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 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
DEBRY MEDICAL SERVICES PC CASH BALANCE PLAN AND TRUST plan number
(PN) 002
1c Effective date of plan
01/01/2014
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) 46-2143691

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

DEBRY MEDICAL SERVICES PC 2C Sponsor’s telephone number

702-825-2085

2d Business code (see instructions)

2390 W HORIZON RIDGE PKWY 621320
HENDERSON, NV 89052

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 22
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 22
C Number of par_ticipants 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) 22
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 22

€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 6
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. 10/09/2018 PETER DEBRY
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2017)

v.170203



Form 5500-SF 2017 Page 2

6a

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

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

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

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS .....cuecviiviiviieeieeietieteeieieeeteete ettt e et 7a 487421 731119
Total plan HabilitiesS...........c..coivreieiieieiieeieeeeee e 7b 0 0
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 487421 731119
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 200000
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 0
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3) 0
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 43698
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 243698
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 0
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 8¢ 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 0
i Netincome (loss) (subtract line 8h from line 8c).. 8i 243698
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j 0

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
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 50000
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
DEBRY MEDICAL SERVICES PC CASH BALANCE PLAN AND TRUST plan number (PN) 3 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
DEBRY MEDICAL SERVICES PC 46-2143691
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 _ 01 Day 01 Year 2017
Assets:
AMATKEE VAIUE .......eceeveiieec ettt ettt ee sttt s s s e sae e et e et ssnsee st et e st ee s s s s e esesans et et et et s snans st etesasenenensnanes 2a 482688
D ACIUANAI VAIUE ...ttt n s s e st en s s naneneetenen e 2b 482688
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 31 369648 369648
Lo I (o) - ISR OO 31 369648 369648
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 INEEIEST TALE ........e.eeceeeceeeee ettt ee et e et e s e e et et e s s e e e e et eeese e ee st es s ensnaeantesesenennenenaneen 5 5.72%
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 162104

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 09/06/2018
Signature of actuary Date
AARON VENOUZIOU 17-02291

Type or print name of actuary

PENCERT LTD

Most

recent enrollment number
630-789-0700

735 N CASS AVENUE
WESTMONT, IL 60559-1100

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 ___ 6.00 %.........ccccoevevereeennnnn) 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) 106807
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) 6323
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
(=100 ] 0 TR PR RPN PPRPRPPPPRPR 0
C Total available at beginning of current plan year to add to prefunding balance 113130
d Portion of (c) to be added to prefunding balance............cc.ccceveeueveererieerecsereean) 0
12 Other reductions in balances due to elections or deemed elections.............................] 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 14 130.58%
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 15 130.58%
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 118.91%
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
06/27/2018 200000 0

Totals » | 18(b) 200000 | 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¢ 184144
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 162104
b Excess assets, if applicable, but not greater than liNE 3La ..........c.ccoeeueveveverieceeeeeeseeeseeee e 31b 113040
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 49064
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 49064
37 fgr;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 184144
[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 135080
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




Form 5500-SF

Cepariment of the Treasury
Internal Revenue Saraca

Shoh Form Ann-u;i' ‘ﬁétum?ﬁé—pon of Small Employee

OMB Nos 1210-0110
1210-0089

Benefit Plan
i This form s requied to be filed under sections 104 and 4065 of the Employee Retirement

2017

Department of Labor
Eniployee Benefits Securty Admnistration

Income Secunty Act of 1974 (ERISA), and sections 6057{b) and 6058(s) of the Internal

Revenue Code (the Code).

This Form is Open to

Pension Benefit Guaranty Corporation

|
|
|
|

» _Complete all entries in accordance with the instructions to the Form 6500-SF.

Public Inspection

_____ __Annual Report ldentification Information

For calondar plan year 2017 or fiscal plan year beginning 0170172017 __and ending

A

4 a single-employer plan
A ines returnirepor is for o

I

| | @ one-participant plan U a foreign plan

B This return/report is

. the first return/report !Al the final return/report

:
l-l
[

an amended return/report

q a mulliple-employer plan (not multiemplayer) (Filers checking this box must attach a
hist of participating employer nformation in actordance with the form instructions )

_AZ/3T/3017

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

C Check box if filing under ‘—_1‘ Fomn 5558 !—l TRt ﬂ i
L‘I special extension {enter dascrption)

Part Il | Basic Plan Information—enter al requested information

1a Name of plan

Debiry Medical Services PC Cash Balance Flan and Trust

1b Thiee digit
plan number
(PN) b

002

1c Effective date of plan
01/01/72014

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)
Debry Medical Services PC

2390 W Horizon Ridge

Pkwy

NV 84052
B T . P TS T N A
3a Pian administrator’s name and address E}Q Same as Plan Sponsor

