, Form 5600-8F1g.‘2‘?11g
'




