Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 2210-0110
Department of the Trea§ury B en Eﬂt PI an
Internal 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
a single-employer plan D 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/ ti i )
IS returnreport 1s |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C 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
ANIMAL HOSPITAL OF FACTORIA, PLLC CASH BALANCE PLAN plan number
(PN) 002
1c Effective date of plan
01/01/2015
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) 90-0955998

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
ANIMAL HOSPITAL OF FACTORIA, PLLC

2c

Sponsor’s telephone number
425-746-3373

4205 FACTORIA BLVD. SE
BELLEVUE, WA 98006-1928

2d

Business code (see instructions)
541940

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 8
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 8
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c
[oToTaa] o111 (TR {0 ESTN1 (=02 TR
d(1) Total number of active participants at the beginning of the plan year 5d(1) 8
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 8
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 1
5e
L0 IO L0 L Y=y (=T o P PPPPPPPTN

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. 06/01/2018 SHLOMO FREIMAN
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

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 344531 545903
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 344531 545903
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 168460
(2) PartiCIPANTS. ... vveeiieeeieee ettt eeaeeieeaeseeeeenneeaeenees 8a(2)
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 33251
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 201711
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFItS).......ccueiiiiiiiiiiiiieieee e 8d
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 339
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 339
i Netincome (loss) (subtract line 8h from line 8c).. 8i 201372
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:
1C 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 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 152831
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 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 ‘ 0
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)




SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

OMB No. 1210-0110

Single-Employer Defined Benefit Plan

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Actuarial Information 2017
This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Internal Revenue Code (the Code). Inspection

» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017

P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
ANIMAL HOSPITAL OF FACTORIA, PLLC CASH BALANCE PLAN plan number (PN) S 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
ANIMAL HOSPITAL OF FACTORIA, PLLC 90-0955998
E Typeof plan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: [X| 100 or fewer [ | 101500 [ | More than 500
‘ Part | | Basic Information

1  Enter the valuation date: Month __ 12 Day _ 31 Year 2017
Assets:
@ MAIKEE VAIUE ...ttt a s e bbb a bbbt s b s es e b s bbb s sttt 2a 377443
D ACHUATIAI VAIUE ..ottt sttt s ettt bt s et n e s 2b 377443

3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding

participants Target Target

a For retired participants and beneficiaries receiving payment ..........ccccceeveveeiveeennnnd| 0 0 0
b For terminated vested PartiCiDANLS .............ccc.cceveveeuerceeiesieseeee e 0 0 0
C FOr aCtiVe PArICIPANTS ......eeiiiiiiiii ettt e et e e s 8 343754 344285
Lo I (o) - ISR OO 8 343754 344285

4 |fthe plan is in at-risk status, check the box and complete lines (&) and (b)........c..ccccevveuenn.... |:|
a Funding target disregarding prescribed at-risk asSUMPLIONS...........cociiiiiiiiiiiii e 4a
b Fuqding target reflecting at—ri§k assumptiqns, but disreggrding trgnsition r'ule for plans that have been in 4b

at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccccoevveciiiecciineenne
B EffECHVE INTEIESE FAIE .....vcveveceeiiecveecte ettt eee b st ete sttt sa s s st s st s s s et e s s e s et s st s e basaesen st s et e s s s et an st s e e s nses 5 5.30%
B TAIGEL NOMMAI COSE ..evivviieececectete ettt ettt ettt ettt e st et et e s aet e s et et et ennsee st et e se st e e st es s s eanaeteses s s snanesaneen 6 160627

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 08/14/2018
Signature of actuary Date
DANIEL J. VAN MIEGHAM 17-02290
Type or print name of actuary Most recent enrollment number

PYRAMID PENSION SERVICES

805-845-1630

P.O. BOX 12605
SAN DIEGO, CA 91222

Firm name Telephone number (including area code)

