Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 400086

Department of the Trea§ury B en Eﬂt PI an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2017
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . ]
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending  12/31/2017
D a single-employer plan a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This return/report is for: list of participating employer information in accordance with the form instructions.)
|:| a one-participant plan D a foreign plan
B This return/report is |:| the first return/report Dthe final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: |:| Form 5558 D automatic extension |:| DFVC program
|:| special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
UROLOGY NORTHWEST, P.S. 401(K) PROFIT SHARING PLA plan number
(PN) 001
1c Effective date of plan
01/01/2002
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 91-1685391

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

UROLOGY NORTHWEST, P.S. 2C Sponsor’s telephone number

425-275-5555

2d Business code (see instructions)

6005 244TH STREET SW STE 111 621111
MOUNTLAKE TERRACE, WA 98043-5400

3a Plan administrator's name and address [X| Same as Plan Sponsor. 3b Administrator's EIN

3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN

C Plan Name

5a Total number of participants at the beginning of the Plan YEar .................cociioeeeeeeeeeeeeeeeeeee e 5a 35
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 29
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 29

[oToTaa] o111 (TR {0 ESTN1 (=02 TR

d(1) Total number of active participants at the beginning of the plan year 5d(1) 17
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

ThAN 1000 VESTEA ...ttt e e ettt ettt e e e e ettt e e e e e e ettt e e e eeesenataeeeeeennbaeeeeaesaansssseeaeeesannrbeneeeas

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. 02/27/2018 KARNY JACOBY, M.D.
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2017)

v.170203



Form 5500-SF 2017 Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCHIONS.) ........ooiiiiiiiiiiiiiiiee e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and CONItIONS.)........ccuuiiiiiiiiiii s Yes D No

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

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS .....cuecviiviiviieeieeietieteeieieeeteete ettt e et 7a 2920406 2021114
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)..............c..cccccvevene.ne. 7c 2920406 2021114
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 16298
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 23466
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 362895
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 402659
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 1286722
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 15229
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 1301951
i Netincome (loss) (subtract line 8h from line 8c).. 8i -899292
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A  2E 2F 2G 2J 2T 3B
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 Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
[T 1= 131 PSPPSR 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.)......cviveveriieisieitetitetett ettt sttt b et sese e es s nsssesese s enn e 10b X
C Was the plan covered by a fidelity BONd? ... 10c X 350000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUd OF GISNONESTY? ..........oeivviieeeeeeceee et eeee st n st enenees s s s nesened 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (SEE INSIIUCTIONS.) .....ueiiiiiiie ittt sae e ebeee s 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocccoveeeveveeereneneninnns) 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccccccoee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.10L-3.) 1ovveieiitieeieeete sttt ettt ettt 10h X

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..........cccceeviiiiiienieniieieenie 10i




Form 5500-SF 2017 Page 3- |1

[Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB I:I Yes D No
(FOrm 5500) ANd N 118 DEIOW) ....eveiiieeiie ettt e e et e e ettt e et e e e et eaeene e eanteeaaanteeesnneeeesseaesnseeeennnenennseeesnneeees]

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40........................] ‘ 1la ‘

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes No
L1 PSP

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

a |If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GrantiNg the WAIVET. ........iiiiiiiiiiiiiiii ettt ettt st et e ear e st eseeeareesteesnne 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.cccevevruieeeeeeeeeeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e, 12b

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

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE BIMOUNT) ...ttt ettt e et et eee e et e e e et e ettt eetd ettt ee e et e eee e e sh e e aet £ et e asreeabeeenneenrreaireenees

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.............c.cccccoovvciciiiinnennn. D Yes D No D N/A

‘Part VI | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny Plan YEAr? ...........ccccoceeveeveeeeeeeeeeeeeee e D Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the I:I Yes No
[l LT ge I oY o =T T O PP

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)




Multiple-Employer Plan Participating Employer Information

Urology Northwest, P.S. 401(k) Profit Sharing Plan

EIN: 91-1685391

PN: 001
Name of Participating Employer EIN Percent of Total
Contributions
Urology Northwest, P.S. 91-1685391 93%
Integrity Medical Research, LLC 91-1986008 7%




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

Depariment of the Treasury Benefit Plan
Intemzl Revanue Service This form is required to be filed under sections 104 and 4065 of the Em ployee Retirement
Department of Labar Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal
Employee Benefits Security Administration Revenue Code {the Code}).

Pension Benefit G j e . : :
ension Benefit Guaranty Corporation » Complete all entries in accordance with the instructions to the Form 5500-SF.

OMB Nos. 1210-0%10
1210-C089

2017

This Form is Open to
Public Inspection

|_Parti | Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
D a single-employer plan @ a multiple-emplayer plan (not multiemployer) (Filers checking this box must attach a

A This return/report is for: list of participating employer information in accordance with the form instructions.)
D & one-participant plan D a foreign plan

B This ret rt

's return/report Is D the first return/report D the final return/report

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

C Check box if filing under: D Form 5558 D automatic extension D DFVC program

D special extension {enter description)

__Partll | Basic Plan Information—enter al requested information

1a Name of plan 1b Three-digit
plan number 001
UROLOGY NORTHWEST, P.S. 401 (K) PROFIT SHARING PLA (PN) P
1c Effective date of plan
01/01/2002
2a Plan sponsor's narme {employer, if for a single-employer plan) 2b Empioyer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) {(EIN)91-1685391
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢ S ‘ b
UROLOGY NORTHWEST, P.S. € oponsor's telephone number
425-275-5555
- - "
6005 244TH STREET SW STE 111 2d Business code (see instructions)
621111
MOUNTLAKE TERRACE WA 98043-5400
3a Plan administrator's name and address @ Same as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone numbar

