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
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

2016

This Form is Open to Public
Inspection

Part | | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning 01/01/2016

and ending  12/31/2016

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

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

D a DFE (specify)
the final return/report

D an amended return/report

C Ifthe plan is a collectively-bargained plan, check here. .. .............................

Form 5558

D special extension (enter description)

D Check box if filing under:

D automatic extension

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

|:[ 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 (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

LIFETREE CLINICAL RESEARCH

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

2b Employer Identification
Number (EIN)
72-1559845

2C Plan Sponsor’s telephone
number
801-892-5117

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.

HSIIECI;I\IIE Filed with authorized/valid electronic signature. 10/12/2017 MATT REGAN
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)

Preparer’s telephone number

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2016)
v. 160205




Form 5500 (2016) Page 2

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 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 I 180
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 YEaI...............cccceveveeiiiiieieieeeeess e 6a(l) 162
a(2) Total number of active participants at the end of the PIAN YK ...........ccccveiiviirivererereieieiceeeeree e 6a(2) 0
b Retired or separated partiCipants reCeIVING DENERILS..............ceeiiieeieeeeieeeeeee et ettt ee et n s s ans 6b 0
C Other retired or separated participants entitled to future BENefits ... 6¢C 0
d  Subtotal. Add INES BA(2), BB, ANA BC.........cvcveveeeeieeieieeeeeeeee e et ee ettt et ettt s e s et s st ee st et st et esee s s s sesteeessen s eseteseeeeees e iniea 6d 0
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........cccovviininiciieee 6e 0
T Total. AdAINES BU ANG BE. ...ttt ettt ettt ettt e e et et et ettt et et n e e et et et et et es s e e s eaneetesesesans of 0
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThIS IEMY .....eeececetete et et et e sece et et teee et et et s s eseseet et e ts s et e s eses s e s e s eeee et et etet st es s snssese et stes st et es s e s essseaesetatetetes s s nsneneneas 69 0
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S thAN 100Y6 VESIEO ......eiseeieeieet et eet ettt s st ees et st eese s st eese s st essssensees et emsess et ece e s st ens et st ems st ems s st ens st en st et en s st enees e 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 23 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 Q) Insurance
2 D Code section 412(e)(3) insurance contracts ) D 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
1) R (Retirement Plan Information) N H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money ) D | (Financial Information — Small Plan)
Putrchase Plan Actuarial Information) - signed by the plan 3) _1 A (Insurance Information)
actuar,
y 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 1lI | 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.) oo [] 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.) ........... D Yes D No

11c Enter the Receipt Confirmation Code for the 2016 Form M-1 annual report. If the plan was not required to file the 2016 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 Revenue 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).

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2016

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
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 CLINICAL RESEARCH

D Employer Identification Number (EIN)
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 Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

JOHN HANCOCK LIFE INSURANCE COMPANY

o en @i [ @ consetor [ ©) Serecnas e Poley o ol yeo
code identification number policy or contract year (f) From (9) To
01-0233346 65838 65892 0 01/01/2016 12/31/2016

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

10144

2075

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

LPL FINANCIAL CORPORATION

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10144

o

COMMISSIONS

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

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2075

FEES

5

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2016
v. 160205
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base 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 (e)
(b) Amount of sales and base 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 (e)
(b) Amount of sales and base 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 (e)
(b) Amount of sales and base 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 (e)
(b) Amount of sales and base 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
5 Current value of plan’s interest under this contract in separate accounts at year end...................ccccooveveveveeereennn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ..........vveeceeeeeetetceeeeee ettt e sttt en s s sttt et et et et es s nenssene st e teaesan s s e 6b
C  Premiums due but unpaid at the end of the year ... 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, ENLEr AMOUNL. .........coiiiiiiiiiii et e e e e e e e e sabeeee e e e aes

Specify nature of costs P

€  Type of 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: (1) D deposit administration (2 D immediate participation guarantee
3) D guaranteed investment 4) other P GROUP ANNUITY
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e | 7b
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1)
(2) Dividends and CreditS...........c.ccivevereiriiiiieeeeeereis e 7c(2) 0
(3) Interest credited dUNNG the YEAr.............c..vovrereeeieeeeeeeeee et 7c(3)
(4) Transferred from separate account .. 7c(4)
(5) Other (SPEGIY DEIOW) ........cveveeeeeeeeeeeicteteecee et 7c(5)

»

(6)Total additionS ........cvvveeieeeeiiiieiee e

d Total of balance and additions (add lines 7b and 7¢(6)).

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier..............cccocevveveveeeeeeeeeeeeeeerenens 7e(2)
(3) Transferred t0 SEPArate @CCOUNL .............c.cocveveveeeeeeeeeeeeeeeeeses e e 7e(3)
(4) Other (specify below)
4

(5) TOLAI EAUCHONS ...ttt a et b bbbt s ettt bbbt s s a et b s 7e(5)

f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. | 7f
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Part Il | 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 |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......oviueiiiiieiiirieieieieeicee st 9a(1)
(2) Increase (decrease) in amount due but unpaid .............ccocveeiriieennnne. 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........cccceeevevveeenn. 9a(3)
(8) EAIMEA (1) + (2) = (3)) +rrerererreeeeeeeeeeeeeseseesessssesesssssseseseseseesssseseessssesseseeesesseeeeseseeseseeeeseeesessssseseeseesessens | 9a4)
b Benefit charges (1) CIaIMS PaId........ccccceeevevevereeeeeeeeeeieeeeeees e 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (AAd (1) AN (2)) .euvcveeerereereeeeeeeeeeeteeetee e et e et te e et ee et et e et te s et e e et esesaeseee et et ese e e eansaeseeeeaeenene 9b(3)
(4) ClAIMS CRAIGET. ... vt etiieeiteiteiee ettt ettt ettt eteeteeteeee st et e s e es e et e ebeebeseesbe e enseseeseeseebesbessenbessensereasestesseeens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......vceeeeeeieee ettt ee et ene e 9c(1)(A)
(B) Administrative service or other fees ............cccoceeveeeveeeveeeereeanas 9c(1)(B)
(C) Other specific ACQUISIION COSES.........v.oveevreereceeeeeeeeeeesiereeeeienens 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereceeieeeeeeeeeereseeneeesevs e s enes e neesenenen 9c¢(1)(D)
(E) TAXES.cv.viveieeeeeeeeteeeeeeeee ettt ne et ennen 9c(1)(E)
(F) Charges for risks or other contingencies .............c..cccoveveverenens, 9c(1)(F)
(G) Other retention ChAGES ..........c.cvvvreeeeeeeeeeeeeeeeeeeeeeeeeneenenenees 9c(1)(G)
LG L ez = 0=Y 1o o VOO RU 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES ......ocveeeeeeeee ettt e et e e et e et et e e e et eae et et e esete s et e s e et eas et eseesete et ese s esensstessesase et eteenssennsanseas 9d(2)
() OFNET FESEIVES ...ttt ettt ettt ettt ettt e bt et e e eae e bt e st e teem e e bt es e e beemeeeb e e s eeeEeembeeeeeseeebeenteaneeneesneeneennie 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........cccceevcniennnnee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEN ..........cuuiiiiiiiiiiiii e 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. ..............c.cccee... 10b

Specify nature of costs.

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. P




SCHEDULE C Service Provider Information OMB No. 12100110
Form 5500
( : 2016

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 Lab .
Employee B:r?eafli'trsnggcarityaAz:‘ninistration P File as an attachment to Form 5500. This Form is Op_en to Public
Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending 12/31/2016
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 | | 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 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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2016
v.160205



Schedule C (Form 5500) 2016 Page 2- |1

(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) 2016

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).

