Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

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

OMB Nos. 1210-0110
1210-0089

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2016
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning  01/01/2017

and ending

09/30/2017

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

|:| a one-participant plan D a foreign plan

B This return/report is |:| the first return/report the final return/report

|:| an amended return/report

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

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

C Check box if filing under: |:| Form 5558 D automatic extension |:| DFVC program
|:| special extension (enter description)
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
ANESTHESIOLOGY CONSULTANTS OF WALLA WALLA, P.C. 401(K) PROFIT SHARING PLAN plan number
(PN) P 001
1c Effective date of plan
07/01/1997
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number

Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
ANESTHESIOLOGY CONSULTANTS OF WALLA WALLA, P.C.

(EIN) 91-1844984

2c

Sponsor’s telephone number
509-529-1284

2d Business code (see instructions)
625 CATHERINE ST 621111
WALLA WALLA, WA 99362-3131
3a Plan administrator's name and address |:| Same as Plan Sponsor. 3b Administrator's EIN

625 CATHERINE ST
WALLA WALLA, WA 99362-3131

ANESTHESIOLOGY CONSULTANTS OF WALLA
WALLA, P.C.

91-1844984

3c

Administrator’s telephone number
509-529-1284

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, EIN, and the plan number from the last return/report.
a Sponsor's name

4b

EIN

4c

PN

5a Total number of participants at the beginning of the plan year

b Total number of participants at the end of the PIAN YEAT.........ccccveeeveeeeeeeeeeeeeeeeees e

C Number of participants with account balances as of the end of the plan year (only defined contribution plans
[oloT 00T o] (=] (R (e TSR (=T1 1) PP PP U PR PPPPPP

d(1) Total number of active participants at the beginning of the plan Year............c.cccocoeroercririicrcse s

d(2) Total number of active participants at the end of the plan Year............cc.cccevvvevreeeverieeereeeee e

€ Number of participants that terminated employment during the plan year with accrued benefits that were less
ENAN 100D VESTOA ...ttt ittt etttk stk e st e b e skt e bt sh e et e eh e e bt s b bt e bt st ek e e er e e sbr e e e b

ba

5b

5c

5d(1)

5d(2)

5e

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

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

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 12/15/2017 TIMOTHY CAUDILL, M.D.
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L o
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

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

Preparer’s telephone number

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

Form 5500-SF (2016)
v.160927




Form 5500-SF 2016 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (S€e iNSrUCHONS.) ..........ccccveveveeeeeererereseeeeeeee e Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)...........ccooiiiiiiiiiiii e Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes |:| No D Not determined
| Part Il | Financial Information
7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlaN ASSES ........o..ov.iveoveoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee 7a 40430 0
Total plan iabilities............cccvieiiiiiicie e 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccceeens 7c 40430 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..o 8a(1)
(2) PartiCIPANTS. .....viieiiieeeeee e 8a(2)
(3) Others (including rollOVerS)...........couueeiiuiieiiiieieeeiieee 8a(3)
Other iNCOME (I0SS)......c..iiiuiiiiiiiiiiiiie e 8b
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 0
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFItS)......cccueiiiuiieiiiieeeee e 8d 40430
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
0 Other XPENSES.....c.oiviuiiiiiiiiiiiieicicc s 89
h Total expenses (add lines 8d, 8e, 8f, and 80)................c.....c........ 8h 40430
i Netincome (loss) (subtract line 8h from line 8c)...........c.............. 8i -40430
j Transfers to (from) the plan (see instructions) ...........cccceveieeennen. 8

Part IV | Plan Characteristics

9a |[If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 23 2K 2R 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V | Compliance Questions

10 During the plan year: Yes | No | N/A Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? (See instructions and DOL'’s Voluntary Fiduciary Correction X
PROGIEIM) ..ottt ettt 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
rEPOItEd ON NN LOB.)....eeiiiiiiieitie ittt eb ettt ettt nbe e s 10b
C Was the plan covered by a fidelity bONd? ... 10c X 200000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
DY fraud OF QISNONESTY? .....c..viiiiiiiii e 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the Plan? (SEE INSIIUCHIONS.) ....o.uuiiiiiiee ittt e e e e 10e
f Has the plan failed to provide any benefit when due under the plan? .........c.cccocooveeevreeevevenennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccc.cooe.. 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.100-3.) atiititi ettt e e e b b e et b e e e R b et e ek h et e e Ee e e e aab e e e e eha e e e e ket e e enbe e e ehneeebbeeeannreas 10h

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3........ccccccverviririenienirieneenneen 10i




