Form 5500-SF

Department of the Treasury
Internal Revenue Service

Employee Benefits Security Administration

Department of Labor

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

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

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

OMB Nos. 1210-0110
1210-0089

Benefit Plan

2018

This Form is Open to

Revenue Code (the Code). Public | ti
ublic Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning

01/01/2018

and ending  10/31/2018

a single-employer plan

D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)

A This return/report is for:
D a one-participant plan D a foreign plan

B This return/report is

D the first return/report the final return/report

D an amended return/report

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

C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Part Il | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
OLYMPIA EYE CLINIC, INC. P.S. DEFINED BENEFIT PLAN plan number
(PN) » 003
1c Effective date of plan
01/01/2013
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) 94-1715932
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) -
2C Sponsor’s telephone number

OLYMPIA EYE CLINIC, INC. P.S.

215 LILLY ROAD, NE
OLYMPIA, WA 98506

360-456-4800

2d

Business code (see instructions)
621320

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 ..............c.c.ceevieeviceeeeeeeeee e 5a 27
b Total number of participants at the end 0f the PIAN YE&K ...............c.cvrrevirereeeeeeeeeeec et 5b 0
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
(oo 4] o1 [= (= (RS (<Y 0 ) PSR O PSP PTPRT
d(1) Total number of active participants at the beginning of the plan year 5d(1) 21
d(2) Total number of active participants at the end of the Plan YEar ..............coocvuiievrueiiiiieeeeeeee e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
ENAN 1000 VESTOU ...ttt ie ettt ettt ettt ettt e e et sttt e e e s sttt e e e e e aa sttt et e e 44kt s bttt et 444 R R bttt e e et 4a bbb et e ee e e e nbrreeeeeaannrnnnee

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

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

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 02/19/2019 RODGER D BODOIA

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

SIGN Filed with authorized/valid electronic signature. 02/19/2019 RODGER D BODOIA

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 (2018)
v.171027




Form 5500-SF (2018) Page 2

6a
b

Were all of the plan’s assets during the plan year invested in eligible assets? (See inStructions.) ...........cccccviiiiiiiiini e, Yes I:[ 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 conditions.).............cccocoiiviiiiiiii, 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)7? ...... D Yes No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Part Ill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS ....vevveriiceieie ettt 7a 1588197
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b 0
C Net plan assets (subtract line 7b from line 7a) ............cc.cccooeernnee. 7c 1588197 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS . 8a(1) 0
(2) PartiCIDANTS. ...evieeieeeeeeeeeeee e 8a(2) 0
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3) 0
Other INCOME (I0SS) .....c..oveurerieuieieeteiieeieieeee ettt 8b 24001
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)....................... 8c 24001
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEILS) .......cveuieiieiiieiiieeeeeeeee e 8d 1599929
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
g Other expenses 8g 12269
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 1612198
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i -1588197
j Transfers to (from) the plan (see instructions)..........ccccccvvveveeeiniinnns 8] 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:
1A 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 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction
g oo =13 o) 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
TEPOTEO ON lINE LOB.) c...vvoeieeeeeeeeee e eee et ee st n et ee et s st en et enes e en et eneneeen e 10b X
Was the plan covered by a fidelity bond? ... 10c | X 400000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY AU OF ISNONESIY? ...........veeeeeeeceeeeeeeeeeeeeeeee et enr e 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.) .. ....uuii ittt 10e X
f Has the plan failed to provide any benefit when due under the plan? .........ccccccooernineninineennnn, 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c............ 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1070-3.) ettt h e a ettt et e s 10h

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 ........ccoiiuiiiieeeriiiiiieieee s 10i




Form 5500-SF (2018) Page 3- |1

[Part \ I 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
(Rl TS0 0) I Vo g T K N o T (o I TP PP PPPPPPON

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... I 1la I 0

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? ....ooooooooeeee s oo eeeeevoseseesssse e eees s [ ves ] No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a If awaiver 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
OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen 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.ccceveviiiueueereieeeeeeeeeeeeeeeeeeeeeee e 12b

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

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LETe =T (g (o0 T T PP PPPTPPPPN

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

‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted iN @any PIAN YEAr? ...........cccoeeveueeveeeeeeeeeee et Yes [[ No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............ccococeiiiiiiin, 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Yes D No
(o2 10T I o) 1 =Y = 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. 1210-0110
(Form 5500) Actuarial Information 2018

Department of the Treasury

Internal Revenue Service This schedule is required to be filed under section 104 of the Employee