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see |:|
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2017

v. 170203



Schedule SB (Form 5500) 2017

Page2-[1 |

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
DL I PSP PP PP PP UPRPPRPPPPRPPORY 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
D=2 L [P 0 0
9  Amount remaining (line 7 MiNus iN€ 8)..........ccceveevrvrviveriiirerierernns 0
10 Interest on line 9 using prior year's actual return of __ 6.70 %........ccccovevevereeennnnnn) 0
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year)..........ccoccveeviveennind) 17242
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.41% ... 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
L= 0 0 PN 0
C Total available at beginning of current plan year to add to prefunding balance 17242
d Portion of (c) to be added to prefunding balanCe ..............cocovevevrierieieieieieeeens) 0
12 Other reductions in balances due to elections or deemed elections....................c......... 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ................... 0 0
Part lll Funding Percentages
14 FUNding target AttaiNMENt PEFCENTAGE ........ov.veeeveeeeeeeeeeeeeeee e eeeeeeeeeeeeeeeeeeeeeee e seeseeeesese e eeeseeeee s eeeseeeseeee e seeseseeeseeseeeeeesseseeeseeeeeseseeseeesseeeseseeeeeee 14 109.63%
15 Adjusted funding target attaiNMENt PEICENTAGE ........cv.v.ieeeeeeeeeeeeeeeeeeeee oot ee e e e eeeeee et eeee e e e st ee e e e e eeen et eeeeeeee e s neeeeeneeens 15 107.44%
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S FUNGING TEOUITEIMIENT. .........ocvevceeeeeeeeecee e eeeee e eee et eee ettt es e et ee st e s s aesenessesaesen e es s ee s s sen s sns s et enestesnassenessensnaesenansned 105.349
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ..............cc.cocveveeen... 17 %
Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
03/13/2018 35000 0
05/11/2018 50000 0
06/05/2018 50000 0
08/08/2018 33460 0

Totals » 18(b) 168460 | 18(c)

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years. .........ccccceveevvveeriveennnns 19a 0

b Contributions made to avoid restrictions adjusted t0 VAlUALION ALE .................ccceueveveeereeeeecereeieseresececeeeeesenesenans 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢ 165071
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ocii it D Yes No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner? ...........c.cc.ccoeveerveioeuerieeeneeneneeenn, D Yes D No

C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2017

Page 3

PartV | Assumptions Used to Determine Funding Target and Target Normal Cost
21 Discount rate:
a Segment rates: 1st segment: 2nd segment: 3rd segment: )
4.16% 572% 6.48 % D N/A, full yield curve used
b Applicable MONth (ENEEF COUR) ...t e e 21b 4
22 Weighted aVerage FEtIBIMENE A0E...........ov oo eeeeeeeeee e eeee et e e et ee e e e e oo e e e e et e s e et ee e 22 62

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate |:| Substitute
Part VI |Miscellaneous Iltems
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

= L= o] 0 01T o SRR D Yes No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment.................c.cococouev...... D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment......................... D Yes No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHIMENT ... ettt sttt eb et ettt et siee e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for @ll PHIOF YEAIS .........c.c.cvcuevcuereeeeeeeeeeeeeeeie et es s ies st 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(g TR R ) TSSOSO SO P OPRRURRPPRP 0
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS liN€ 29) .........ccceceevvveerierreeeierennss 30 0
Part VIll | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (N B) .........eeeuiveveeeieeeececeeteetee s eeeeee ettt es s s eaeaete s et et eesesesesese s et s s s ssssesessnssssaetesesenessssnansesasans 31a 160627
b Excess assets, if applicable, but not greater than liNE 3La ..........c.ccoeeueveveverieceeeeeeseeeseeee e 31b 33158
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment... 0 0
b Waiver amortization inStallMENt ................cc.ccrerriueiiieieieieiieeeeeeseeee e
33 if a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........ccccovvvvriieniiniienneenn 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 127469
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUINEMENT ...t 0 0 0
36 Additional cash requirement (liN€ 34 MINUS NE 35) ..........ccevreieeieieeeeeesieeeeeseeeeee st eee st sse s eness e 36 127469
37 fgr;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 165071
[0 T TSSOSO TSP U PP TP TPO PR TR UPPPPRPPORPPPON
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, Of [INE 37 OVEN N B6) .........ccvvrveiverceeeeeeeeereceeieeeeeeeeseeseneeee s ese s st eee st enesaes e snesd 38a 37602
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) .........cc.c..ccceuevue... 39 0
40 uUnpaid minimum required cONHBULIONS O All YEATS............cc.cvevevereeeeeeceeeeceeeeeeeeeeee e ss e eree e s 40 0
Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
b= TSt a0 [0 L= 1= (=Y o RS SRRN D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in line 41a was made