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

JOHN HANCOCK USA

01-0233346
(b) (c) (d) (e) ) (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 -O-. 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
(). If none, enter -0-.
15 RECORDKEEPER 136
YesD No YesD NOD Yes[[ No[[
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) () (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-.
YesD N0|:| YesD NOD Yes[[ No[[
(a) Enter name and EIN or address (see instructions)

(b) ©) (@ e o (0 _ @ 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 -O-.

compensation? (sources
other than plan or plan
Sponsor)

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 D No D

Yes D No D

Yes [[ No [[
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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).

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

(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 -O-. 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
(). If none, enter -0-.
YesD NOI:I YesD NOD Yes[[ No[[
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) () (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-.
YesD N0|:| YesD NOD Yes[[ No[[
(a) Enter name and EIN or address (see instructions)

(b) ©) (@ e o (0 _ @ 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 -O-.

compensation? (sources
other than plan or plan
Sponsor)

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 D No D

Yes D No D

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 (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.

(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.

(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.
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Page 5 -

‘ 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

(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

(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

(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
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

DFE/Participating Plan 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).

P File as an attachment to Form 5500.

2016

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

Inspection.
For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending 12/31/2016
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 [E: LS CONSERVATIVE

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

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 1-02 46- P N | )
C EIN-PN 01-0233346-000 code 103-12 IE at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE: LS MODERATE
b Name of sponsor of entity listed in (a): JOHN HANCOCK USA
d Entity =) € Dollar value of interest in MTIA, CCT, PSA, or
- 01-0233346-000 L i, ’ 0
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: LS BALANCE
- . 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 S . ! 0
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: LS GROWTH
- . 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 N , ) 0
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: LS AGGRESSIVE
b Name of sponsor of entity listed in (a): JOHN HANCOCK USA
¢ EIN-PN 01-0233346-000 d Entity p € Dollar value of interest in MTIA, CCT,_PSA, or 0
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |IE: FID TOTAL
- . 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 L . ’ 0
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: VS TOTAL
- . JOHN HANCOCK USA
b Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 0

C EIN-PN 01-0233346-000
code

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule D (Form 5500) 2016
v.160205
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Name of MTIA, CCT, PSA, or 103-12 IE: GROWTH

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

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

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

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

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

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

EIN-PN 01-0233346-000 code 103-12 IE at end of year (see instructions)

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

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

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

- 1-02 46- . .
EIN-PN 01-0233346-000 code 103-12 IE at end of year (see instructions)

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

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

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

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

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

Name of MTIA, CCT, PSA, or 103-12 |IE; EUROPAC

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

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

- 01-0233346-000
EIN-PN code 103-12 IE at end of year (see instructions)

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

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

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

- 01-0233346-000 ) .
EIN-PN code 103-12 IE at end of year (see instructions)

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

T . HN HAN K A
Name of sponsor of entity listed in (a): J0 COCKUS

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

EIN-PN 01-0233346-000 code 103-12 IE at end of year (see instructions)

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

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

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

EIN-PN 01-0233346-000 code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 |[E: DFA TAVA

JOHN HANCOCK USA

Name of sponsor of entity listed in (a):

EIN-PN 01-0233346-000

d Entity
code

=)

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

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

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

JOHN HANCOCK USA

Name of sponsor of entity listed in (a):

EIN-PN 01-0233346-000

d Entity
code

F)

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

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):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

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 DFESs)
(Complete as many entries as needed to report all participating plans)

a 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

a 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

a 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

a 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 Financial Information OMB No. 1210-0110
(Form 5500)
Internal R Seni This schedule is required to be filed under section 104 of the Employee 2016
nierne Revenue service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Department of Labor Internal Revenue Code (the Code).
Employee Benefits Security Administration
Pension Benefit Guaranty Corporation P File as an attachment to Form 5500. This Form is Op_en to Public
Inspection

For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016

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 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), 1¢(8), 19, 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 ...........ccccoiiiiiiiiici e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS............ocereeveveretereeeeeeee et 1b(1)
(2) Participant CONTIDULIONS ..............oviviveeeeieeeeeeeeeeeees e 1b(2)
() 0112 T= TSP 1b(3)
C General investments:
2) 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) PIETEITEA ... 1c(3)(A)
(B) AlLOTNET c.eeeeeeeeeeeeeee et 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIETEITEA ... 1c(4)(A)
(B) COMIMION. ....vitiieeeeeeeeete et 1c(4)(B)
(5) Partnership/joint VENtUre iNtEreStS ..............ccocoeeeevereeeeeeseeeeeesseenens 1c(5)
(6) Real estate (other than employer real property)............c.ccceeveveveeeeeennn. 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) Participant [0ans................ccocoeevevevererererenernnns 1c(8) 16481 0
(9) Value of interest in common/collective trusts 1c(9)
(10) Value of interest in pooled separate acCoUNtS ..............c.cccecveveveerenennn. 1c(10) 2041935 0
(11) Value of interest in master trust investment accounts ................cc......... 1c(11)
(12) Value of interest in 103-12 investment eNtities. ..............occoveevereveserenn. 1c(12)
(23) \f/ua;I]Léi)of interest in registered investment companies (e.g., mutual 1¢(13)
(14) Value of funds held in insurance company general account (unallocated | @
contracts)
(15) OUNEY ..ot 1c(15)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule H (Form 5500) 2016
v.160205
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1d

Employer-related investments:

(a) Beginning of Year

(b) End of Year

(1) Employer securities

1d(1)

(2) Employer real property

1d(2)

Buildings and other property used in plan operation .............cccvvieiiiiiiiieeen..

le

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

1f

2058416

Liabilities

Benefit claims payable..............oooiiiii

1g

Operating PAYADIES .......coii i

1lh

ACQUISItION INAEDIEANESS ....cceiiiiiiii e

1i

Other abIlItIES ......coevieiiiiieiieeeeeeeeeeeeeeeeeee et

1j

Total liabilities (add all amounts in lines 1g throughlj) .......ccccccceeviiiiiiiiennnnn.

1k

Net Assets

Net assets (subtract line 1k from line 1f) ......cceeeiiiiiiiiiii e,

7]

2058416

Part 1l |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

Contributions:

(a) Amount

(b) Total

(1) Received or receivable in cash from: (A) Employers.........ccccovveennnnenn.
(B)  PartiCIPANTS. ... ...eiiiiiiieiiiie ettt
(C) Others (including rollOVErS) ...........cceiiiiiiiiiie e

(2) Noncash CONHBULIONS ..........viiiiiiiiiiii e

(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 dEPOSIL).......ccoiueiiiiiiiiiiiiee e

(B) U.S. GOVErNMENt SECUNMLIES .....cocuviieiiiiieiiiie et
(C) Corporate debt INStrUMENTS........cc.eeeiiiiiiiiiiiieee e
(D) Loans (other than to participants)..........ccccveevrieeeriiieeiiiee e
(E) Participant I0@NS ........ccccuviiiiiiiiiiiceiiiice e
(F)  OtNET i
(G) Total interest. Add lines 2b(1)(A) through (F)......cccooeiiiiiiiniiiennne.
(2) Dividends: (A) Preferred StOCK..........ccveiiiiiiiiiiiiiiiiciiieceec e
(B)  COMMON SEOCK.....cuuriiiiiiieiiiite ettt
(C) Registered investment company shares (e.g. mutual funds)............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES .t
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds..
(B) Aggregate carrying amount (see instructions) ...............
(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) ORI e

