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
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 ) )
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
SULLIVAN ORTHODONTICS, PS CASH BALANCE PLAN plan number
(PN) 002
1c Effective date of plan
01/01/2010
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) 91-1972494

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

SULLIVAN ORTHODONTICS, PS 2C Sponsor’s telephone number

425-385-2641

2d Business code (see instructions)

15224 MAIN STREET, SUITE 302 621210
MILL CREEK, WA 98012-7332

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 10
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 10
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) 10
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 9
€ 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. 10/08/2018 TERENCE SULLIVAN

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 10/08/2018 TERENCE SULLIVAN

HERE 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 912285 1201830
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)..............c..cccccvevene.ne. 7c 912285 1201830
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 190000
(2) PartiCIPANTS. ... vveeiieeeieee ettt eeaeeieeaeseeeeenneeaeenees 8a(2)
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 107944
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 297944
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 8399
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 8399
i Netincome (loss) (subtract line 8h from line 8c).. 8i 289545
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:
1B 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 125000
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 Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2017

Department of the Treasury

Internal Revenue Service 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 O i
| ) N pen to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection

Pension Benefit Guaranty Corporation

» 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
SULLIVAN ORTHODONTICS, PS 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)
SULLIVAN ORTHODONTICS, PS 01-1972494
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 1006316
D ACHUATIAI VAIUE ..ottt sttt s ettt bt s et n e s 2b 1006316
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 1 2215 2215
C FOr aCtiVe PArICIPANTS ......eeiiiiiiiii ettt e et e e s 9 815867 815876
Lo I (o) - ISR OO 10 818082 818091
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 5.73%
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 96238

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 09/08/2018
Signature of actuary Date
JUSTIN F.J. GREINDL, FSA, EA, MAAA 17-07528
Type or print name of actuary Most recent enrollment number
FIDUS ACTUARIAL SOLUTIONS, LLC 480-550-8820
Firm name Telephone number (including area code)

4814 N GOMEZ AVE
TAMPA, FL 33614

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 159912
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 (i€ 7 MINUS N 8).........cevivevieireiieeiieeie e 159912
10 Interest on line 9 using prior year's actual return of __ 5.62 %........ccccovevevereeeecnnnnn) 8987
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year)..........ccoccveeviveennind) 51151
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 5.92% ..coeevnnnnn) 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................] 51151
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 168899
Part lll Funding Percentages
14 FUNding target AttaiNMENt PEFCENTAGE ........ov.veeeveeeeeeeeeeeeeeee e eeeeeeeeeeeeeeeeeeeeeee e seeseeeesese e eeeseeeee s eeeseeeseeee e seeseseeeseeseeeeeesseseeeseeeeeseseeseeesseeeseseeeeeee 14 101.17%
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 15 131.30%
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 90.02%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. %
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
03/14/2017 15000 0 08/22/2017 25000
04/20/2017 25000 0 09/05/2017 25000
05/01/2017 25000 0
06/20/2017 25000 0
07/17/2017 25000 0
08/14/2017 25000 0

Totals » 18(b) 190000 | 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¢c 195512
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 0
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 96238
b Excess assets, if applicable, but not greater than liNE 3La ..........c.ccoeeueveveverieceeeeeeseeeseeee e 31b 8648
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment...
b Waiver amortization inStallMENt ................cc.ccrerriueiiieieieieiieeeeeeseeee e 0
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 87590
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 87590
37 fgr;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 195512
[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 107922
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




Sullivan Orthodontics, P.S. Cash Balance Plan
91-1972494 / 002

For the plan year 01/01/2017 through 12/31/2017

Valuation Date: 12/31/2017

Funding Method: As prescribed in IRC Section 430

Age - Eligibility age at last birthday and other ages at nearest birthday

Retrospective Compensation - Current compensation

Form of Payment - Assumed form of payment for funding is lump sum which is the Hypothetical Account Balance. Funding Target
for lump sum is the current Hypothetical Account Balance projected to the assumed retirement date using the
Interest Credit Rate discounted using appropriate segment rate. Lump sum on plan actuarial equivalence rates
will not exceed 415 maximum allowable distribution, which is the lesser amount computed using a) 5.5%
interest and the Applicable Mortality Table or b) plan actuarial equivalence interest and mortality