[ ]2008 [ ]2009 []2010 [ ] 2011

42 Amount of acceleration adjustment

42

43 Excess installment acceleration amount to be carried over to future plan years

43




Animal Hospital of Factoria, PLLC Schedule SB, Part V
Cash Balance Plan Plan Year: 12/31/2017

10.
11.

12,

Plan Number: 002
EIN: 90-0955998

Statement of Actuarial Assumptions/Methods

Funding Method As Prescribed in IRC Section 430
Interest Rates for Funding 4 Lookback Months Prior to End of Plan Year
Current Average :or Minimum
Years 0-5 Segment Rate 1 1.73% 4.62% 4.16%
Years 6-20 Segment Rate 2 3.78% 6.35% 5.72%
Years Over 20 Segment Rate 3 4.69% 7.20% 6.48%

Mortality for Funding

Pre-Retirement  None
Post-Retirement Projection Based on Projection Scale AA
and the RP-2000 Static Combined Male
and Static Combined Female Mortality Table

Interest Rates per Internal Revenue Code 12 Lookback Months Prior to End of Plan Year
Years 0-5 Segment Rate 1 2.04%
Years 6-20 Segment Rate 2 4.03%
Years > 20 Segment Rate 3 4.82%

Mortality per Internal Revenue Code

Pre-Retirement  None
Post-Retirement  Applicable Mortality Table from Rev. Rul. 2006-67 - Unisex

Interest Rates for Plan Actuarial Equivalence

Pre-Retirement 5.00%
Post-Retirement 5.00%

Mortality for Plan Actuarial Equivalence
Pre-Retirement  None

Post-Retirement  Applicable Table for Plan Year under IRC 417(e)

Assumptions for 410(b) and 401(a)(4) Testing and Compliance

Pre-Retirement Interest 8.50%
Post-Retirement Interest 8.50%
Pre-Retirement Mortality None

Post-Retirement Mortality 1971 Group Annuity Table - Male Rates
Testing Age Normal Retirement Age
Permissively Aggregated Plans Tested as Single Plan

Note: These Assumptions are Utilized to Determine Compliance and, in Order to Pass
Testing Might be Changed for This Plan Year or any Other Plan Year

Benefit Form for Funding Lump Sum
Assumed Retirement Age Normal Retirement Age

Effective Interest Rate
This Year 5.30%
Last Year 5.41%

Actual Interest Rate
This Year 13.37%
Last Year 6.70%



Form 5500-SF Short Form Annual Return/Report of Small Employee RUEL SR (i

. 1210-0089
Depariment of the Treasury Beneflt Plan
e This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2017
Depariment of Labor Income Security Act of 1974 (ERISA), and sections 6057 (b) and 6058(a) of the Internal i
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation

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

Public Inspection

| Partl | Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
@ a single-employer plan D 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.)
D a one-participant plan D a foreign plan
B/ TSt umiiSponis D the first return/report I:] the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box f fiing under: [] Form 5558 [] automatic extension [] DFVC program

I:I special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1a Name of plan
Animal Hospital of Factoria, PLLC Cash Balance Plan