(C) Total unrealized appreciation of assets.
Add [ines 2D(5)(A) @nd (B)....ccveerureriieirieiienie e

2a(1)(A)

177424

2a(1)(B)

410694

2a(1)(C)

3848

2a(2)

2a(3)

591966

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

1302

2b(1)(F)

161103

2b(1)(G)

162405

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) Netinvestment 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)...........coovuiieiiiiiiii e
C O hEI INCOME.. ..ttt et e e e e et e e e e e e e vabeeeeeaeend 2c
d Total income. Add all income amounts in column (b) and enter total....................| 2d 754371
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 357003

(2) Toinsurance carriers for the provision of benefits............cccccoviiniiennn. 2e(2)

(B) OUNET ..o esesi ettt 2e(3) 10212

(4) Total benefit payments. Add lines 2e(1) through (3).......cccvvevveviereeiennnne 2e(4) 367215
f Corrective distributions (S€€ INSTUCHIONS) ..........c.evevereeeeireierereieies e 2f
g Certain deemed distributions of participant loans (see instructions)................. 29
N INEErESt EXPENSE ..ot 2h
i Administrative expenses: (1) Professional fees...........c..ccceeveeeereeeerererenens 2i(1)

(2) Contract adminiStrator fEES.........cciiuiiiiiiie e 2i(2)

(3) Investment advisory and management fees..........cccocvieeniiiiinieeenieeesnine. 2i(3)

(B) OHNBT ... 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4)........ccccccveeennee. 2i(5) 0
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 367215

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d 2k 387156
| Transfers of assets:

(1) TOthIS PIAN ..o 21(1)

(2) From this Plan.........c.cooiiiiiiiieii et 21(2) 2445572

Part 1ll | 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:
Q) 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 GlAs 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 afailure 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 X

CRECKEEA.) ..ottt a ettt a et as 4b
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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.) .....cccccevvvevieeiieniecieennnn 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 Ill if “Yes” is
(oL A=Y ot cC=Ye 1) TP 4d X

€  Was this plan covered by a fidelity DONA?...........ooiiiii e s 4e X 500000

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
Fraud OF AISNONESLY? ...ttt b et b e s bt e sab e e b e e sae e sbeesabeebeesaneenneenneeaans Af X

0 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?..........cocceeevererienenieneere e 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 reqUIrEIMENTS.) .......oiiiiie ettt s seeenaeeeans 4i X

] 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 reqUIrEIMENTS.) .......oiiiiie et s ae e s neenneeeans 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? .........ccouiiiiiiiiieiesieeeese e 4k X
| Has the plan failed to provide any benefit when due under the plan?...........cccooiiiiiiininnee e 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

By 0 0 B TP am 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.........cccccevrrienienenieene e 4n

0 Defined Benefit Plan or Money Purchase Pension Plan Only:
Were any distributions made during the plan year to an employee who attained age 62 and had not
SepArated frOM SEIVICE? ... ..ttt e e et et e et et e et e et re e et e e e e naree e 40

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..............ccccoccene Yes D No Amount: 0

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)

PRA INTERNATIONAL 401(K) PLAN 54-1820933 001

5¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... D Yes D No |:| Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

|Part Vv |Trust Information

6a Name of trust 6b Trust's EIN

6C Name of trustee or custodian 6d Trustee’s or custodian’s telephone number




H H OMB No. 1210-0110
SCHEDULE R Retirement Plan Information °
(Form 5500) 2016
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Department of Labor 6058(a) of the Internal Revenue Code (the Code).
s h P 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 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
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 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 1 0
INSIIUCTIONS ...ttt et e bttt e e bt e eh ket o4 bt e o b bt e oo a b et e e bb et e e bbbt e eab e e e e e abb e e e nebe e e sbneeeaas
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 3
22 OO SRPPURSRPRPO
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)? .......oveveeveerrrernnes |:| Yes D No |:| N/A
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 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.............ccccocoeveeeeverereveeeceeeenns 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 @MOUNT) ..........cceiiiiiiii e 6¢C
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline?...............cccccveeereeriiiennene, D Yes D No D N/A
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
administrator agree With the ChaNGE? ..........ooiiiiii e D Yes D No D N/A
‘ Part Ill ‘ 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. 1f NO, ChECK the “NO” DOX.......ceeeee ettt 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 D No
11 a Doesthe ESOP hold any Preferr@d SOCK? ...........c.oviveuieueueeeeeeeeeeeeeeeeeeeeee et et eeeteeete e eae et et ee et eas e e e eteae et eseee et e s et eseetean et ereenesenn e : Yes D No
b Ifthe .ESOP has an outgtqr?ding 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 “back-t0-back” 10aN.) ..............cccoiiiiiiiii
12  Does the ESOP hold any stock that is not readily tradable on an established SECUMtIES MArKE? .............covvveeeeereeeeeeeeeee e []Yes [] No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2016

v. 160205
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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 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 I:I 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 I:I 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 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 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 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 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 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 D Weekly D Unit of production D Other (specify):




Schedule R (Form 5500) 2016 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:
B THE CUITENE YA ..o eeeeeeeeeeee ettt et e e e et et et et et e e e e et e e e et e s et et e e s eeeeee et eeeeeeeeee e e s eeeeeeeeneees 14a
b The plan year immediately preceding the CUITENt PIan YEar..............ccceeeeveveeeeeeeeeeeee e en e 14b
C  The second PreCeding PIAN YA .........ccuuii ittt ettt et e et ettt e st e et e e bt e e e e nneees 1l4c
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...........cccccovcvveiinen. 15a
b The corresponding number for the second preceding PIAN YA .............ccoveueueeeeeererireeeeeeeeeeeeeserererenesenanen 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 ..........ccccoiiiiiiiiiiiiiiiiiieeeeenns 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 ..ot e e e e st e e e e e s s b e e e e e e s sinbeneeaaaas
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 r e e e et s s st e e s s s s st e e s s e aenes |:|
| 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

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 |:| 6-9 years |:| 9-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate line 19(b)?
D Effective duration |:| Macaulay duration |:| Modified duration D Other (specify):
‘ Part VIl ’ IRS Compliance Questions
20a Is the plan a 401(K) plan? If “NO,” SKIP D ...cveviviveeeeieeeieteteeec ettt n s D Yes D No
D Design-based “Prior year”
20b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section safe harbor ADP test
401(k)(3) for the plan year? Check all that appIY: .......ooieerieeie e D “Current year” D N/A
ADP test
21a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio Average
year? Check all thAt @PPIY: .......cceeeeeeeeeeeeceeee et ettt ee ettt et e e et ee et s eass et et et eteaeseee s s seeseenneans D percentage benefit test |:| N/A
test
21b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4) D Yes D No
for the plan year by combining this plan with any other plan under the permissive aggregation rules? ......

22a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of

the letter / / and the serial number

22D If the plan is an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination

letter /
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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, 2016 and 2015, and the related
statement of changes in net assets available for benefits for the year ended December 31, 2016, 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 audits 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 December 31, 2016 and 2015 and for the year ended December 31, 2016, 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 Form and Content in Compliance with DOL Rules and Regulations

The form and content of the information included in the financial statements, 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.