Interest Rates - | Segment rates for the Valuation Date as Segment rates as of September 30, 2016 As
permitted under IRC 430(h)(2)(C) permitted under IRC 430(h)(2)(C)(iv)(Il) -
HATFA
Segment # Year Rate % Segment # Year Rate %
Segment 1 0-5 1.79 Segment 1 0-5 4.16
Segment 2 6-20 3.70 Segment 2 6-20 5.72
Segment 3 > 20 4.56 Segment 3 > 20 6.48
Pre-Retirement - Mortality Table - None

Early Retirement Table - None

Turnover Table - None
Disability Table - None
Salary Scale - None
Interest Credit Rate - Current Yr - 5%  Projected Yrs - 5%
Expense Load - None
Ancillary Ben Load - None
Post-Retirement - Mortality Table - 17C - 2017 Combined
Cost of Living - None
Asset Valuation Method: Fair market value of assets adjusted for contributions under IRC 430(g)(4)

Discrimination Test Assumptions:
HCE Determination - Based on all employees

Otherwise Excludable - Otherwise Excludable HCEs are included with the Not Otherwise Excludable employees

410(b)/401(a)(4) Testing:
Pre-Retirement - Interest - 8.5% CB Projection Rate - 5%

Post-Retirement - Interest - 8.5%
Mortality Table - G71M - 1971 Group Annuity (male)

Permissively Aggregated Plans - Tested as a Single Plan
Compensation - Use current compensation to calculate the benefit accrual rate (annual method)
Testing Age - Normal retirement age or attained age, if older
Testing Service - Separate benefiting service for DC and for DB for Accrued-to-Date Method

Normal Form for MVAR - Joint with 50% Survivor Benefits



Schedule SB, Part V
Statement of Actuarial Assumptions/Methods

Sullivan Orthodontics, P.S. Cash Balance Plan
91-1972494 / 002

For the plan year 01/01/2017 through 12/31/2017

401(a)(26) Testing:
Compensation - Use current compensation to calculate the benefit accrual rate for 401(a)(26)

Testing Age - Normal retirement age or attained age, if older



Sullivan Orthodontics, P.S. Cash Balance Plan

91-1972494 / 002
For the plan year 01/01/2017 through 12/31/2017

Employer:

Type of Entity -
Dates:

Eligibility:
Hours Required for -
Plan Entry -
Retirement: Normal -
Early -

Average Compensation:
Top Heavy Minimum Benefit -

Plan Benefits: Retirement -

Pay Credits -

Interest Credit Rate -

Accrued Benefit -

Early Retirement -
Death Benefit -
Disability Benefit -

Top Heavy Minimum:

IRS Limitations:

Normal Form:

Optional Forms:

Vesting Schedule:

Sullivan Orthodontics, P.S.
S Corporation
EIN: 91-1972494 TIN: Plan #: 002  Plan Type: Cash Balance

Effective - 01/01/2010  Year end - 12/31/2017 Valuation - 12/31/2017
Top Heavy Years - 2017

All employees excluding non-resident aliens, members of an excluded class, union, and excluding members of
Cls - "LEASED"

Minimum age - 21  Months of service - 12
Eligibility - 1000 Benefit accrual - 1000 Vesting - 1000
First day of 1st or 7th month of plan year on or next following eligibility satisfaction

First of month coincident with or next following attainment of age 62 and completion of 5 years of participation
Not provided

Current compensation

Highest 5 consecutive top heavy years of participation

Actuarial equivalent of the hypothetical account balance derived from annual Pay Credits and Interest Credits

Classification Pay Credit Formula
A $100,000 limited to $100,000
B $750 limited to $750