1b Three-digit
plan number (002
(PN) P

1¢ Effective date of plan
01/01/2015

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)
Animal Hospital of Factoria, PLLC

4205 Factoria Blvd. SE

Bellevue WA 98006-1928

2b Employer Identification Number
(EIN) 90-0955998

2¢ Sponsor's telephone number
425-746-3373

2d Business code (see instructions)
541940

3a Plan administrator's name and address @ Same as Plan Sponsor,

3b Administrator's EIN

3¢ 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 Y@aI ....ccoiviiiiiiie e 5a
b Total number of participants at the end of the plan year .. 5b
C Number of participants with account balances as of the end of the plan year (only deflned contrlbutlon plans 5¢
COMPIETE thiS IHEIM) ....eiie e et abe e et ves et e e er s e s e Re ke snn e s et gkt s me e
d(1) Total number of active participants at the beginning of the PlIan Year ..........cc.covvvecoconisiesierenneisieserierennnn]  9A(1)
d(2) Total number of active participants at the end of the PIaN YEAT ............c.coerrirrevooreeseesisssessieeseisieresess 5d(2)
© Number of participants who terminated employment during the plan year with accrued benefits that were less 5e
than 100% vested ..

Cautlon: A penalty for the Iate or incomplete fillng of this rﬁturn.*raport will ba assessed unless reasonabla cause Is established.

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

belief. It is tr

SIGN o 614247”0 SHLOMO FREIMAN

HERE Signature of plan administrator ) Datel i Enter name of individual signing as plan administrator

SIGN

HERE Slgnature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

For Paperwork Reductlon Act Notice, see the Instructions for Form 5500-5F.

Form 5500-SF (2017)
v.170203




s . - . 1210-011
SCHEDULE SB Single-Employer Defined Benefit Plan i i
(Form 5500) Actuarial Information 2017
Department of the Treasury
Inteenal Revenue Sarvics This schedule is required to be filed under section 104 of the Employee
Department of Labor : Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection
Pe Benefit Guaranty Corporati
R P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 18189 . /5617
» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B  Three-digit
Animal Hospital of Factoria, PLLC Cash Balance Plan plan number (PN) » 002

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

D Employer Identification Number (EIN)

Animal Hospital of Factoria, PLLC 90-0955998
E Type of plan: ]}__(] Single D Multiple-A I:l Multiple-B F Prior year plan size: @ 100 or fewer |:| 101-500 D More than 500
! Part | ‘ Basic Information
1 Enter the valuation date: Month 12 Day__ 31 Year 2017
2 Assets:
a Market value.........ccocoerervenerennes 2a 377,443
b Actuarial VAIUE ..........c.covevereeererisrs s e I | ¢ 377,443
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding | (3} Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment ............cocccevrverveerenens 0 0 0
b For terminated vested ParticiPANES ...........o..uvueueeveeeeeeseeeeeeseeseesseesesseessesseesssessssees 0 0 0
G FOr aChive partiCiPaNTS. ... .o s s i s i e i aint 8 343,754 344,285
Lo LI OO U ST SOS 8 343,754 344,285
4  Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)|:|
a Funding target disregarding prescribed at-risk @sSUMPLIONS ........c.oivieveriiiieies et se e s eses e o] @
b Funding target reflecting at-risk asgumplions. but {:.Iisregarc_jing trar'nsition rule for plans that have been in at-risK 4b
status for fewer than five consecutive years and disregarding 10ading factor.............ccccovevveeveirvoreereeesssseressenens
5 Effective interest rate........ 5 5.30%
6 Target normal cost ..................... 6 160,627

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in

combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE

08/14/2018
Siaﬁature of actuary Date
Daniel J. Van Mieghem 1702290

Type or print name of actuary
Pyramid Pension Services

Most recent enrollment number
805-845-1630

Firm name Telephone number (including area code)

P.O. Box 12605

San Diego CA 91222
Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see

instructions

O

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

Schedule SB (Form 5500) 2017



Schedule SB (Form 5500) 2017 Page 2 F

Part Il Beginning of Year Carryover and Prefunding Balances

7

(a) Carryover balance

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
1= 1) USRS PPPP PP

Amount remaining (line 7 minus liN@ 8) ..ottt

10

Interest on line 9 using prior year’s actual return of 6 . 70% i)

11

Prior year’s excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year)...........c..ccccocoiiee |

17,242

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.41%...c..........]