Kmoj 10,%4@ *Wﬂaf IL'L'K

Raleigh, North Carolina
October 12, 2017



Statements of Net Assets Available for Benefits

Lifetree Clinical Research 401(k) Plan

December 31, 2016 and 2015

2016 2015
Assets:
Investments at fair value, as reported by trustee $ $ 2,041,935
Total investments, as reported by trustee 2,041,935
Receivables:
Participant contributions 31,379
Employer contributions 13,845
Notes receivable from participants 16,481
Total receivables 61,705
Total assets 2,103,640
Liabilities:
Total liabilities -
Net assets available for plan benefits $ $ 2,103,640

All investments are participant-directed.

See independent auditors' report and notes to financial statements.



Statement of Changes in Net Assets Available for Benefits
Lifetree Clinical Research 401(k) Plan

Year Ended December 31, 2016

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

Interest income on notes receivable from participants
Contributions:
Participant
Employer
Rollovers
Total contributions
Total additions
Deductions:
Benefits paid to participants
Administrative expenses
Total deductions
Net change in net assets

Transfer to PRA International 401(k) Plan

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.

161,103
161,103

1,302
379,315
163,579

3,848
546,742
709,147
357,003

10,212
367,215

341,932

(2,445,572)

2,103,640



Notes to Financial Statements

Lifetree Clinical Research 401(k) Plan
Years Ended December 31, 2016 and 2015
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.

Effective December 31, 2016, the Plan was merged into the PRA International 401(k) Plan. The assets of the Plan
totaling $2,445,572 were transferred to the PRA International 401(k) Plan.

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 $163,579 in 2016.

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
2016.

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, 2016 and 2015, forfeited nonvested accounts totaled $0. Forfeitures totaling $0 for the
year ended December 31, 2016 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 at a
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.

NOTE B--SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES
Basis of Accounting: The financial statements of the Plan are prepared on the accrual basis of accounting.

Adoption of Recent Accounting Pronouncements: In May 2015, the Financial Accounting Standards Board ("FASB")
issued Accounting Standards Update ("ASU") No. 2015-07, Disclosures for Investments in Certain Entities that
Calculate Net Asset Value per Share (or Its Equivalent). This ASU removes the requirement to categorize within the fair
value hierarchy all investments for which fair value is measured using the NAV per share practical expedient. It also
removes the requirement to make certain disclosures for all investments that are eligible to be measured at fair value
using the NAV per share practical expedient. Those disclosures are limited to investments for which the entity has elected
to measure the fair value using that practical expedient. The Plan has adopted this ASU and has implemented the
guidance on a retrospective basis to all periods presented.

In July 2015, the FASB issued ASU No. 2015-12, Plan Accounting. The new pronouncement is a three-part standard
which (1) designates contract value as the only measurement amount for fully benefit-responsive investment contracts,
(2) simplifies and increases the effectiveness of plan investment disclosure requirements, and (3) provides employee
benefit plans with a measurement-date practical expedient. The Plan has adopted this ASU and has implemented the
guidance on a retrospective basis to all periods presented.



Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

NOTE B--SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES--Continued

Investment Valuation and Income Recognition: Investments are reported at fair value. Fair value is the price that would
be received to sell an asset or paid to transfer a liability in an orderly transaction between market participants at the
measurement date. The Plan’s Administrative Committee determines the Plan’s valuation policies utilizing information
provided by the investment advisers, custodians and insurance company. See Note C for discussion of fair value
measurements.

Purchases and sales of securities are recorded on a trade-date basis. Interest income is recorded on the accrual basis.
Dividends are recorded on the ex-dividend date. Net appreciation includes the Plan’s gains and losses on investments
bought and sold as well as held during the year.

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, 2016 or 2015. 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 Plan, unless otherwise paid by the Company.
Expenses that are paid by the Company 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 appreciation of fair value of investments.

Use of Estimates: The preparation of financial statements in accordance with accounting principles generally accepted in
the United States of America requires management to make estimates and assumptions that affect the reported amounts of
assets and liabilities and changes therein, and disclosure of contingent assets and liabilities. Actual results could differ
from those estimates.

Subsequent Events: Plan management has evaluated events through October 12, 2017, the date the financial statements
were available to be issued.




Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

NOTE C--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 Accounting Standards Codification 820 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;

¢ 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.

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, 2016 and 2015.

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

The following table sets forth by level, within the fair value hierarchy, the Plan’s assets at fair value as of December
31,2016 and 2015:

Assets at Fair Value as of December 31, 2016

Level 1 Level 2 Level 3 Total
Pooled Separate Accounts $ - $ - $ - $ -
Investments at fair value $ - $ - $ - s -




Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

NOTE C--FAIR VALUE MEASUREMENTS--Continued

Assets at Fair Value as of December 31, 2015

Level 1 Level 2 Level 3 Total
Pooled Separate Accounts $ - $ 2,041,935 $ - $ 2,041,935
Investments at fair value $ - $ 2,041,935 - $ 2,041,935

NOTE D--RELATED PARTY TRANSACTIONS AND PARTY IN INTEREST TRANSACTIONS

Certain Plan investments are managed by John Hancock. John Hancock is the trustee of the Plan and, therefore, these
transactions qualify as party in interest transactions. Fees paid to John Hancock by the Plan for administrative services
approximated $8,137 for the year ended December 31, 2016.

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
Jjurisdictions; 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 2013.

NOTE G--PLAN TERMINATION
Although it has not expressed any intent to do so, the Company has the right under the Plan to discontinue its
contributions at any time and to terminate the Plan subject to the provisions of ERISA. In the event of Plan termination,

participants would become 100 percent vested in their employer contributions.

As discussed in Note A, the Company merged the Plan with the PRA International 401(k) Plan effective December 31,
2016.



Notes to Financial Statements--Continued

Lifetree Clinical Research 401(k) Plan

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, 2016 December 31, 2015
Net assets available for benefits per the financial statements $ - $ 2,103,640
Contributions receivable — end of year - (45,224)
Net assets available for benefits per Form 5500 3 - $ 2058416
For the Year Ended

December 31, 2016

Contributions per financial statements $ 546,742
Contribution receivable at beginning of year 45.224
Contributions per Form 5500 $ 591,966

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

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 has elected that information
certified by the trustee has not been subjected to any auditing procedures except for comparing such information to the
related information contained in the accompanying financial statements and supplemental schedule. Accordingly, the
trustee has certified that the following data included in the accompanying financial statements and supplemental schedule
is complete and accurate at December 31:

2016 2015
Investments at fair value $ - $ 2,041,935
Notes receivable from participants - 16,481
Investment income 161,103

The Plan’s independent auditor did not perform auditing procedures with respect to this information, except for
comparing such information to the related information included in the financial statements and supplemental schedule.

NOTE K--ADMINISTRATIVE ERRORS

The Plan sponsor noted certain administrative errors during the operation of the Plan in 2016 and 2015. Company
management and the Plan administrator have represented that these errors have been corrected 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.

10



Form 5500 Annual Return/Report of Employee Benefit Plan

OMB Nos. 1210-0110

1210-0089
This form is required to be filed for employee benefit plans under sections 104
Department of the Traasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefils Security

» Complete all entries in accordance with

2016

Adiinistralion the instructions to the Form 5500.
Pension Benefil Guaranty Corporation This Form is Open to Public
Inspection
Part| | Annual Report Identification Information
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A This return/report is for: D 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.)