Henderson

2b Employer Identification Number
(EN)de-"143€691

2¢ Sponsor's telephone number
702-825-2085

2d Business code (se instructions)
621320

| 3b Admunistrator's EIN

3¢ Administrator's Ieiapﬁbne number

4 It the name andior EIN of the plan sponsor or the plan name has changed since the last retumireport filed for | 4b EIN.
this plan, enter the plan sponser's name, EIN, the plan name and the plan number from the last return/report. ety s ]
@ Sponsor's name 4d PN
€ Plan Name
5a Total number of participants at the beginning of the plan year o Sa b 22
b Total number of participants at the end of the plan year ERT - - | 5b P
€ Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
complete this lem) . ; ' y S ; s B s
d(1) Total number of active participants at the beginning of the plan year | 5d{1) PRI
d(2) Total number of active participants at the end of the plan year R TR | 5d(2) 29
€ Number of participants who terminated smployment dunng the plan year with accrued benefits thal were less 5e
than 100% vested . . &

Caution: A penalty for the late or incomplete ﬁilng of this returnireport will be assessed uniess reasonable cause is estabiished.

Under penallies of perjury and other penalties sel forth in the instructions, | declare thal | have examined this return/report, ncluding, if applicable, a Schedule
5B or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this returivreport, and to the best of my knowledge and

behef, it is true, correct, and complete. -

SIGN /L")'/:;J/QO, € [peter Debry

HERE Slgnaturié p(anvadministralor r)al;; ‘ Enter name of individual signing as plan administrator

SIGN

e Signature of employeriplan 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 5600-SF (2017)
v. 170203



! orm ‘)‘10() SF ?01?

Ga Wam all nf the pian s assals dunng the pi.m yaar mveqled in elsmhle asqms? (Sﬂe mstructions }
b Are you claiming a waiver of the annual examination and report of an independent qualified public arcounlam (IQPA)
under 28 CFR 2620 104-46? (See nstruchions on waiver ehgibility and conditions ).
If you answered “No" to either line 6a or line 6b, the plan cannot use Form 5500 SF and must instead use Fon'n 6500.
[] Yes [¥No [] Not detemined

{See instructions )

B Yes || No
Erzl'l Yes n No

C If the plan is a defined benefit plan, 15 1t covered under the PBGC insurance program {see ERISA section 4021)?
Il 'Yes" 15 checked, enter the My PAA confirmation number fiom the PBGC premium filing for this plan year

Part Il | Financial Information

7 Plan Assels and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assels 7a 487,421 731,118
b Total plan liabilities . . 7b 0 0
C Net plan assets (sublract line 7b from line 7a) . 7c 487,421 731,116¢%
8 Income, Expenses, and Transfers for this Plan Year {a) Amount {b) Total
a Contributions received or receivabla from -
(1) Employers 8a(1) 200,000
(2) Parlicipants 8a{2) 0
(3) Others (including rollovers) . . . - . .....| Ba(3) 0
Other income (loss) . R i teena 8b 43,698
C Tolal income (add lines Ba(1), Ba(2) Ba(3), and 8b) o 8c 243,698
d Benefits paid (including direct rollovers and insurance premiums ;
1o provide benefits) 8d 0
e Certain deemed and/or corrective distributions (see instructions) Be
f  Administrative service providers (salaries, fees, commissions). . 8f
g Other expenses . . L g 0
h Total expenses (add nes 8d, 8e, 8 and 8g) . ... 8h 0
i Net income (loss) (subtract line 8h from line Be) T Bi 243,698
J  Transfers o (from) the plan (see nstructions) 8 h]
e .
| Part v I Plan Characteristics
9a |If the plan provides pension benelits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions
16
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the Lisl of Plan Characteristic Codes in the instructions:
i : :
| PartV l Compliance Questions
10 During the plan year Yes | No Amount
a Was there a tailure to transmi to the plan any paricipant contributions within the time penod
described in 20 CFR 2510 3-1027 (See instructions and DOL's Veluntary Fiduciary Correction %
Program) . . ‘ .| 10a ’
b Were there any nonexempt llansachons w:th any party-in- mzerest? (Do no! mclude transacuons ¥
reported on line 10a.) e SR i} 10b .
€ Was the plan covered by a fidelity bond? ey . o Su——— R (f 50,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused %
X
by fraud or dishonesty?. - ; 3 2 Prite 8o . ...} 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carner, insurance semvice, or other organization that provides some or all of the benefits under ¥
the plan? (See instructions ) : ) | 10e
f  Has the plan failed to provide any benefit when due under the plan? . | 1o0f x
g Dud the plan have any participant loans? (If “Yes,” enter amount as of year-end) .. . . . 10g X
h if 1his 15 an individual account plan, was there a blackout period? (See inslructions and 29 CFR w