Current Yr-5%  Projected Yrs - 5%
Hypothetical Account Balance

Minimum Benefit - None
Maximum Benefit - None

Maximum allowable distribution is lump sum equivalent of normal form not to exceed 415 maximum allowable
distribution, which is the lesser amount computed using a) 5.5% interest and the Applicable Mortality Table or
b) plan actuarial equivalence interest and mortality

None

Present Value of Accrued Benefit

Provided in another plan

415 Limits - Percent: 100 Dollar: $215,000
Maximum 401(a)(17) compensation - $270,000

Life Annuity

Lump Sum
Joint with 50% Survivor Benefit

100% vested in 3 years.
Service is calculated using all years of service

Present Value of Accrued Benefit: Based on the Hypothetical Account Balance.




Schedule SB, Part V
Summary of Plan Provisions
Sullivan Orthodontics, P.S. Cash Balance Plan

91-1972494 / 002

For the plan year 01/01/2017 through 12/31/2017

Actuarial Equivalence:

Pre-Retirement - Interest -
Mortality Table -

Post-Retirement - Interest -
Mortality Table -

5%

None

5%

G94 - 1994 Group Annuity Reserving Proj 2002, Scale AA (unisex)
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Intomat Ravenig Sorvies Thia ferm iz requlred to be filed under soctions 104 and 4065 of the Ermplayes Retirement
aHment of Laka Incame Security Act of 1974 (ERISA), and sectlons $057(b) and 6058(a) of the Intarnal
Emprma%?nﬁagls Solcu;:;:ﬁnrﬂlnlatrallon Y (Rgvgm)_“:_. Cade (the Coda). This Form fa Open to

Panslan BAnAt GuAtatty Caorporatian

* Complete all entrleg in accordance with the Instructions to the Farm 5500-5F

Public Inapectlon

|_Part| | Annual Repori Identification Infermation

For calendar plan yerr 2017 or fiscal plan year beginning _ 01L/01/2617 and ending 12/31/2017
@ a single-amployer plan [] a multiple-emplayer plan {not multiemployer) (Fllers checking this bax must attach a
A This returnireport is for; . list of partieipating employer information in seeerdance with the form instructions.)
D & ane-participant plan D a forelgn plan
B This roturnireport s D the first return/repart Dthe final return/raport
D an amendad return/report |:| & short plan year raturn/raport (less than 12 manths)
G Check bex if fifing under: [E Form 5558 [] automatic extension D DFVG pragram

D special exiension (anter description)

| Partll | Rasic Plan Information—enter all requeated information

1a Name of plan
SULLIVAN ORTHOLONTICS, B3 CASH BALANCE FLAN

1b  Three-digit
plan numbar 100 Z
(PN) ¥

1c Effective date of plan
pl/oL/z2010

23 Plan sponsor's name (employer, if for a single-amplayer plan)

Mailing address (inelude room, apt., suite no, and strast, ar P,Q, Baox)

Clty or town. state or provines, country, and ZIP or forelgn postal code (If farslgn, see instructions)
SULLIVAN ORTHCDONTIES, PS5

15224 MATN .STREEY, SUITE 302

MLLL CREEK WA 48012-7332

2 Emplayer ldentiflcation Nurnber
(EINYS1-1972494

2¢ Bponsor's (elephone aumber
125-3858-2641

2d Business code (ses instructions)
621210

33 Plan adminlstrater's name and address [}_E[Same as Plan Sponsor.

3b Adminkstrator's EIN

3t Adminlstrater's telephone number

4 If the name and/or EIN of the plan spengor or the plan name has ehanged since the (ast return/report filad for 4dbh EIN
this plan, enter the plan sponsars name, EIN, the plan name and the plan number fram the last return/repart.
2 Sponsor's name 4d PN
¢ Plan Name
Sa Tolal number of participants at the baginning of the plan O D PO OO TTPTUUPIOY B <+ | 10
b Total numbar of participants at the end of the plan year 5b 10
& Number of patticipants with account balances as of the snd of the plan year (only defined contribution plans Se
complatethmt&m)
d{1) Total numher of active partisipants at the Beginning of the BIAN YEAI ... rresrsess oo d(1) 10
d(2) Total number of active participants at the end of the L SRV A |- |~
& Number of participants who terminateg emplayment durlng the plan year with acorued barefits that were lass 5e
than 100% vested o
Caution: A penalty for the 1ate or Incompleta fling of this return/tepart will be asseazed unless regsanable cause s establizshed,