@ a single-employer plan D a DFE (specify)

B This return/report is: |:| the first return/report @ the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here

D Check box if filing under: El Form 5558 D automatic extension
D special extension {enter description)

D 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 (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and sireet, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

LIFETREE CLINICAL RESEARCH

3838 S0UTH 700 EAST, STE. 202

SALT LAKE CITY UT 84106

2b Employer Identification
Number (EIN)
72-1559845

2c¢ Plan Sponsor's telephone
number

801-892-5117

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 ?ell as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

I-?!IEGRNE /;’j /S Z /%M /{f/ic}w. // 7 |Matt Regan
7

Slgnature of éflan ad%lnistrator Date / Enter name of individual signing as plan administrator
SIGN W /’5/{*’*/3 7 |mate Regan
HERE / 7

S: nature &!mployer!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)

Preparer's telephone number

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2016)



Form 5500 (2016) Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 Ifthe 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
§  Total number of participants at the beginning of the plan year 5 | 180
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 8a{1),
6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEAr . ..........coooiiviiviieiieei e 6a(1) le2
a(2) Total number of active participants at the end of the PIAN YEAN .......ooevviveeeeerie e e s neeee 6a(2)
b Retired or separated participants receiving BENEfIS...........occcovveviriierisies oot rssss s ceneens| | OB
€ Other retired or separated participants entitled to future benefits ... 6c
d  Subtotal. Add INES BA(2), B, BN BC..........oveovceieieecreteiiee et es et esces et eeeses s sset e e s et n e esesaeseseese et et ensseassesensstesantensssssseeens e6d
e Deceased participants whose beneficiaries are receiving or are entitied to receive benefits. ..........c.ccocvveeevreeiieceeicveenn| 68
T Total. AddIINES BU NG BE. .........ieueiceeiieees ittt et ettt st nns s O
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this IEMY ....c..vceiieveee i et etriet ettt e r et et b sttt et sR ettt et et e nranar e e e s 6g
h Number of participants that terminated employment during the plan year with accrued benefits that were
leas than T00% Vastatl . e i oo S e S s s g O
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2B 2F 2G 2J 2K 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Cades in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1 Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance centracts
@ [¢ Trust (3) Trust
(4) |_| General assets of the sponsor (4) General assets of the sponsor
10 Check 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) 1) @ H (Finandial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money (2) D | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) g A (Insurance Information)
actual - !
N 4) ﬁ C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) o D (DFE/Participating Plan Information)
Informaticn) - signed by the plan actuary (6) D G (Financial Transaction Schedules)



Form 5500 (2016) Page 3

] Part I11 | 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 pian year? (See instructions and 29 CFR
250 (o (2 E————————_t I 4~ [ .

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 [| No

11 Enter the Receipt Confirmation Code for the 2016 Form M-1 annual report. If the plan was not required to file the 2016 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 s i SRR
(Form 5500) :

Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2016

Department of Labor
Employee Benefits Securily Administration

P File as an attachment to Form 5500.

FefsanBenet 8 eruy Compomton » 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 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
LIFETREE CLINICAL RESEARCH 401(K) PLAN ) » 001
C Plan sponsaor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LIFETREE CLINICAL RESEARCH 72-1553845

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:

(a) Name of insurance carrier

JOHN HANCOCK LIFE INSURANCE COMPANY

e) Approximate number of Policy or contract year
(e) NAIC (d) Contract or (
{b) EIN i A 2 persans covered at end of
code identification number policy or contract year (f) From {g) To
01-0233346 65838 65892 0 01/01/2016 12/31/2016

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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
10,144 2,075

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
LPL Financial Corporation

Fees and other commissions paid
(c) Amount (d) Purpose (e) Organization code

Commissions

(b) Amount of sales and base
commissions paid

10,144 0 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

Fees and other commissions paid

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

Fees

0 2,075 5
Schedule A (Form §500) 2016
v. 160205

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

Fees and other commissions paid (e}
(b)Y Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Partll | 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.................ccceceiiviiiininenivsrinninn: 4
5 Current value of plan’s interest under this contract in separate accounts at year end ..........coocereineiiiesensiesisenee 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premilums PaId 10 GAITIEI.........oeeceeereieeeeeee ettt e e e s ensees eesss s et et s rastess e s ssass et e beere sttt sesereasssmmsssesasaessbsbesraseras 6b
C  Premiums due but unpaid at the end of the year................. 6c
d [fthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ................
Specify nature of costs P
e  Type of contract: (1) D individual policies (2) |:| group deferred annuity
3) D other (specify) »
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 [:l
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) @ other PGroup Annuity
b  Balance at the end of the previous year................. ] 7b
C  Additions: (1) Contributions deposited during the year... Sl o |
(2) Dividends and Credits ..........co.oovwreieeereeieessieeenssiess e eoserensnssonnsennn]_1G(2) 0
(3) Interest credited dUNNG the YA ...........coovccvveeveeeeeeeceseeensesescsssneennann]_1C(3)
(4) Transferred from Separate ACCOUN...........o.oiveviiiirercsesonssessersssessensd 7c{4)
(5) Other (specify BEIOW) .....ccoviiiii e 7¢(5)
>
(6)Total additions... . OSSO . ()
d Total of balance and addltlons (add ||nes 7b and 70(6)) I 7d
e Deductions:
{1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made BY GarfEr ..........ccoivviosresssensiiiiosesssiesss 7e(2)
(3) Transferred to separate account 7e(3)
(4) Other (SPECIY BEIOW) w.ev.veeveeeeeeeeeee st eeeseeeeesesssiisssesssesssess cessserenneenn]_ 1€(4)
4
(5) Total deductions... OOV -1 (<) |
f Balance at the end of the current year (subtract Ime 79(5) from lme Td) .......................... . | Tf
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Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or memnbers of the same employee crganizations(s),
the information may be combined for reporting purposes if such conlracts 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 |:| Dental [ |:| Vision d D Life Insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment h D Prescription drug
D Stop loss (large deductible) j |:| HMO contract k D PPO contract | I:l Indemnity contract
m D Other (specify) »
9 Experience-rated contracts:
a Premiums: (1) AMOUNErECEIVEM. ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid.........cceveveiiieieniens 9a(2)
(3) Increase (decrease) in unearned premium reserve .. 9a(3)
L ) T ————————————— T
b Benefit charges (1) Claims Paid .......occovvrveerenieniscnsrsisinisinennenen_ 90(1)
(2) Increase (decrease) in ClaiMm reSEIVES ... e 9h(2)
(3) Incurred claims (Add (1) AN (2)) c.ecverrieeeermmriiommie s s s s e T 9h(3)
(4) Claims charged ... . v Sb(4)
C Remainder of premium: {1) Retenhon charges (on an accrual baS|5) -
{A) Commissions .. s DECT)(AY
(B) Admlnlstratlve service or other fees A - c g1 =))
(C) Other specific aCqUISIION COSES .........ccocccccusrrerccrecsrssssssreresssssrcrene]_IS(INC)
(D) O Bl ERPBIISES sussnnsessiassrsvosi s easanstsnnissinssinnsgreasesssssasrsasns 43 9c(1)(D)
(E) Taxes.. " e ..{ Se(1)}E)
(F) Charges for nsks or other conllngenmes | 9c(1)(F)
(G Cither FotB T CRATGES s s 9c(1)(G)
A T FBABTTUIEIT svvvsscvmuscsovs e e s S S K 4 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) ...l 8(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefils after retirement ................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves........ 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2).) ...ooooooiviiiiineienan 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription harges Paid 0 CAMTIET ..............cve v 10a
b Ifthe 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............cccovien 10b
Specify nature of costs.
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ |—| Yes @ No