4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN

this plan, enter the plan sponser’s name, EIN, the plan name and the plan number from the last return/report.

a Sponsor's name 4d PN
C Plan Name

5a Total number of participants at the beginning of the plan year ..........civvinee... S5a 35
b Total number of participants at the @NG 6F e PIAN YEAL wevee . eeeerereeeeeeeee oo oo oo eoeeeoeeeeeeeoeeeeeeeeee 5h \ 29
€ Number of participants with account balances as of the end of the plan year {only defined contribution plans 5¢

COMPIBLE ThIS HEM) u.tiuiies ettt et eeeme s seeeeeeeeeeeem s e et et s e b eeeeeeeeee e eeeeeeeeeeeeeeeeeee e eee e 29
d(1) Total number of active participants at the DEGINAING OF the PIAN YERT cvvvvvvvvvveeeeeer oo eeeeeeeeee oo 5d(1) 17
d{2} Total number of active participants at the ent of the PIER YEAT w.eeeeeeeeereeseesessesssseseeeoeeee oo eeeeeeoeeeoe 5d(2) 0
& Number of participants who terminated employment during the plan year with accrued benefits that were less Se

than 100% VESIEM 1rvuuriiriiisemn ettt st b et acscaenaes 0

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

Under penaities of perjury and other penalties set forth in the instructions, | deciare 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 ta the best of my knowledge and

belief it is true_ comrect, and complete. ‘ : g :
SIGN TN et 245 =7 | |K [KARNY JACOBY, M.D.
HERE Signature of plan adnii}iistrator !l Daute - Enter name of individual signing as plan administrator
N
SIGN
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponser

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

Form 5500-GF (2017)
v.170203



Form 5500-SF 2017 Page 2

Were zll of the plan’s assets during the plan year invested in eligible assets? (See INSTUCHONS.) . ovrerrreere e vet e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (1aPa)
under 29 CFR 2520.104-467 (See instructions on waiver eligibfity and CONUIIONS. )uvuivvereeeeeeeeeee e e es et @ Yes D No

If you answered “No" te either line 6a or line &b, the plan cannot use Form 5500-SF and must instead use Form 5500,
If the plan is a defined benefit plan, is it covered under the PRGC insurance program (see ERISA section 4021)7 ...... D Yes D No D Nct determined
If “Yes" is checked, enter the My PAA confirmation number fram the PBGC premium filing for this plan year . {See instructions.)

|_Partlll | Financial Information

7 Plan Assets and Liabililies (a) Beginning of Year {b} End of Year
8 TOtal PIAN BSSEIS 1uvveree oo teeee oo 7a 2,920,406 2,021,114
b Total plan Habilies ............ooeeeeeeeeeeeeevessses oo 7b
C Net plan assets (subtract line 7b from line 72} ...........oo.cooevern, 7c 2,920,406 2,021,114
8 Income, Expenses, and Transfers for this Plan Year {a} Amount (b} Total
a Contributions received or receivable from:
{1} EMPIOVEIS <ot Sa(h) 16,298
(2) PATICIDANS ..o ecvists et eesvesreemesseeeeeeeeeeess s s 8a(2) 23,46¢€
(3)_Others (iNcluging rolOVETS). ... vievieeveeeeeeeeere e oo 8a(3)
D Other iNCOME {lOSS) covevveeeoeeo oo oo 8b 362,895
€ _Total income (add lines 8a(1), 8a(2), 8a(3), and 86Y..vve.eoerrvernns. 8¢ 402,659
d Benefits paid (including direct rollavers and insurance premiums
10 provide banefits). ..o oo eevevere e 8d 1,286,722
e Certain deemed and/or corrective distributions {see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 15,229
I OtNer BXPEMSES ..ot rretie e eeeres e venennen 8g
h_Total expenses (add lines 8d, 8¢, 8f, and 8g) ..........oo.cccoroovvvvvn. gh 1,301,951
i__Net income (loss) (subtract line 8k from ling 8} .....—...vvoooveevoo . 8i ~899,292
j Transfers to (from) the plan (see instructions) 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:
23 2E 2F 2G 2J 2T 3B

b

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

[ Part V I Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to fransmit to the plar any participant contributiens within the time period
described in 29 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Correction %
PrOGIAM ) ittt et e e e s bbb eeseeeeeee e seeeeee s e e s et s eeeeeeeeeee oo 10a
b Were there any nonexempt transactions with any party-in-interest? (Do nrot include transactions %
TEPOMEA ON IN@ TOA.) oottt ittt ettt eereeeeee et e e et et s ees e s semne e 10b
C  Was the plan covered by @ fIdelity DOMAT ..o e es et 10c | X 350,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused x
DY FrBUE OF QIS NOMEEIY? ettt et es e e e e ee e et s e 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrigr, insurance service, or other arganization that provides some or all of the benefits under X
e PIANT (S8 INSIUCHONS. Jurttecercereeeeeeieceee e srarie st eceee e ee sttt s s eeseere s e ee s bt st oo 10e
f Has the plan failed to provide any benefit when due under the 41 L1 OSSO UU 10f X
g Did the plan have any participant loans? (If "Yes,” enter amount as of year-end.) .......ov.voveereereens 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR ¥
2520 T0Tr3) cereeeeeee ettt ettt ar bt e A e eemer et sesemses e et eeeeeeensrseeres 10h
i If 10h was answered "Yes,” check the box if you either provided the required nofice or one of the
exceptions to providing the notice applied under 28 CFR 25201073 c.oomomomeenevevevessrs e 10i