Under penalties of perjury and other penalties set forth in the instructlons, | declara thet | have exarmined this retUrm/report, ingluding, if applicable, a Schadute
SB ar Sthedule MB eompletad and signed by an enralled aciuary, as well as the alectronie veraion of this return/report, and to the best of my knowledge and
rd

ﬁﬂLL Itis tryg, correct, and complete

SIGN. ‘ W /D/@'/jf Terence Sullivan

:‘HERE . ‘l Sighature of Pm‘imlmﬂwnr Dal!’e "(_ Enter name of individual slyning as plan administrator
‘S‘IG‘Nl . _____,--""’7‘??//_'_,.-’"'"‘ /Q/f'// g' Tarence Sullivan

HERE Slgnature of Mﬂﬂplﬂ" sponsor Dats Epter name of individual slgning as employar or plan sponser

For Paparwark Roduetisn Act Notien, £ea the Inztructiona for Form 8500.5F,

Form 5500-5F (2017)
v, 170203
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Form 5300-3F 2017

SULLIVAMN ORTHODOMTIC

Page 2

PAGE A3/84

Were all af the plan's assets duting the plan year invested In eligible assats? (See instructons.)...

b Are you elaiming & waiver of the annual examination and report of an Indspendent qualiflad public accnuntant (IQF’A)
undat 28 CFR 2520,104-467 (Bes instruetions on waiver eligibllity and conditions. Joee o . .
If you answerad "No" to pither line 6a ar line 6b, the plan eannot use Form ESDD-SF and must Instuad use Form 5500

€ If tha plan is a defined beneflt plan, is it esvensd under the PREC Insurance program (see ERISA section 40217 ..
If "Yes" iz checked, enter the My PAA confirmation number from the PBGS pramium filing far this plan year

[ ves [] No
Yes [ ] No

[] Yes fNe [] Not determined

. (See Instructions,)

|_Pdrt it | Financial Information

7 Plan Assets and Llabllities

(a) Beglnalng of Year

{b) End of Year

8 Total plan 888818 i e seneceaee oo 312,285 1,291,830
b Total plan llablItoS .............ccovereern, 7h
€ Net plan assets (subtracl e 7B from e 72) .. oeeiieeee s 812,285 1,201,830
8  Income, Expenses, and Transfers for thia Flan Year ‘ iy {a} Amount (b) Teotal
a Contributions recelved or raceivable fram; - X ‘
(1) EMPIPIOVEIR vritiemriimsissiinsiioieeceseeeeeeer s yiesvasnseressaesssnsssssssssomemsenn o 150,000 "
(2) PAEIANS . oreee i ceserseeiiee oo ce e apaseeeeensessseseneee
(2) Others (Including rallovers)., e
B Other ineome (1035) sueerecvn.orreereoeroee 107,944 -0 s