Form 5500-SF 2016 Page 3- |1

[Part \ | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB D Yes D No
(FOrmM 5500) @NA lINE 1L DEIOW) .......eiiieiiiieiiie ettt e a4 ettt e e e e ekttt et e e e e e aa bt bttt e e e e e nnbebeeaaeaaanbnbeeeaaeeaantnreen
11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... I 1la I
12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? . oooooeeooe oo eeeeee oo e [] ves [ No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a If awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen Month Day Year

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

b Enter the minimum required contribution for this PIAN YEAT .............c.ccceveveveviieeeeeiereeeveeeeeseseeeeeen e 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoiiiiiiiiiniiiic 12c

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LT Y=Y 1y o TV g T P PP PP PPPPPPPPPPRt

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................cc.cccovvivciieiincn. D Yes D No I:[ N/A

‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any Plan YEAr? ............cccceeveueevereeeeeeeeeeeee e eee e Yes |:[ No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............ccococeiiiiiiin, 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Yes D No
CONLIOI O T8 PBGC? ...ttt ettt ettt a4ttt e ettt e sttt e sttt e ebb et e nebeeeabeeeeans

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

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

Part VIII | Trust Information

14a Name of trust 14b Trust's EIN
14c Name of trustee or custodian 14d Trustee’s or custodian’s
telephone number

Part IX | IRS Compliance Questions

15a Is the plan a 401(K) plan? If “NO,” SKID D.....c.ceiiiiuiiieiiicieieieee ettt eb e saene D ves D No
. . o . . Design-based “Prior year” ADP
15b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section D safe %arbor test Y
401(k)(3) for the plan year? Check all that @pply: .......cceiiiiiiiiiii s . )
D Current year’ D N/A
ADP test
16a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio Average
year? ChecCk all tNAL @PPIY: ....ooiiiieeiie ettt |:| percentage benefi%]test D N/A
test
16b 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?.........

17a 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 .
17b 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 / /
18 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 D Yes D No
1] (ol PP PPTTPP
19 was any plan participant a 5% owner who had attained at least age 70 % during the prior plan year? ........................ D Yes D No




it MB Nos. 1210-0410
Form 5500-SF hort Form Arjnual Return/Report of Small Employee oM s g
Desartmantafthe Treasury Benefit Plan ? 5516 —
Inlarnat Revenue Servico This form is required to be filed under sections 104riand 4065 cf the Employg Retirement j
f Lab Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Intrrnal !
Emmm%ﬁ&m Revenue Code (thel Code). This Form Is Open tq
~ | Public Inspection |
Pension Beneft Guaranty Gorporation » Complate all entrids In accordance with the Instructions to the Form| 5500-SF. ;
Annual Report identification Information
For calendar pian year 2016 or fiscal plan year beginning 01/01/2017 and endin 09/30/2017
E a single-employer ptan D a multiple-empliyer plan {not multiemployst) (Filers checking this box must aftach g
A This returnfreport is for: list of participating employer information il accgrdance with the form instructions.) |
[] ajone-participant ptan [] = foreign pian
B This returnfreport is D {He first return/report @ the final return/raport .

D an amended refurn/repart a short plan yeér retum/report (less than 12 mor]ths)

C Check box if fling under: D Florm 5558 [} automatic extefsion D DFVG program
[] special extension (entef description) :
Basic Plan Information—enter all requegted information

1b Three-digit

1a Name of plan i s
Anesthesiology Consultarts of Walla Walla, P.C. 401(k) Profit Sharing || Pennumber 001
Plan : PN Y ;
Ac Effective date of plan
: 07/01/1997 |
22 Plan sponsor's name {employer, it for a single-employeriptan) © | 2b Employer dentification Number
Mailing address (include raom, ap}., sute no. and strzel,jor P.O, Box} ' {EIN)91-1844984
City cr town, state oF province, colintry, and ZIP or foreign postal code (if foreign, see instructions) 2¢ S = fol
Anesthesiology Consultants of Walla Walla, P.C. 2c Sponsor's telephone number
509-529-1284
2d Business code {see instructions)
625 Catherine St 621111
Walla Walla WA 99362-3131
3a Plan administrator’s name and address D Same as Plan Sponsor. : 3b Adminisiralor's EIN
Anesthesiology Consultahts of Walla falla, P.C. 91-1844984

