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

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

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

OMB Nos. 1210-0110
1210-0089

2017

This Form is Open to
Public Inspection

| 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
A This return/report is for:

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

B This return/report is

|:| the first return/report D the final return/report

|:| an amended return/report

C Check box if filing under:

Form 5558 D automatic extension

|:| special extension (enter description)

D 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.)

|:| DFVC program

| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
CENTRAL WASHINGTON SLEEP DISORDER CENTER, PC 401K PLAN plan number
(PN) 001
1c Effective date of plan
01/01/2005
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) 91-1682421
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2C Sponsor’s telephone number

CENTRAL WASHINGTON SLEEP DISORDERS CLINIC

111 UNIVERSITY PARKWAY
SUITE 100
YAKIMA, WA 98901

509-452-5378

2d

Business code (see instructions)
621111

3a Plan administrator's name and address |:| Same as Plan Sponsor.

CENTRAL WASHINGTON SLEEP DISORDERS CLINIC 111 UNIVERSITY PARKWAY
SUITE 100
YAKIMA, WA 98901

3b

Administrator’s EIN
91-1682421

3c

Administrator’s telephone number
509-452-5378

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 ..............c.ccccovieereeeieeeeeeeeeeeeeeeeeeee e 5a 4
b Total number of participants at the end Of the PIAN YEAT............c..oeieeeeeeeeeeeeeeeeeeeeeeee e 5b 3
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 3
[odoTaa] o111 (TR 1 a1 o) SRS
d(1) Total number of active participants at the beginning of the plan year 5d(1) 2
d(2) Total number of active participants at the end of the Plan YEar ...............cccrvririierieiieieieee e 5d(2) 2
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 0
5e
L0 T 001 Y=y (=Y o PP

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. 10/04/2018 GEOFFREY GREENBERG
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
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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 1078449 1247861
Total plan liabilities..........c..ccoooveiiiiiiiiiieieee e 7b 183
C Net plan assets (subtract line 7b from line 7a)..............c..cccccvevene.ne. 7c 1078449 1247678
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 2250
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 1563
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 185344
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 189157
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 1272
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
0 Other EXPENSES....ciiuiuiiiciieitce ettt 8g 18656
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 19928
i Netincome (loss) (subtract line 8h from line 8c).. 8i 169229
j Transfers to (from) the plan (see iNStructions) .............ccce.eeeurenns. 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:
2E 23 2K 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 120000
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)




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110
Department of the Treasury Benefit Plan
intemaliEvanue Ssrics This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2017

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Revenue Code (the Code).

Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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

This Form is Open to
Public Inspection

| 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
A This return/report is for:

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

B This return/report is

D the first return/report D the final return/report

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.)

I___I 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

|:| special extension (enter description)

[] bFVC program

[ Partll | Basic Plan Information—enter all requested information

1a Name of plan
CENTRAL WASHINGTON SLEEP DISORDER CENTER, PC 401K PLAN

1b Three-digit
plan number [001
(PN) P

1c Effective date of plan
01/01/2005

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)
CENTRAL WASHINGTON SLEEP DISORDERS CLINIC

111 UNIVERSITY PARKWAY
SUITE 100
YAKIMA WA 98901

2b Employer identification Number
(EIN)91-1682421

2c Sponsor's telephone number
509-452-5378

2d Business code (see instructions)
621111

3a Plan administrator's name and address |:| Same as Plan Sponsor.
CENTRAL WASHINGTON SLEEP DISORDERS CLINIC

111 UNIVERSITY PARKWAY

3b Administrator's EIN
91-1682421

3¢ Administrator's telephone number
509-452-5378

SUITE 100
YAKIMA WA 98901
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
€ Plan Name
5a Total number of participants at the beginning of the PlAN YEAN ............ccowueeeeee e eeeeeereeeeeereee e 5a
b Total number of participants at the end of the plan year 5b 3
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
COMPIELE thiS IHBM) ...t ee et e e er e et e e eeeeeeeeeameeeneenaeneeeanea 3
d(1) Total number of active participants at the beginning of the PIAN YEAT ............o..eeeereeeeeeeeereresresereeeeeessesnne Sd(1)
d(2) Total number of active participants at the end of the PIAN YA .............eeeeereerreereeeseereeeeseeesesreresseessens 5d(2)
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e
ERAN 100% VESTEA ...ttt ettt sttt e e ee bt te et areasetseresesesmceeonseseseeasseeneenensseeee eeeneerseesesseessenens 0

Caution: A penalty for the late or incomplete filing of this returnireport 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 retum/report, including, if applicable, a Schedule

SB or Schedule MB comple!
belief, it is true

— P

signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
]

== 4
sion Jo/ 7/ / ¥ |GEOFFREY GREENBERG
DJte [ - Enter name of individual signing as plan administrator
SIGN b ofr [ 1Y
HERE ure &f employer/plan sponsor Da[e { Enter name of individual signing as employer or plan sponsor

For Paperwork Reduction Act Notice, see the Instructions for I-=oml 5500-SF.