Total income (adld lines Ba(1), 8a(2), 8a(2), 8Nd 8B) .....oviveee]  Bo | o 0 o

“ ?97 944

c
d Benefitz prid (includlng direct relflovers and ingurance pramiums
to pravide benefits)... e re S e et r s Bl
8 Ceraln deemsd and/or corrective distributions (see Instructions ) Be AP
f Adminietrative service providers (salares, fess_eammissions).....|  Bf 8,380}
g Other expenses... v — By e e
h Total expanzes ("u:ld lines 2d, Be, B, and Bg) o] B8R I 8,329
| Natineome {loss) (subtract line 8h from ling Bc) ............................. Bi 289,345
J Tramsfers to (from) the plan (588 INSTUGHONEY. ... e iessiesssns 8] S o
I Ll L
|§‘ Partiy- | Flan Characteristics
94 [If the plan provides pension benefits, oriar the applicable penston feature codes fram the List of Plan Gharacteristlc Codes ik the inatructions:
18 1¢ 2D
b |if the plan pravides welfare benefits, enter tha applicable welfare fealurs codes from the List of Blan Characterlstic Codes in the irnatructions:
LPs#tV | Compliance Questions
10 During the plan year: Yes | No Amount
8 Was there a fallure te traramit to the plan any participant contributions within the time period
described In 29 CFR 2510,3-1027 (See instrugtions and DOL's Voluntary F‘Iducuary Correction X
Pragram) ... .| 10a
b Ware there any nonexempt tranaactlans with any party-ln-intemst'? (Du nnt |ncludc tmnsacuons %
reparted on line 10a.)... R . 10b
G Was the plan coverad by a fidelity hond? .. 10c | X 125,000
¢ Dld the plan have a loss, whather or not reimburesad by the plans fidality bond, that was causad ¥
by fraud or dlshonesty? .. e 10d
e Wore any fees or commlssions paud o any brokars aqants or other persans by an insuranca
cartier, inaurance sefvice, or gther orgaﬁ!?.atlnn that provides some or ajl of the benefits under ®
the plan? {Sea Instructmna Yo 1le
f Hasthe plan falled 4o provlde any benefit when due under the plan? ... 10f
g Did the plan have any participant loans? (i "Yes,” enter amount As of yearand.) ..., 108 X
h I this is an individual acesunt plan, was thare a blackout pariod? (See instructions and 28 CFR | -
2520.1013,) ., i e wd 10h X
i ) 10h was anawered "Yes," chenk the box If you alther prwlded tha raqulred natlce or one nf the "
excaptlons to providing the notice applied under 28 GFR 26520,101.-3 ., . 10i .
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Form 5500-SF 2017 Page 3-

1Pm:t:V[* ;| Pension Funding Gompliance

11 15 this & defined benefit plan subject to minimum funding requirements? (If "es," see inatructions and complete Sehadule SB E] Yes D Mo
{Form 5500} and N 118 BEIGW) iy e s g g e

11a Enter the unpaid minlmurm required contributions fer all years from Schedule 8B (Form 5500} line 40.,...... 0] 112 0

12 |z this a defined contribution plan subject to the minitatm funding requirerents of section 412 of the Code or secllon 302 of |:| vez [ No
ERISA? . "

{f "yes," c,urnplate Iine 12a or Ilnes 12!; 12c, '12d and 12@ b@low. as appllc:abla )

a If a walver of the minimum runcllng standard for a priar year is belng amarized in this plan year, see instructions, and enter the date of the Islter rullng
granting the waiver, ............. .. Month Cay Yegr

If you complatad line 123, cnmplete fines 3 9 and 10 of Schedule MB (Form 5500) and akrp to Ima 13,

h Enter the minimum required contribution for this PlAN YOEN s 12b

¢ Enter the amount contributed by the employer to the plan for this plan year .. RN

d Subtract the amount in line 12c from the ameount in line 12b. Enter the result (enter 8 mifus slgn to the left of & 12d
NBgAtve AMOUNE s isesiimss s sy g

e Will the minimum funding amount reported on line 124 ba mat by the funding deadiing?. ... e D Yas |_| No | NA

IPhM.‘ {i’| Plan Terminations and Transfers of Assets
13a Has a resolution 1o tarminate the plan been adopted in any plaN YBAFY i s i |:| Yeas No

If “Yas," snter the amount of any plan assets that reverted to the emplayer this YBEF ... oo 138

b Were ail tha plan assels distrbuted to parﬁcipants ar beneficiaries, transferred to another Plaﬂ or bmught under the D Yes E Na
contrel of the PBGET .. [T -

€ If, during this plan year, any assets or liahilities were 1ranafarred from this plan to anather PlHl'l(S) demlfv the plan(s) ta
which assats or liabilities were transfarrad. (Ses Instructlons.)