Department of Labor i i i . . .
Employee Benefits Security Administration Retirement Incomel r?tz(lfrl:gltyRé\szegL;gggd(fang())(ijn(gSecuon 6059 of the This FOFTIT;]ISSp(e)(?“e(:\ntO Public

Pension Benefit Guaranty Corporation

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

For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending  10/31/2018

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
OLYMPIA EYE CLINIC, INC. P.S. DEFINED BENEFIT PLAN plan number (PN) > 003
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
OLYMPIA EYE CLINIC, INC. P.S. 94-1715932
E Type of plan: 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 _ 03 Day _ 31 Year 2018
2  Assets:
BUMATKEE VAIUE. ....cveveeeeivteteeesesi ettt ettt s ettt et bbb s s et s bbbt s et e s e bbb s e st s bbbt e e s s s s s enen s 2a 1570043
D) ACHUAHEI VAIUE .......coocoocvceceeeee ettt n et ena s n e st ena e enaensnsand 2b 1570043
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 ...........cccccovvveeviiiennns 0 0 0
b For terminated vested PartiCipants ...............ccceeveveveveuererieeeereeeeeeeeses e enennas 7 17238 17238
C FOr aCtiVE PAITICIPANTS ....eeivieeiiiie ettt ettt et e s e et e e e naneeas 20 1433373 1433373
O TOUA .o 27 1450611 1450611
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (0) .............ccceveeerenee. D
a Funding target disregarding prescribed at-risk @SSUMPLIONS .........coiuiiiiiiiiiiiiie e 4a
b Fun_ding target reflecting at—ri_sk assumptiqns, but disregarding trgnsition r_ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccoccceeviieiiineennns
D EffECHVE INEIESE FALE ... cuvvi.iieeetetesisitete e tetesese ettt e bbb e s se sttt e bt e s e s e s e bbb s e et b et b et et e e s b s ebese e s s b sns 5 5.39%
(ST I V(o L= 1o 0 P Ut X OO 6 0

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 02/06/2019
Signature of actuary Date
JUSTIN F. J. GREINDL, FSA, EA, MAAA 17-07528
Type or print name of actuary Most recent enrollment number
BOYCE & ASSOCIATES, INC. 480-212-8200
Firm name Telephone number (including area code)

21021 NORTH 7TH STREET
PHOENIX, AZ 85024

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) 2018

v. 171027



Schedule SB (Form 5500) 2018

Page2-[1_|

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

0

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
D=L P PPPROP

Amount remaining (line 7 minus line 8)

10

Interest on line 9 using prior year’s actual return of 10.75 %

11

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

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

182291

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 542%..ccccuneen

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=] (010 D TP TS PP R UP PP ORI

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

182291

d Portion of (c) to be added to prefunding DalanCe............c.oeeeeeeeeeeeeeeeeeeeeeeee]

12

Other reductions in balances due to elections or deemed elections...............c.c..cee....0

13

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

Part Il Funding Percentages

14

Funding target attainmMENt PEICENTAGE .........ciueiririeietiere ettt bbbttt bbbttt b b st b b bt e e b bt bbb b st b bbb bbb e st ne e b bt eneneten ]

14

108.23%

15

Adjusted funding target attaiNnMENt PEICENTAGE ..........cvvviverererireeteteteteteeet st et et et e et es et et s e se et st e s et ese s e e s ss et ebesesess st st esesesere s s ssesesesennand 15

108.23%

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
Y Tt [T e T C=To (U= (=T o PP

112.58%

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............ccccocvvevnnnn, 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
Totals » | 18(h) 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............cccccceeviieiiineennd 19a 0

b Contributions made to avoid restrictions adjusted to VAIUALION JALE ..............cccveveveveeererereteececee e eeeees e 19 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 0
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ei et e et e et e et e e e ab e e ebbeeeanneeas U Yes No

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner? .............c.ccococovveeeeveverevevenecennnn, [[ 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 (4) 4th




Schedule SB (Form 5500) 2018 Page 3

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

21 Discount rate:

D Applicable MONth (ENTEF COUE)..........c.iieeeeiieeeeeee ettt ettt e et en s et e s tenee e e ennaneseneeenand 21b 3

22 Weighted average retirement age 22 62
23 Mortality table(s) (see instructions)  Prior regulation: D Prescribed - combined D Prescribed - separate D Substitute
Current regulation: 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

=i £= T 4= o PSSO P RSP PR T D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ..................cc.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 No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