3¢ Administrator’s telephons nuinber

625 Catherine St 509-529-1284

Walla Walla Wi 99362-3131
4 if the name andlor EIN of the plap sponsor has changedi since the last return/report filed for this plan, enter tne | 4b EIN
nama, EIN, and the plan number from the last return/report.
a Sponsor's name 4c PN
§a Total number of participants at the beginning of the plah year . . 5a 3
b Total number of participanis a1 the end of the plan YeaR ........ocieivcternenenn Jeeeeererensrenssessesssnaranenastsan 5b 0
¢ Number of participants with accgunt balances as of th end of the plan year (only defined contribution plang 5c
complete this item).......... ! o]
d(1) Total number of active particiga 0
d{2) Total number of active partici
e Number of participants that te
than 100% vested . ..cc.oievnisindonssensssinreanans yooarssmnassrerehussssassasasasasarsis seesersenneassazszsersshiasivone 4]
Caution: A lete filing of ihis returmireport will be assessed unlass reasonauie cayife Is established.
Under penalties of perjury and other @ instructions, | declare that | have examined this re rmiveport, Including, if applicable, a Schedule
8 dctuary, as well as the electranic version of this return/report, and to the best of my knowledge and

SB or Schedule MB com

1% Dee 28 | (TIMOTHY CAUDILL, M.D.
Date Enter name of inde_ual signing as plan administrator
g{ ¥ m Signature of employst/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Preparer's name {including firm name, if applicable) and agdress {include yoom or suite number ) ) Preparers telephone number

bee the Insiructions for Form 5500-8F.

For Paperwork Reduction Act Notice,
|




Form 5500-SF 2016 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCHONS.) .eveiiieei e, @ Yes |:| No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)..........cccvccieiciiviiiicce e @ Yes D No

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

Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan GSSELS .....cvvveeiieie et 40,430 0
b Total plan liabilities
€ Net plan assets (subtract line 7b from line 7a)... 40,430 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS <.oeeieviiiieceieete ettt e eeee e enneeas 8a(1)
(2) Participants..........cccoeiomiiieireiie e 8a(2)
(3) Others (including rolloVers)............ccvcvvveeivevnveeirieeereciveeeeennenn. 8a(3)
b Other income (I0S8) ..........ceueeeeeeeeeeeeseieeeeeeeeee et 8b
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..........ccc.c...... 8c
d Benefits paid (including direct rollovers and insurance premiums
to provide benefitS)........cvvcevirieiiii e 8d
€@ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
O Other BXPENSES ...oeiveeereeiiieieenee et rtcecaeaeteneerentenveesaneeneeereeens 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ......c...cococvreeeereenn. 8h
i Netincome (loss) (subtract line 8h from lin€ 8C) ........cccevevevevcrennee 8i
J Transfers to (from) the plan (see inStructions)...........ccc.cecveeeeeeueee. 8j

Plan Characteristics

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2K 2R 2T 3D

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

Compliance Questions
10  During the plan year: Yes

a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL’s Voluntary Fiduciary Correction

LT 1= 11 O 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported ON NG T0@.) ......ccviiiiiiiiieii ettt et e e e e s e e e ateaaeeenaeesaenaaeanee 10b
€ Was the plan covered by a fidelity DONA? ........oooiriiiee s 10c | ¥

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud OF dISHONESIY? ......cciiirie et r e e e e et e st e e ee e sraeeneaaae 10d

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

the plan? (S INSIMUCHONS. ). ...cccvi ittt ettt ettt ecte e e sra e s e et e staenaeaae e eeaabesaas 10e
f  Has the plan failed to provide any benefit when due under the plan? ...........c..cccoovevveveveerriernenn. 10f
g Did the plan have any participant loans? (If "Yes,” enter amount as of year-end.) .......cccoevveueennee. 10g
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520007-3.) weoovveeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeeeeee e eeveo s e seeesee e eeneeseeeaseeeeeeseeereeeeeeen e eeesseesssereeees 10h

i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 .........cccvcoevecuvecceiecceeeccieeene, 10i




Authorization to Electromically File Form 5500 (and Form 8955-SSA if aipplicable)

| hereby authorize Northwest Retirpment Plans, Inc. (“Service Provider”) to el%ctronically file
Form(s) 5500 on my behalf (and Foym(s) 8955-S8A if applicable). :

| further understand the following: ‘

« | must sign a paper copy of the completed Forfm 5500 (and Form 8955-S8A if applicable).

» Animage of my signature may be included with the rest of the refurn/teport posted by
the Department of Labor of the internet for public disclosure. (except “one participant” plan)

» | may revoke or change thi$ authorization at any time by written n 6tiﬁcation to Service
Provider. o

« Northwest
with respe

BY: j

[NOTE: A copy of{this authorization WILL be kept in our records. Northwest Retirement Plans,
Inc. agrees to communicate any ifjquiries and information received from POL, IRS or PBGC

regarding the retu}n/report upon electronically signing the filing (if any).]