13e(1) Name of plan(s); 13c(2) EIN(S) 13c(3) Fh(s)




Form 5558

(Rev. August 2012)

Department of the Treasury
Internal Revenue Service

Application for Extension of Time
To File Certain Employee Plan Returns

» For Privacy Act and Paperwork Reduction Act Notice, see instructions.

» Information about Form 5558 and its instructions is at www.irs.gov/form5558

OMB No. 1545-0212

File With IRS Only

Identification

A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer’s identifying number (see instructions)

SULLIVAN ORTHODONTICS, PS

Number, street, and room or suite no. (If a P.O. box, see instructions)

15224 MAIN STREET, SUITE 302

Employer identification number (EIN) (9 digits XX-XXXXXXX)

91-1972494

City or town, state, and ZIP code

MILL CREEK, WA 98012-7332

Social security number (SSN) (9 digits XXX-XX-XXXX)

Plan name Plan Plan year ending—
number MM DD YYYY
0 0 2 12 31 2017
SULLIVAN ORTHODONTICS, PS CASH BALANCE PLAN

IEZXAIl Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

] Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed
in Part 1, C above.

2  |request an extension of time until 10 s 15 /2018 to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

3 Irequest an extension of time until 10 s 15 /2018 to file Form 8955-SSA (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if: (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and (b) the date on line 2
and/or line 3 (above) is not later than the 15th day of the third month after the normal due date.

[ Extension of Time To File Form 5330 (see instructions)

4 | request an extension of time until / / to file Form 5330.
You may be approved for up to a 6 month extension to file Form 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposing thetax . . . . . . . . . . . » | a|

b Enter the payment amount attached .

c For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date .
5 State in detail why you need the extension:

Under penalties of perjury, | declare that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete, and that | am authorized

to prepare this application.

Signature »

Date »

Cat. No. 12005T

Form 5558 (Rev. 8-2012)



SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2017
Department of the Trea;ury
'"';;"a' Revems Serice This schedule is required to be filed under section 104 of the Employee
partment of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Emp"’yfe Seretis Sooniy Adm'“'s".m" Internal Revenue Code (the Code). Inspecption
Pension Benefit Guaranty Corporation
) 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.
» Caution: A penaity of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B  Three-digit
SULLIVAN ORTHODONTICS, PS 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)
SULLIVAN ORTHODONTICS, PS 91-1972494
E Type of plan: E Single D Multiple-A D Multiple-B F Prior year plan size: 100 or fewer D 101-500 D More than 500
| Part! | Basic Information
1 Enter the valuation date: Month 12 Day 31 Year _ 2017
Assets:
@ MArKEt VAIUE.........eeecee ettt teeee e sees s s 2a 1,006,316
b Actuanial value ............eeeeeeeeereeceeeeeeeeee e 2b 1,006,316
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 ...............oooovvvvueeenn.... 0 0 0
b For terminated vested PartiCipants ...............veeeeeeeeereseseesees oo oo oeoeosoeeonns 1 2,215 2,215
C For active participants 9 815,867 815,876
L L 10 818,082 818,091
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)...
@ Funding target disregarding prescribed at-risk @SSUMPLONS .......c...c.ovueeeereeeeee oo seeoeeoeeeeeeeeeee oo 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in at-ris 4b
status for fewer than five consecutive years and disregarding loading factor
5 Eff@CtiVE IMErESt FALE.......occcvvvrreeeereeeeeereeeeeeeeeeeeeeessesessseeeeee e eeee e sesesssmesse s eeee oo e e oo eeoeossss oo oo 5 5.73%
6  Target normal cost 6 96,238

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 a’- W 09/08/2018

uignatuu of actuary Date
Justin F.J. Greindl, FSA, EA, MAAA 1707528
Type or print name of actuary Most recent enroliment number
Fidus Actuarial Solutions, LLC 480-550-8820
Firm name Telephone number (including area code)
4814 N Gomez Ave
Tampa FL 33614
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 D

instructions
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

159, 912

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
122 1) PSSP PPUPUR

0

Amount remaining (lin€ 7 minus liN@ 8)...........ccoiiiiiiiiiie e

o

159, 912

10

Interest on line 9 using prior year’s actual return of

8,987

11

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

a Present value of excess contributions (line 38a from prior year)...........ccccoeeiienl