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




SCHEDULE C Service Provider Information 8 Ny 1210410
(Form 5500) 2016
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).
D t of Lab :
Employee D:ﬁ:ﬂ?g;cﬁﬁlyaﬂg;\'nFslraliun » File as an attachment to Form 5500. This Form Is Open to Puhlic
Pension Benefil Guaranly Corporalion Inspection.
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
LIFETREE CLINICAL RESEARCH 401 (K) PLAN plan number (PN) b 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN}
LIFETREE CLINICAL RESEARCH
72-1559845

l 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 disclosures on eligible indirect compensation

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule C (Form 5500) 2016
v.160205
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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 cr address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of persan 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) 2016

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 USA 01-0233346

(b) (c) (d) (e) (f) (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
15 (f). If none, enter -0-.
Recordkeeper
Yesl:l No@ Yes[l NOD YesD No|:|
136
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (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
(. If none, enter -0-.
YesD NOD YesD No|:| YesD NoD
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (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
perscn known to be
a parly-in-interest

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

compensation? (sources
other than plan or plan
sponsor)

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 D No[]

Yes D NOD

Yes |:| No D




Schedule C (Form 5500) 2016

Page 4 -

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 conneclion 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)

(b) (c) (d) (e) (f) (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

organizafion, or |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter-0-. ather 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 NDD Yes[] NOD
{(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (h)
Service Relaticnship 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 exciuding | 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
(). If none, enter -0-.
YesD Nol:l Yes[l Nc[] YesD NoD
{a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) o ~(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
person known {o be
a party-in-interest

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

compensation? (sources
other than plan or plan
sponsor)

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?

YesD No D

Yes D No D

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

3. I 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 amcunt of the indirect compensation.

(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.

(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.




Schedule C (Form 5500) 2016

Page 6 =

| Partll | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent passible, 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)

(¢) 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)

(€) 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)

(€) 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
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Schedule C (Form 5500) 2016

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

Part il

b EIN:

a Name:

€ Position:
e Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
e Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
e Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
e Telephone:

d Address:

Explanation:

a Name: b EIN:

C  Position:
e 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 b File as an attachment to Form §500.

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

2016

This Form is Open to Public

Inspection.
For calendar plan year 2018 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
LIFETREE CLINTCAL RESEARCH 401 (K) PLAN plan number (PN) 9 001

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

72-1559845

LIFETREE CLINICAL RESEARCH

D Employer Identification Number (EIN)

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.LS Conservative

b Name of sponsor of entity listed in (8): John Hancock USA

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
e E-FN DL-0243e98 000 code 2 103-12 |E at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE:LLS Moderate
b Name of sponsor of entity listed in (a): John Hancock USA
d Entity e Doliar value of interest in MTIA, CCT, PSA, or
. 1-0233346 000 ! 3 !
C EIN-PN 01-0 code P 103-12 IE at end of year (see instructions) Y
a Name of MTIA, CCT, PSA, or 103-12IE: 1,5 Balance
b Name of sponsor of entity listed in (a): John Hancock USA
d Entity e Dollar value of interest in MTIA, CCT, PSA, or
¢ ER-FN 07-0233548 000 code F 103-12 |E at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE: LS Growth
b Name of sponsor of entity listed in (a):John Hancock USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
¢ ENEN D1-p2333dE 900 code & 103-12 IE at end of year {see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE:LS Aggressive
b Name of sponsor of entity listed in (a): John Hancock USA
_ d Entity e Dollar value of interest in MTIA, CCT, PSA, or
G EINEN Rl=0243dab (00 code & 103-12 IE at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 |[E:FID Total
b Name of sponsor of entily listed in (a):John Hancock USA
d Entity e Dollar value of interest in MTIA, CCT, PSA, or
¢ EIN-EN D1-D235345 ©O0 code a 103-12 IE at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE:VS Total
b Name of sponsor of entily listed in (3):John Hancock USA
: d Entity e Dollar value of interest in MTIA, CCT, PSA, or
¢ EIN-PN 9l-0233346 000 code F 103-12 IE at end of year (see instructions) 0

For Paperwork Reduction Act Notice, see the Instructions for Form 5500,

Schedule D (Form 5500) 2016

v.160205
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Name of MTIA, CCT, PSA, or 103-12 |[E:Growth

Name of sponsor of entity listed in (2): John Hancock USA

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

BINEN. RI-Na39348 00D code 103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IEE-Discipval

Name of sponsor of enlity listed in (3):John Hancock USA

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

EINFN fisg2adide  geo code 103-12 |E at end of year (see instructions)

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

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

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

ElNPN Ol-0200846  DOD code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:Int1l Growth

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

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

: - 4
EN:PH 41-0233346 000 code 103-12 [E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 [EEVICDIVSTK

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

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

EIN-FN 101-0233346 90D code 103-12 |E at end of year (see instructions)

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

Name of sponsor of entity listed in (8):John Hancock USA

d Entity p e Dollar vaiue of interest in MTIA, CCT, PSA, or
cede 103-12 IE at end of year (see instructions)

EIN-PN 01-0233346 000

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

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

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

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

EIN-PN 01-0233346 000

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

Name of sponsor of entity listed in (2): John Hancock USA

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

EIREH, 91-0283346 00 code 103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (8): John Hancock USA

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

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

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

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

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

EiN-H. 01-Gasadiel ROD code 103-12 IE at end of year (see instructions)




Schedule D (Form 5500) 2016

Page 2 -

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

Name of sponsor of entity listed in (3): John Hancock USA

EIN-PN 01-0233346

000

d Entity
code

P

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

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

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

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

EIN-PN 01-0233346

000

d Entity
code

P

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

EIN-PN

d Entity
code

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

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

Name of sponsar of entity listed in (a):

EIN-PN

d Entity
code

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

103-12 |E at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

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

Name of spensor of entity listed in (a):

EIN-PN

d Entity
code

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

103-12 iE at end of year (see instructions}

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

Name of sponsor cf entity listed in (a):

EIN-PN

d Entity
code

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E 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

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of € EIN-PN
plan sponsor

Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan spensor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of ¢ EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Inlernal Revenue Service

Department of Labor
Employee Benefils Securily Administration

Pension Benelit Guaranty Corporation

Financial Information

OMB Mo. 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 Cede (the Code).

2016

P File as an attachment to Form 5500.

This Form is Open to Public

Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B  Three-digit
LIFETREE CLINICAL RESEARCH 401(K) PLAN plan number (PN) » 001
C Plan spensor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LIFETREE CLINICAL RESEARCH 72-1555845

| Part | lAsset 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 ane plan on a line-by-line basis unless the value is reportable on
lines 1¢(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 dallar. MTIAs, CCTs, PSAs, and 103-12 |Es do not complete lines 1b(1), 1