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
L1 (0] SRR

C Total available at beginning of current plan year to add to prefunding balance

d Portion of (c) to be added to prefunding balance...............cccooceeeeeoeiceeieeeeeen ]

12

Other reductions in balances due to elections or deemed elections...............cc..ce.....

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)..................]

Part Ill Funding Percentages

14

Funding target attainMeENt PEICENTAGE .........c.i ittt b bt e bbbt e b bttt b et s b bt ne st b e e s enenen ]

14

109.63%

15

Adjusted funding target attainMmeEnt PEIrCENTAGE ... ...oii ittt ettt e et e et e e

15

107.44%

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current

year's FUNAING FEQUIFEIMENT ... ..o e ettt e oottt et oo oottt e e e e oo e e te e et e a2 e e am s e teeeeeeeaaamteeeeeee e e e nnaeeeeaeeeeannnsseeeaeeaannsneeaaaaaanns

16

105.34%

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............c.cccoceeenen,

17

%

Part IV Contributions and Liquidity Shortfalls

18

Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

03/13/2018 35,000

05/11/2018 50,000

06/05/2018 50,000

08/08/2018 33,460

oO|lOo|O| O

Totals »

18(b)

168,460

18(c)

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years

..................................... 19a

b Contributions made to avoid restrictions adjusted to valuation date .................cccocoeeevevevevecceeeeeeeeeeeeeeeeeee e, 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date

0

0

..................... 19¢c

165,071

20

Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?.........o i i ettt e e et e e et e e e beeeesnneaeenes U Yes No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? .............cccocooooeeeeceeececseeeee [[ Yes [[ No

C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3) 3rd

@) 4th




Schedule SB (Form 5500) 2017 Page 3

PartV |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: st Sf_gTZ";) 2nd gy ”ot/; 3rd % 9.2%"(;) []N/A, full yield curve used
b Applicable MONth (ENEEF COUR).........cuovivviieeeeeeeeee ettt 21b
22 Weighted average retirement age 22 62
23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate D Substitute
Part VI |Miscellaneous Iltems
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
=YL E= o] g 4 T=Y o | ST OO O PO P PP PPRPPRTTOPOPII D Yes @ No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ............................... D Yes @ No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ....................... D Yes @ No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
attachment
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOr YIS ..........c.ccvcvevviieceeeeieieieeeeeeeee e 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(I8 @) ..ttt ettt ettt e et e et e e st e e
30 Remaining amount of unpaid minimum required contributions (line 28 Minus liN€ 29) ...........cccccveveveeerevevereene. 30
Part VIII | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAI COSE (M€ B) ... ..veeeeeeeeeee oot n e 31a 160,627
b Excess assets, if applicable, but not greater than iNe 31@ ..........cocoovoooeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 31b 33,158
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment...............c.oooiiiiiiien 0 0
b Waiver amortization installment ................cc.c.cueuiieierireeeecceeeeeeeeeeeeeee e
33 Ifawaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ............ccocoeiiiiiiiiiiiieaen, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....| 34 127,469
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
reqUIrEMENt........ooviiiiiee e 0 0 0
36 Additional cash requirement (line 34 MINUS INE 35).........c.cvoviuiuiieeeeeeeeeeeee e 36 127,469
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
1T TSRO 165,071
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of lINE 37 OVEI N 36) .........o.ovimieeeeeeeeee oo 38a 37,602
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37)............ccccoco....... 39 0
40 Unpaid minimum required contributions for @ll YEArS .............cccevevoveveucuieiceeeeeeeeeeeeee e 40 0