2520.101-3) i 10h
i 1f 10h was answered "Yes,” check the box If you enher prowded the requamd notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 T I 1|
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[!’artVI ] Pensmn Fundmg Comp!tance

11 s this a defined benefil plan subject to minmum funding requirements? (if "Yes " see instructions and compiete Schedule SB H Yes D No

(Form 5500) and line 11a below)

11a Enter the unpaid minimum required contnbutions for all years from Schedule 58 (Form 5500) line 40

i

[f)

12  Is this a defined contribution plan subject to the mimmum funding requirements of section 412 of the Code or section 302 of

ERISA? |
(H "Yes," complete line 12a of lines 12b 12¢, 12d, and 12e balow as apphcabie)

[] ves g No

a It awaiver of the minimum funding standard for a prior year is being amortized in this pian year, see instructions, and enter the date of the letter ruling

aranting the waiver Day Year
If you completed line 12a, complete Hnes 3 9, and 10 of Sc:hedule MB (Form 5500) and skip to line 13.
b Enter the minimum required contnbution for this plan year 12b
C Enter the amounlt contnbuted by the employer to the plan for this plan year . 12¢
d Subtract the amount in line 12¢ from the amount in fine 12b. Enter the result {enter a nunus sign to the left of a 12d
negalive amount)

e Wil the minimum funding amount reported on line 12d be met by the funding deadii

ne?. .. . .

L

Yes ﬂ No ;._' N/A

h’urt Vil l Plan Terminations and Transfers of Assets

13a Has a resolution o terminale the plan been adopted in any plan year? .

D Yes E No

If "Yes,” enter the amount of any plan assels thal reverted to the empioyer this year .. .

13a

b Waere all the plan assets distributed to participants or beneficianes, transferred to another plan, or brought under the

control of the PBGC?

D Yes E] No

€ 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 habilities were transferred. (See instructions )

13c(1) Name of plan(s)

13¢(2) EIN(s)

13c¢(3) PN(s)




SCHEDULE SB Single-Employer Defined Benefit Plan OME 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
Departmentaffabor 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). [nspegtion

Pension Benefit Guaranty Corporation
P File as an attachment to Form 5500 or 5500-SF.

For cajendar plan year 2017 or fiscal plan year beginning 01/01/2017 andending 12/31/2017
» 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
Debry Medical Services, PC Cash Balance Plan pkan number (PN} » 002

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer identification Number (EIN)
Debry Medical Services, PC 46~2143681

F Prior year plan size:[X]100 or fewer [_]101-500 [} More than 500

E Type of plan:X]Single [ ] Muttiple-A [] Multiple-B

Basic Information
41 Enter the valuation date: Menth 01 Day__ 01 Year_ 2017

2  Assets:
a Market valug «.oevues etteersnnsmsssasssncranananan etetsssessessessranensens tateerreerrnteaansannrnas .| 2a 482,688
b Actuarial valug viecivesviensnronnssnnnns Cettessenisessecirraaneseanas tevesssrssesssaannanaren veiseresens | 2D 482,688
3  Funding target/participant count breakdown: {1) Number of (2) Vested Funding (3) Totai Funding
participants Target Target
a For retired participants and beneficiaries receiving payment ..... 0 o 0
b For terminated vested participantS seeessssssesssusssscsannnnnas 0 0
3 369,648 369,648
C For active paricipants «ccssssesssssccscoscssannes 1 L d
dTotal  seeecemsscecssssssssrsnnnnnes ssisassessasssssssssssveaves 31 369,648 369,648
4 |fthe plan is in at-risk status, check the box and complete fines (&) and (B} <veeeene- ceveess ||
a Funding target disregarding prescribed at-risk assumptions .es.eeeeveecccncrens.. vessssmmmmmsasaernrrnny 4a
b Funding target refiecting at-risk assumptions, but disregarding transition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding foading factor  .eeseeescrescee.s
5 Effective interestrate  ..eveeesssvncnsess Cettesemnnnancrcitesnnrenns teetteereanssttaserarnnnan 5 5.72 %
6 Targetnormal COSt vevvuviureasssesrrnsanssancannsas trscersarssrararrassanrens teesessaessasarrraneannas e | 6 162,104

Statement by Enrclled Actuary

To the bast of my knowledge, the informaticn supplied in this schedule and accompanying schedules, statements and attachments, i any, is complete and accurate, Fach presribed assumption was applied in
accordance with applicable law and regulations. [n my opinion, each other assumption Is reasonable (taking inte account the experience of the plan and reasonable expectations) and such ather assumptions, in
combination, offer my best esﬁmat{uﬂq\ﬂcipated experience under the plan.