Form 5500-SF (2017)
v.170203




Form 5500-SF 2017 Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStructions.) ...............oceoeeueireremreececoeseeseeesesnenes

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 CONGIIONS.)...........ccccceuiuieiieieeeieeeeseieeet e eee e eesesreesneerens

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes |:| 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.)

[ Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSEIS ..........ceeeeeeeeevv et nenaeaen 7a 1,078,449 1,247,861
b Total plan AbIlIES ..................coveveeveeeereecvieeeeeeeser s eeeseeresesenenen 7b 183
C Net plan assets (subtract line 7b from line 7a).............cooreeveeeee... 7c 1,078,449 1,247,678
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS .....cooiviiniiiiiiineccieit vttt emeen e eeeneas 8a(1) 2,250
(2) PartiCIDANS.........ccveeeeeeeeieiieaeeeeenee e eeeeeeeeereeeeeeeeeeeeeeaeaenes 8a(2) 1,563
(3) Others (including rollOVETS)..........ccvvevvvereveeeerrererereeeeeeneeevevenans 8a(3)
b Other iNCOome (I0S8) .........covv.veereeeeceeeeeeeeeeer s eeeseesesees 8b 185,344
€ Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)....................... 8c 189,157
d Benefits paid (including direct rollovers and insurance premiums
10 provide Benefits)...........ovovvevevvueveeeeeeeeeee et ertereeeeaeeercas 8d 1,272
€ Certain deemed and/or corrective distributions (see instructions)...| 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
g Other expenses 8g 18,656
h Total expenses (add lines 8d, 8e, 8f, aNd 87) ..........cceverrrvrrrrennen 8h 19,928
i__Net income (loss) (subtract line 8h from line 8¢c).............................. 8i 169,229
j Transfers to (from) the plan (see instructions).........cccceeeevniiiiiinnns 8j
[ Part IV l 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 2J 2K 3D
b [if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
LPart A | 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 X
PIOGIAM) ...ttt ettt re e e e ste s ese s e e sees e ensseeseane e seass st etaneseensarenene 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions x
reported ON INE TOB.) .....cocuiiiiieiiiieeiee ettt sbee st e e et eete s essassae s e eeeeeeeeeneeeeanean 10b
€ Was the plan covered by a fidelity bond? ..o 10c | X 120,000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused X
by fraud or dISHONESLY? ..........c.cu ittt ettt ettt st n s s 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 INSIUCHONS.)........cc.ovoreicr et vt et 10e
Has the plan failed to provide any benefit when due under the plan? ...........cccccovvveereeeerneeecrnnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ............cc.cecoue.... 109 X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2820.107-3.) 1.ttt et e b e e b e bert et e ereseea et ene s ensateseererereneeenans 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 ........cooevveiveeeeiieeeeeeee e 10i
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IPart vi l Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB D Yes |:| No
(Form 5500) and lNE 118 BEIOW) ......ucnee ettt et s et e st es e e et abe e stssesesrssenarancrnsssssnssrnsssenee

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40..........cccu...... I 11a [

12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? ...ooseee oo eeee e oes e soe s es e ee e ee e e e s ee et e et et e et e ee oo [ Yes [ No

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

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

Granting the WEBIVEI. ...........ccocciiiii ettt eaeesres e bsetesseesteseneesseeesasenneaeeesns 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 CONrIDULON FOr thS PIAN YEAT .............oceveereereeereereeereeeeresreeseesseeesessessseseesseesesseesesesessossons 12b
C Enter the amount contributed by the employer to the plan for this plan Year ...................coccvvveiiiiiceoeee e 12¢
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
NEGALVE BMOUNE) ....oieiiiiiiiiit ettt ettt eae et st en e e sneseereereneaeeanesencevessaenseesenesnssssnsntossersesnensrensenn

€@ Wil the minimum funding amount reported on line 12d be met by the funding deadline?..

D Yes D No D N/A

t'art Vil I Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @NY PIAN YEAI? .........eceeeeeeeeerreee e eeeeeeeeeeee oo s eeess s

D Yes @ No

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

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

COMIO OFNE PBGC? wooevroeere oo oeseseesoseeereoe o seeessoeeoesseeosseeeseseeeseeeeeseeeesoeseeessocese e oo eeeesoeese s eoee oo [] ves & No

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

which assets or liabilities were transferred. (See instructions.)

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