51, 151

b(l) 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 5.929

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

FEEUIN Lot e e e e e e e e e e e e e a e e e e e e eraa e aaeanend

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

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

12

Other reductions in balances due to elections or deemed elections

13

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

168, 899

Part Il

Funding Percentages

14

Funding target attainmMeENnt PEICENTAGE ........c.ciiiie ettt b bt s b a e b ettt b bttt b b et ne st et et enenenen ]

14 | 101.17%

15

Adjusted funding target attainment percentage

15 | 131. 30%

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
L= L (Vg Lo g T I (Yo U1y =Ty g =T o | SRS

90. 02%

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............cccccoceeenen, 17 %

Part IV

Contributions and Liquidity Shortfalls

18

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

(MM-DD-YYYY)

(a) Date (b) Amount paid by (c) Amount paid by
employer(s) employees

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

03/ 14/ 2017

15, 000

04/ 20/ 2017

25, 000

05/ 01/ 2017

25, 000

06/ 20/ 2017

25, 000

07/ 17/ 2017

25, 000

08/ 14/ 2017

25,000

08/ 22/ 2017

25, 000

09/ 05/ 2017

O OO |O|O|O|O| O

25,000

Totals »

18(b)

190, 000

18(c) 0

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
b Contributions made to avoid restrictions adjusted to valuation date .............................

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

19a

0

19b

0

19c

195, 512

20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the Prior YEAr?......... .o ettt et e e et e e ettt e e et e e e e neeeeenneeas D Yes @ No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? ................cccocevvuevevrurveeceereneeenn. [[ 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

Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st segment: 2nd segment: 3rd segment:

[ | N/A, full yield curve used

4. 16 % 572 % 6. 48%
D Applicable MONth (ENEEI COUR).........cuevivvieeeeeeeeee ettt et esen st en e 21b 0
22 Weighted average retirement age 22 62
23 Mortality table(s) (see instructions) @ Prescribed - combined D Prescribed - separate D Substitute
Part VI |[Miscellaneous ltems
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
=Y Le= o] o 4 =Y o | SO PP PP PPROPPR D Yes @ No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ...............c..cccoc.c...... D Yes @ No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ....................... D Yes B No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHMENT ... e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all Prior YEAIS ..............ccceeveuieeeieeeeeeeeeeeeeeeee e 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(0 TOR) ..o 0
30 Remaining amount of unpaid minimum required contributions (line 28 Minus lIN€ 29) .............ccceeveeeveceveenenn.. 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOrMal COSE (IN€ B) .......ueiiiiiie ittt e et e et e et e e st e e sebeeeaeneee e 3la 96, 238
b Excess assets, if applicable, but not greater than iNe 31@ ..........cocoovoioeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee ] 31b 8, 648
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment..............cc.ooiriiiii e 0 0
b Waiver amortization inStallMent .................c.coveveeererceiceeeeeee et ennens 0 0
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 ............ccoccceeiniiiniiieenen, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....| 34 87,590
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUINEMENT. ....eiiiiiiieiiiie et 0 0 0
36 Additional cash requirement (liNe 34 MINUS INE 35)...........cvveeeeuieeeeeeeeeeeeeee e e e s 36 87,590
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
L) TSRO PP SRPRORUROSPIO 195, 512
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, 0f [INE 37 OVET N 36) .......ceveveveveeeieeeeeceeeeeeee e eeee e ee et es e en e 38a 107, 922
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)...........cccccoco.o....... 39 0
40 Unpaid minimum required contributions for @ll YEars .............cccevevoveueueueeiieeeeeeeeeeeeeee e 40 0

Part I1X 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

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

42 Amount of acceleration AdJUSIMENT ............c...cvovcuiuiuiieeeeeeeeeeeee ettt e ee et eess st e s esesees s enesesesesssnsssssesesens

42

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

43