)

o ] 09/06/2018
: \g iife ohactuary \ Date
Aaron Vépou_}:icu i 17-02291
AAAA Type or print namé}of actuary Most recent enrollment number
Pencert LTID {630) 789-0700
Firm name Telephone number (including area code}
735 N Cass Avenue
US Westmont IL 60559-1100
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
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Schedule 8B {Form 5500) 2017

Beginning of Year Carryover and Prefunding Balances

{a) Camrycver balance

(b) Prefunding baiance

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

YEEAT) sessrsrarsssrsarsssssnssnscesannasnsansnssnssasasnascsasannsrnssnnsans 0

8 Portion elected for use to offset prior year's funding requiremnent (line 35 from

PrOT YA vevevorseesmsonnnnes et uateatesadabess st sa s st ns sttt Attt asasasns
9 Amount remaining {linge 7 minus lN€ 8} +eessensessnsersrarsaccaanacanaaanannaaan 0

410 Interest on line 9 using prior years actualreturn of ____ 6. 00% .eveeevennneee-

11 Prior year's excess contributions to be added to prefunding balance: =
a Present value of excess contributions (line 38a from prior year) «ecececacaeas 106,807
b{1) Interest on the excess, if any, of line 38a over line 38b from prior year

Schedule 8B, using prior year's effective interest rate of 5.92 o ... 6,323
b{2) Interest on line 38b from prior year Schedule SB, using prior year's actual

1= 1 3 o P 0
¢ Total availabie at beginning of current plan year fo add to prefunding balance . 113,130
d Portion of (¢) to be added to prefunding balance ..ecevs... 0

12 Other reductions in balances due to elections or deemed elections  .uvievesessss 0

13 Balance at beginning of current year (line 9 + Jing 10 + line 11d - line 12) v.uuauens 0 0

| Funding Percentages

414 Funding target attainment percentage ceseseissseannrnneaee e eetteatestitaseeennrrAraiteissstttttsssnasnesnnnaseons T [ 130.58 %

15 Adiusted funding target attainment percentage ...... ettt 4tae ey A eantaasassannenser S veseensersserrsee | 15 130.58 %

16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 16
current year's funding réquirement «icceeseiesessessssssrssrsreeensaaaaass e 4 444estssrs s a st san NN eueesansesessnt s 118.91 %

17  if the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage  ........ veees | AT %

Contributions and Liquidity Shorifalls

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

(a) Date (b) Amcunt paid by (c) Amount paid by {a} Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY} amployer(s) employees {MM-DD-YYYY) employer(s) employees
06/27/2018 200,000
. Totals » [18(b) 200, 000 [18(c) o
19 Discounted empioyer contributions — see instructions for small plan with a valuatien date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior YEars «sececsssviasaccecss 19a 0
b Contributions made to avoid restrictions adjusted to valuation date ..isssssssssssssssccccssssssssacancnnes 18b 0
C Contributions allocated toward minimum reguired contribution for current year adjusted to vajuation date .. | 19c 184, 14‘_1

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a "funding shortfall" for the prior year?

b Ifline 20a is "Yes," were required quarterly installments for the current year made in a fimely manner?

¢ Ifline 20a is "Yes," see instructions and complete the following table as applicable:

. [] Yes E]No

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

| Assumptions Used To Determine Funding Target and Target Norma! Cost

Discount rate:

21
a Segment rates: 1st segment: 2nd segment: 3rd segment: D N/A, full yield curve used
4.16 % 5.72 % 6.48 %
b Applicable month {(enfercode) « « « « o o o - e e e e e 21b 0
22 Weighted average retirementage « « « « + « « - e e e n e e e e e 22 62
23 Mortality tabie(s) (see instructions) Prescribed - combined ] prescribed - separate [ Substitute

Miscellaneous items

24

Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If "Yes," see instructions regarding required

attachment. . « - . - e e e e e e e e e e [ ves [X] No
25 Has a method change been made for the current plan year? if "Yes,"” see instructions regarding required attachment . . . . v« » . & D Yes IZ_] No
26 Is the plan required to provide a Schedule of Active Participants? i "Yes," see instructions regarding required attachment . . . . . . [] Yes [X] No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

attachment. . . . « « « « TR R
28 Unpaid minimum required contributions for all prioryears + » « = + . . - C e h e e eee e e e 28 0
29 Discounted employer cortributions allocated toward unpaid minimum required contributions from prior years 29