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41 If an election was made to use PRA 2010 funding relief for this plan:

a Schedule elected

D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in line 41a Was Made ..............cccoeeveveveveueeeeeeeeeeeeeecee e

[ ]2008 []2009 []2010 [] 2011

42 Amount of acceleration adjUSIMENT ..............c.c.ovvrcueieeeeeeeeeeeeeeeee e ee et ee s e esenenereneeend

42

43 Excess installment acceleration amount to be carried over to future plan Years ...............cccccooveveveeeeecerereeeenn,

43




Animal Hospital of Factoria, PLLC

Cash Balance Plan

2017 Schedule SB, Line 19 - Discounted Employer Contributions

Plan Number: 002
EIN: 90-0955998

Valuation Date: 12/31/2017

Effective Interest Rate:

Penalty Rate:

5.30%
n/a

Quarterly Contributions Discounted to Valuation date

Additional

Total Discounted

Date Contribution | 04/15/2017 | 07/15/2017 | 10/15/2017 | 01/15/2018 | Contribution Contribution
03/13/2018 35,000.00 0.00 0.00 0.00 0.00 34,645.33 34,645.33
05/11/2018 50,000.00 0.00 0.00 0.00 0.00 49,081.98 49,081.98
06/05/2018 50,000.00 0.00 0.00 0.00 0.00 48,908.71 48,908.71
08/08/2018 33,460.00 0.00 0.00 0.00 0.00 32,434.73 32,434.73

Total 165,070.75




Animal Hospital of Factoria, PLLC
Cash Balance Plan
Plan Number: 002
EIN: 90-0955998

2017 Schedule SB, Line 22 - Description of Weighted Average Retirement Age

Valuation Date: 12/31/2017

The age reported is the average of the assumed retirement ages for all active participants as of the valuation
date rounded to the nearest whole age. For an active late retiree, the assumed age may be later than the
Plan's normal retirement age. Each participant's rate of retirement is assumed to be 100% of their

assumed retirement age.



Animal Hospital of Factoria, PLLC Schedule SB, Part V
Cash Balance Plan Plan Year: 12/31/2017
Plan Number: 002

EIN: 90-0955998
Summary of Plan Provisions

1. Plan Effective Date January 01, 2015
2. Valuation Date December 31, 2017
3. PlanYear From January 01 to December 31
4. Eligibility All Employees not Excluded by Class are eligible to enter on the
January 01 or July 01 Coincident with or Next Following
the Completion of the Following Requirements:
12 Months of Service
Attainment of Age 21
Union Employees and Non-Resident Aliens are Excluded.
5. Normal Retirement Age All Participants are Eligible to Retire on the Later of:

Attainment of Age 62
Completion of 5 Years of Participation

6. Normal Retirement Benefit A benefit based upon the Actuarial Equivalent of a Notional Account Balance at Normal
Retirement with 5.0% Notional Interest credited to the following annual rate of contributions.

The Following Percent of Compensation limited as Indicated by the Dollar Amount

Group % of Comp S Amount
Group 1 64.00% Maximum $165,000.00
Group 2 1.50%  Maximum $600.00
7. Years Excluded Years Prior to a Participant's Entry Date are Excluded
8. Normal Form Of Benefit An Annuity Payable for the Life of the Participant
9. Termination Benefits Upon Termination of Participation for a Reason other than Death, Disability

or Retirement, a Participant is Entitled to a Portion of the Earned to Date
Actuarial Equivalent of the Accrued Benefit in Accordance with
the Following Vesting Schedule:

Credited Vested
Years Percent
1 0
2 0
3 100
4 100
5 100
6 100

Credited Years are Plan Years Excluding the Followiing:

Years with Less Than 1000 Hours
Years Before the Effective Date of the Plan

10. Death Benefit 100% of the Actuarial Equivalent of the Accrued Benefit
Earned to the Date of Death