L= o) 1 (=T o | PP PP PPPPPPPPPP

Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contributions for @ll PriOr YEAIS .............ccceueeveueoeeeeeeeeeeeeeee e ee e esee e eeen e 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
[T T ) PP PPPPNt
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOrMAal COSE (INE B) .......veiiiiiieiit ettt ettt ab et e e et e s e e e sbneee e 3la 0
b Excess assets, if applicable, but not greater than liN@ 31a .............ccceveueueueviierieeeeeeeeeeee e sese s 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallMENt.............cooiiiiiiiiii e
b Waiver amortization iNStallMENt ................c.cveveveerrceieeeeeere et eeesseeeeee e enenens
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........cccceeviveeinieeeniiieeennn 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUITEMENT. ... .eeiiieieeieiieii ettt 0 0 0
36 Additional cash requirement (line 34 MINUS INE 35)...........c.coviuiieiiirerereeieeeeeesete ettt eess s sens 36 0
37 fgn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
Lo} TSRS
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of iNE 37 OVEN INE 36) ..........ccoeevevveeeeeeeeeeeeeeeeeeeeeeeeeeeee e ses e ses et enenned 38a 0
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)...........ccccco.o....... 39 0
40 Unpaid minimum required coONtribUtions fOr @ll YEATS .............ccceveveveveueueeeeeeeeeeeeeeeeeeeeeee e eseses 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:
o RS ol g [To (U] Lo (=T ox (=T AT OO PRP R POPPPPIN D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in iNe 418 WAS MAUE .......v..veeevvererereererereseeeeeeessseeeessreereseseeseesees [ ]2008 []2009 [ ]2010 [] 2011




Interest Rates

Applicable Date
Pre-Retirement

Turnover

Mortality

Assumed Ret Age

Post-Retirement

Mortality

Attachment to 2018 Schedule SB, Part V - EIN: 94-1715932 PN: 003

Olympia Eye Clinic, Inc. P.S.
Defined Benefit Plan
Summary of Actuarial Assumptions and Method

Short Plan Year: 1/1/2018 to 3/31/2018
Valuation Date: 3/31/2018

For Funding
Min  Max
Segl: 3.92% 1.79%
Seg2: 5.52% 3.70%
Seg3: 6.29% 4.56%

12/2017 12/2017

None
None

Normal retirement age 62 and
5 years of participation

2018 Applicable Mortality
Table from Notice 2017-60

Assumed Benefit Form For Funding

Assumed Spouse's Age

Spouse assumed to be the
same age as participant

Participant is assumed to be
married to current spouse at
retirement if spouse's date of
birth is known

Calculated Effective Interest Rate

Actuarial Cost Method

For 417(e)

Segl: 2.33%

Seg2: 3.55%

Seg3: 4.11%
12/2017

None

None

Normal retirement age 62 and
5 years of participation

2018 Applicable Mortality
Table from Notice 2017-60

Lump Sum

5.39%

For Actuarial Equiv.

Pre-Retirement: 5.50%

Post-Retirement: 5.50%

None
None

Normal retirement age 62 and
5 years of participation

2018 Applicable Mortality
Table from Notice 2017-60

Spouse assumed to be the
same age as participant

Participant is assumed to be
married to current spouse at
retirement if spouse's date of
birth is known

The Unit Credit funding method was used as
prescribed by the Pension Protection Act. This
method sets the funding target equal to the
present value of accrued benefits, and sets the
normal cost equal to the present value of the
benefit accrued in the current year.

An actuarial value of assets is used for funding purposes. This year the actuarial value of assets is
100.0% of the market value of assets.



Form 5500-SF Short Form Annual Return/Report of Small Employee SN o (e ot
Department of the Treasury Benefit Plan
Internal Revenue Service i . i : 5
This form is required to be filed under sections 104 and 4085 of the Employee Retirement 201 8
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 5 " e Public IHSpeCtion
» Complete all entries in accordance with the instructions to the Form 5500-SF.
| Partl | Annual Report Identification Information
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 10/31/2018
. _ B’ a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This return/report is for: list of participating employer information in accordance with the form instructions.)
D a one-participant plan D a foreign plan
B This return/report is
P D the first return/report @ the final return/report
D an amended return/report E a short plan year return/report (less than 12 months)

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

[I special extension (enter description)
|_Part Il | Basic Plan Information—enter al requested information

1a Name of plan 1b Three-digit
Olympia Eye Clinic, Inc. P.S. Defined Benefit Plan plan number 003
(PN) »
1c Effective date of plan
01/01/2013
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) 94-1715932