(ine18a). - v v v = = = v o o s v o« e e e m e s s e e W v e aaee e . e e e e e . ..
30 Reraining amount of unpaid minimum required contributions {line 28 minus IN€29) « « « + « » = » « - . 30

“ Part Vill | Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):

a Target normal cost (fne Bl « o o « o « o - .« e e e e e e e aaee “hae e 31a 162,104

b Excess assets, if applicable, but not greaterthan line31a » « « « + « « e e aaae. c e e 31b 113,040
32 Amortization instaliments: QOutstanding Balance Instaliment

a Net shortfall amortization installment « + + = & ¢ & ¢ o f e e e e .. 0

b Waiver amortization installment . . « - < < . . . . e e e e ‘e
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval 13

{Month Day Year ) and the waived amount . + « o« o 4 - - . ..
34 Total funding requirement before refiecting carryover/prefunding balances {lines 31a - 31b + 32a + 32b - 33) 34 49,064

Carryover balance Prefunding Balance Total balance

35 Bailances elected for use fo offset funding

requirement . . . . . - - -0 e e “ s e 0 0 0
36 Additional cash requirement (jine 34 minus line35) « « v 2 = o o o - - e e e e e e e e 36 49,064
37 Cpntributions allocated toward minimum required contribution for current year adjusted fo valuation date 37

(Bne19C) v v o s v s o o s o s s u e e e e et s eee e e e e e e e s e e e . 184,144
38 Present value of excess contributions for current year (see instructions)

a Total {excess, ifany, of line 37 over iNe 36} « « « « o o o s s o o s vt e cea.. 38a 135,080

b Portion inciuded in line 38a attributable to use of prefunding and funding standard carryover balances 38b 4]
39 Unpaid minimum required contribution for current year (excess, if any, of ine 36 overline37) . . .+ - « - 39 0
40 Unpaid minimum required contributions forallyears . . . . . - . « C i e e e e r e e 40 0

' X .| 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 Scheduleelected . « « v « v « « - e s e e e e e ... []2plus7years [] 15years

b Eligibie ptan year(s) for which the election in line 4tawasmade .« 4 v « o o+ o o v . e e e [ 2008 [J2009[ 2010 [ 2011
42 Amount of acceleration adjustment. - « « + 4 s s 2 s 0 s 0. e e e e 42
43 Excess installment acceleration amount to be carried overto future planyears « « « « « ¢« 2 s o o o o & . 43




PEBRYCE Schedule SB, line 22 -
Description of Weighted Average Retirement Age

Debry Medical Services, PC Cash Balance Plan
46-2143691 / 002
For the plan year 01/01/2017 through 12/31/2017

The age reported is the weighted average of the assumed retirement ages for all active participants as of the valuation date based on
their funding target or target normal cost should the funding target of the plan be zero rounded to the nearest whole age. For an active
late retiree, the assumed retirement age may be later than the Plan's normal retirement age. Each participant's rate of retirement is
assumed to be 100% of his/her assumed retirement age.



DEBRYCB Schedule SB, line 19 -

Discounted Employer Contributions

Debry Medical Services, PC Cash Balance Plan
46-2143691 / 002
For the plan year 01/01/2017 through 12/31/2017
Valuation Date: 01/01/2017

Adjusted
Adjusted Prior Year Adjusted Effective Penalty
Date Amount Contribution Contribution Quarterly Rate Rate
Deposited Contribution 06/27/2018 $200,000
Applied to Additional Contribution 01/01/2017 146,711 135,080 0 0 5.72 0
Applied to MRC 01/01/2017 53,289 49,064 0 0 5.72 0
Totals for Deposited Contribution $200,000 $184,144 $0 $0



DEBRYCB

Schedule SB, Part V
Summary of Plan Provisions

Debry Medical Services, PC Cash Balance Plan

46-2143691 / 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:

Debry Medical Services, PC
S Corporation
EIN: 46-2143691 TIN: Plan #: 002  Plan Type: Cash Balance

Effective - 01/01/2014  Year end - 12/31/2017 Valuation - 01/01/2017
Top Heavy Years - 2014, 2015, 2016, 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

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 $500,000
B 2% of compensation

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
Life Annuity Guaranteed for 10 Years
Joint with 50%, 75% or 100% Survivor Benefit

100% vested in 3 years.
Service is calculated using all years of service except years prior to plan effective date and age 18

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




PEBRYCE Schedule SB, Part V
Summary of Plan Provisions
Debry Medical Services, PC Cash Balance Plan

46-2143691 / 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)