and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

b(2}, 1¢(8). 1g. 1h,

Assets (a) Beginning of Year {b) End of Year
a Total noninterest-bearing cash ... 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONtADUONS ........cvver e reeeecreeises e cers et sssesscess e s seeessnsen 1b(1)
(2) PArCIPANE CORMIBUONS :cov. v simsssaviiinassinm i i 1b{2) 0
B G s anssonsssansrsssssesremamensas st et e S e e TS 1b(3}
C General investments:
(1) Interest- beanng cash (mclude money market accounts & certificates 1c(1)
of deposit)...
(2)-'1), 8. Bovernment SEUNtES . mwnmmunanimmas s 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A PRETBIO cxcorusomaisiossressin s psorvi ssss v o oo R 1c(3)(A)
(B) AlLOINET ....cocvvvcveersimsessssssssssssss s ressesnnsenssensssossnssssssnssenessnssioeneess | 1C()B)
(4) Corporate stocks (other than employer securities):
R e T 1c{4)(A)
(B) COMMON....uiiittiveoitanseesseeseseess s sesbsencs st sess s et bbb 1c{4)(B)
(5) Partnership/joint venture iNterests ... 1¢(5)
(6) Real estate (other than employer real property) ............oovereeeereceneens 1¢(6)
(7) Loans (other than to participants) ... 1¢(7)
(8) Participant Ioans..........cccccveerne 1¢(8) 16,481
(9) Value of interest in common/collective trusts ..o 1¢(9)
(10) Value of interest in pooled separate aCCOUNTS .......c....ovvcvirreercieeeineiaae. 1¢{10) 2,041,935
(11) Value of interest in master trust investment aCCOUNtS ........ocrrverivrinnee 1c{11)
(12) Value of interest in 103-12 investment entities... . 1c(12)
(13) \f/uariléesz)of interest in reglstered investment compames (e. g mutual 16(13)
(14) Value of funds held |n insurance company generai accoum (unallucated 1c(14)
contracts}... USSR PTOUPRRRPROORY
B IITHBE vyt S o S R 0 S L B A B 1¢(15)

For Paperwork Reductlon Act Notice, see the Instructions for Form 5500,

Schedule H (Form 5500) 2016
v.160205
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1d Employer-related investments: (a) Beginning of Year {b) End of Year

(1) EMPIOYer SEeUmtEs s it 1d(1)

{2) Employer real Property ............cooooervoverieirioneeneeienseeeennssssnsseesssnnens| 18(2)

Buildings and other properly used in plan operalion ..., 1e

Total assels (add all amounts in lines 1a through 1€) ........occooooieiiiiiecennn. 1f 2,058,416 0

Liabilities

T a4 R 1g

OpErating PayablES sty D

ACqUISIHION INAEDEBANGSS ... e esesee e 1i

OHHET H DIRTES vocsosunsias s s oms s 1]

Total liabilities (add all amounts in lines 1g throughj) ..o 1k 0 0
Net Assets

Net assets (subtract line 1k from line 1f) ..o, [ 11 | 2,058,416 0

[Part Il |Income and Expense Statement

a

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trusi(s) or separately maintained

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

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

Income (a) Amount (b) Total

Contributions:
(1) Received or receivable in cash from: (A) EMpIOYErs.......ccc.ococveerenicinn. 2a(1)(A} 177,424

(B)  PartiCIPANES .. ...coervect et oo et 2a(1)(B) 410,694

(C) Others (including rollovers)... 2a(1)(C) 3,848
(2 DTEESH COMTBUMIBNG s nrosm o o 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 591,566
Earnings on investments:
(1) Interest:

(A) Inte_rest-bearing c:ash (including money market accounts and 2b(1)(A)

certificates of dePOSIt).....cccovivieiirieii e

{B) U.S. Government securities 2b(1)(B)

(C) Corporate debt INStUMENS......ovovvevvierieveeriiorirecreeensi ] 2D(1)(C)

(D) Loans {other than to participants)..........ccoccvveccureiesivenenseenennnns| 20(1)(D)

2 B £ L1151 1] o [ R S O O 2b(1)(E) 1,302

(F) OMNET oot ssssss s s — 2b(1)(F) 161,103

(G) Total interest. Add lines 2b{1)(A) through (F)........coccviverrrerorereneas 2b(1)(G) 162,405
(2) Dividends: (A) Preferred St0CK . ... 2b(2)(A)

(B)  COMMON StOCK. .....viverrsrerresreriassisensenens . . pers s ER A 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds) ........... 2h{2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(3) RENIS c.ouvvrerevrvrssssssessemsirnrssesssssssssssssssssssss s ssssesssensssesssersesensssnsseeseens| | 20(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.........cc......... 2b{4)(A}

(B) Aggregate carrying amount (see instructions) ...........cveveverininiiins 2b{4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter rasult ...............| 2b{4)(C} 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...................| 20(5)(A)

(B) Other 2b(5)(B)

R Ry e S i 0
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts ............cooce......) 2b(6)
(7) Net investment gain (loss) from peoled separate acCounts ..o 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 (8.g., MUtUAl fURAS)....cceeoieiiiiiiieiee e
[ @ (o T=T 1 Tolo 121 T USSR PRRR 2¢
d Total income. Add all income amounts in column (b) and entertotal..................... 2d 754,371
Expenses
e Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers ............., 2e(1) 357,003
(2) To insurance carriers for the provision of benefits .............covee.. .| 2e(2)
i (17 e -] 10,212
(4) Total benefit payments. Add lines 2e(1) through (3)......ccccovvieiiiiieiicnannnd 2¢(4) 367,215
f Corrective distributions (S8 INSITUCHONS) ..........veeeeeeeeeeee e seeseeeeeeseeesrreaas, 2f
g Certain deemed distributions of parlicipant loans (see instructions) ...............| 29
Nl INEEESE BXPENMSE ..ov.vvcver et ereees st 2h
i Administrative expenses: (1) Professional fees. .......cccovcrerccivesecccniveeeny  20(1)
{2) Contract adMINISITAtOr fE8S.........vveveeererieiesereesreeserensssenessssre s isneeiens] | 2H2)
(3) Investment advisory and management fees. .............coooeveveeereeerevvereern] 2i(3)
(BT UIBT im0 A B G S e 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4)..................]  2i(5) 0
j Total expenses. Add all expense amounts in column (b) and enter total .......| 2j 367,215
Net Income and Reconciliation
k Netincome (loss). Subtract ine 2j from e 2d ....wwvessnscsnsssicnsiiniinn] 2K 387,156
| Transfers of assets:
(1) TO NS PIAN ettt ettt ettt s sre st e st e bearae s e aane s 211
(2) From this plan 21(2) 2,445,572

I Part lll | Accountant’s Opinion
3 Complete lines 3a through 3¢ 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) D Ungqualified (2) D Qualified {3) @ 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: Romeo Wiggins & Co. (2) EIN: 56-1627242

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

L Part IV | Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 |Es, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 |Es also do not complete lines 4j and 4l. MTIAs also do not complete line 41,

During the plan year: Yes No Amount

a  Was there a failure to transmit to the plan any participant contributions within the time
pericd 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 Pragram.}...........ccoc.... 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 uncellectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes" is
BREOKEA.) <ottt ettt et ee et e s ettt e ens ettt s ee s en e s s et st st ens et ana et en s 4b y:S
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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 ] if “Yes" is checked.) ......oovvviiviieciiiiiee 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 Il if “Yes”" is

CRBOKEA.) ...t tttiaetes e iie bt ee et s et bbbttt ee bt et ee oot neese st et b et et s et e et e et 4d X

Was this plan covered by a fidelity BONAT ..........oooicveoeceieivses s ceee e ees s e eseeseananes 4e| X 500,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by

fraud or diIShON@StYT ...t snenene e | BF 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?..........ccoovveeviiereceeieevniec e 4g 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.) ............... 4| 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 requUIremMENtS.} ...t e e 4j X
Kk Were all the plan assets either distributed to parlicipants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? ........covviiieiicie e sieeeciesivees e sreessesnn e | 4K | X
| Has the plan failed to provide any benefit when due under the plan?.........ccoceiernieessinreinenns 4l X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2B20.9093.) 1eveeeeeeeeeeeeee e e eee e ees s e e st ettt se et et eee et ee s eeeteee e ee e et ee s e eeeeeeneeseeeee am 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. .....cccoviviivceniinninrnnssiennnnnns 4n
0 Defined Benefit Plan or Money Purchase Pension Plan Only:
Were any distributions made during the plan year to an employee who attained age 62 and had not
separated fTom SEIVICET ... e e e e eee e s e e e e sisrenne e eneaens | #O
5a Has aresolution to terminale the plan been adopled during the plan year or any prior pian year?
If"Yes," enter the amount of any plan assets that reverted to the employer this year............cccoeeene. @ Yes D No Amount: 0

5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), idenlify the plan{s) to which assets or liabilities were
transferred. (See instructions.)

5b(1) Name of plan(s) 5h(2) EIN(s) 5b(3) PN(s)
54-1820933 001

PRA International 401({(k) Plan

5c Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)7? ...... |:| Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirnation number from the PBGC premium filing for this plan year . (See instructions.)

| Part V lTrust Information
6a Name of trust

6b Trust's EIN

6¢ Name of trustee or custodian 6d Trustee's or custodian's telephone number




SCHEDULER Retirement Plan Information OMB N, 12100410
(Form 5500) 2016

This schedule is required to be filed under sections 104 and 4065 of the
[Tﬁfearﬁ?eé’éﬁééﬁi Efri:s:ew Employee Retirement Income Security Act of 1974 (ERISA) and section
6058(a) of the Internal Revenue Code (the Code).

Department of Labor

Employee Benefits Securily Adminislration This Farm is Open to Public

: » File as an attachment to Form 5500. Inspection,
Pension Banafit Guaranty Corporation
For calendar plan year 2018 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
LIFETREE CLINICAL RESEARCH 401 (K) PLAN plan number
PN 4 001
(PN)
C Plan sponsar's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LIFETREE CLINICAL RESEARCH 72-1559845

| Partl | 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 1
INSITUCTIONS Louiiitit it st e a bbb bbb EE s Eeb b8 e d 40 b 805 b a2 he s e b e s bR RS bR e haa b s 0

2 Enterthe EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if mare than two, enter EINs of the twa
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 3
year ..

Part II Fundmg lnformatlon (Iflhe 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 Is the plan administrator making an election under Code seclion 412(d)(2) or ERISA section 302(d)(2)7? ...ccvrverrrvermeernnnns D Yes D No D N/A
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 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 Enterthe minimum required contribution for this plan year (include any prior year accumulated funding 8
a
deficiency not waived)
b Enter the amount contributed by the employer ta the plan for this plan year. 6b
C Subtract the amount in line b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount) ... ] BC
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadling? ..........ccc.coeuvemeeeiiieeensniininns D Yes |:| No D NIA
8  Ifa change 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 aaree Wth the CRANGET ..............o.oiivieveiitsieeeseeoeeseeeeeeeeeeeeeeeseeaes st eest st saeet s eese st eesereeaen s sasess D Yes D No D N/A

[ Part lll |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 appropnate
box. If na, check the “No" box... R D Increase DDQ‘"E&SE D Both D No

| Part IV f ESOPs (see mstrucimns] If this is not a plan described under Section 409(3) 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 D No
11 a Does the ESOP hold any prefired SLOCK? ... .ccomiiiserieimmesirersssioeisssissar s asemsensassfeasossassas i ssesusssesiss sebnssassssinsssasssssndanerai o D Yes D No
b I the_ESOF’ !}as an ou%sla_r_mding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions far definition of “Dack-to-back” [0AN.) .......ceiiiiiiiiiiicir e an
12 Does the ESOP hald any stock that is not readily tradable on an established securities Market? ...........ccccooovveveecereeesceeceeeeeeenens D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2016

v. 160205
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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 fo report all applicable employers.

a Name of contributing employer

h EIN G 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 dafe.) 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 D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EIN € 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

€  Cantribution rate information (/f more than one rate applies, check this baxl] 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 I:l Other (specify):

a Name of contributing employer

EIN G Dollar amount contributed by emplayer

o

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

e Contribution rate infarmation (/f more than one rafe applies, check this hox |:| 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

=2

EIN G Dollar amount contributed by employer

d  Date collective bargaining agreement expires (/f 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

e  Contribution rate information (Iif 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 unilmeasure:[l Hourly D Weekly D Unit of production D Other {specify):

a Name of contributing employer

EIN ¢ Doallar amount contributed by employer

o

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 dafe.) Month Day Year

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

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

(2) Base unit measurezD Hourly D Weekly |_| Unit of production H Other (specify):

a Name of contributing employer

EIN C  Dollar amount contributed by employer

o

d Date collective bargaining agreement expires (/f 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

e  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 unilmeasure:D Hourly D Weekly |:| Unit of production |:| Other (specify):
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14  Enter the number of pariicipants on whose behaif no contributions were made by an employer as an employer

of the participant for:

A THE CUITENLYBAT....vveveerraiiseesissieeies st eeseeseeeeessseesesessssvessessessas st eesessssseeesseeseemseseeoeeeee oo 144
b The plan year immediately preceding the current Plan YEaI... ...ttt s e saesr e 14h
€ The 5econd preceding PIAN YBAT .......cciviiiiioiiiesirereseess s s siesss s esesesesessesssenesensesssesstsnesssessessssssassssesens 14c

15  Enter the ratio of the number of participants under the plan on whose behalf na 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...........ccocveevveeeann, 15a

b The corresponding number for the second Preceding PIaN YEAE w.w sy s 15b

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

a Enterthe number of employers who withdrew during the preceding PIan VB ......co.ooveeeveveeesvsrsessssnsssessseeses 16a

b Ifline 18a is greater than 0, enter the aggregate amount of withdrawal liability assessed ar estimated to be 16b
assessed against SUCh WIthArawn EMIPIOYETS . ...c.oiiiii et eeesee st e eeee et eeeseeees et sees e s esereneseeseremessrenes

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 s an AACKIMENL. ........iiviiieir e et s et e e e b e et e et e eer e

| PartVI | 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, chack box and see instructions regarding supplemental

information to be included as an attachment ..........c..cocceveunneen.

19  Ifthe total number of participants is 1,000 or more, complete lines (a) through (c)
a Enterthe 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 [I 8-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate line 19(b)?
D Effective duration D Macaulay duration D Maodified duration D Other (specify):

[ Part Vil [ IRS Compliance Questions

20a Is the plan @ 401(K) PIan? I NO" SKID B ..vevovvevsssvseescsiosssnensccssssensensssmsssssssesssssssnssscensens| | | YES [] No
D Design-based “Prior year"
20b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section safe harbor ADP test
401(k)(3) for the plan year? Check all that pPIY: .......ovviiei it ettt ee e “Current year”
[l aoPtest [ na
21a What testing method was used to salisfy the coverage requirements under section 410(b) for the plan Ratio Aviera
ge
year? Check all that PPIY: ..oovcieevevevvrierrree oo sesssssssesssesscssess s nsssenennenee]| L] perlcentage benefit test [ na
tes
21b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4) D Ves D No
for the plan year by combining this plan with any other plan under the permissive aggregation rules? ......

22a If the plan is a master and protolype plan (M&P) or volume submitter plan that received a favorable IRS opinion lelter or advisory lelter, enter the date of
the letter and the serial number

22b If the planis an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination
letter .