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

Olympia Eye Clinic, Inc. P.S. 2c Sponsor's telephone number

(360) 456-4800

2d Business code (see instructions)
215 Lilly Road, NE 621320

Olympia, WA 98508

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

3¢ Administrator’s telephone number

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

C Plan Name

5a Total number of participants at the beginning of the plan year 5a 27
b Total number of participants at the end of the ] e e S e Lo e UL IO N P 5b 0
€ Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢

o112l 101 ) m———— e e e e e
d(1) Total number of active participants at the beginning of the plan YEar ... 5d(1) 21
d(2) Total number of active participants at the end of the PIAN YEAI -..............evveveeooeeoeoeoeoeooeooeoeoeooeoeoooe 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
AT 100 oY OB O - i imimsn samsnsias sasbiasossiscune s imaics Amias st e e e e e g e e TS

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. an lete. 4

1 L
SIGN ,J?//Q //zf Rodger D Bodoia
— N v
HERE Signaturg of pJan administrator Daté i / Enter name of individual signing as plan administrator
SIGN ( : 7 /(7‘//4;‘- Rodger D Bodoia
| Li T I
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 5300-SF (2018)

v.171027



Form 5500-SF (2018) Page 2

6a Wereall of the plan’s assets during the plan year invested in eligible assets? (See INStructions.) ... El Yes D No
b 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 CONGILIONS. )..............cccoveeerneirressieeeesse e E} 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,

C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes E No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PRGC premium filing for this plan year

. (See instructions.)

L_Part lll_| Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a8 Total plan assets..........covevvvvnon.. 7a 1588197
b_Total plan liabilities 7b 0
€ _Net plan assets (subtract line 7b from line 7a) 7c 1588197 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMDIOVEIS: .. imiesmsei s e AT e e coms et 8a(1) 0
(2} PAREIDANIS ..o s s e i s 8a(2) 0
(3) Others (including rolloVers)..............ooevevoeoeeoeeooeoeeeoeoeooe 8a(3) 0
b _Otherincome (108S) ..........ovveeeeeeeeeeeesseeeeeosseeeeeoeoeooooooooeoo 8b 24001
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...........oo.......... 8c 24001
d Benefits paid (including direct rollovers and insurance premiums
Lo provide BeRETES) ... s smsrirsmimissssssi st o e san rasees 8d 1599929
€ Certain deemed and/or corrective distributions (see instructions)...| 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
g Other @XPenSES..........vvvucvvecveeeeeeereeessesseeesees s, wl 88 12269
h_Total expenses (add lines 8d, 8e, 8f, and 8g).................. .| 8h 1612198
i Net income (loss) (subtract line 8h from line 8c) 8i -1588197
J  Transfers to (from) the plan (see instructions)...........c.cccooveveeevenee. 8j 0

L 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:
1A 3D

b |ifthe 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 X
O T 8 0 e e e Sanas g e n ot e e e e TS 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
el e [ i O ) R e IS 10b
C  Was the plan covered by a fidelity DONA? .........c.ceviioiieeneeeeeie e s, 10c | X 400000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
DY fraud OF IShONESEY?.........v vttt sss et sttt sts et e e sesnaseseaneseans 10d
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the Plan? (SE INSITUCHONS.)......cvcceesirereesianeritriassirisssssrmessrsasssnsionsenensresaessnssesstnssemsnsimmesanieasssiassins 10e
f Has the plan failed to provide any benefit when due under the PIANR s cisvissesvmininisssmsuisssiimm 10f X
Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ............ccocevuenn... 10g X

T«

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
T L L L N SR R 10h

i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ...c.coviieviiiiiieeie e sseescesnans 10i




Form 5500-SF (2018) Page 3-| 1

‘Eart Vi I Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and line 11a below) ;

Yes D No

11a_Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40..................... I 11a ’ 0
12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? [ ves X No

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

QUETGTE V0 VIV, o ccsenscoscstonse oo s ctescetnpetsoas e e o e 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 plan YEar ..........ccooieeiiirmoooveeeeooveceseesseeeeeoooooooooo 12b
C Enter the amount contributed by the employer to the plan for this plan year ... 12c
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LU L O e T

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?

[ Yes [[No [] NA

h‘-‘art VIi | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year?

E Yes

DNo

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the IZI Yes D No

CTIGL O MO PRIGIT i ceopmounn s e s it spiagmssossposasisgome s snisgeas sl

€ If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s): 13¢(2) EIN(s)

13¢(3) PN(s)




. : . No. 1210-0110
SCHEDULE SB Single-Employer Defined Benefit Plan oM No
(Form 5500) Actuarial Information 2018
Department of the Treagury
'"';:‘a' Re"s""el_si”"’e 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
Employee Benefits Security Administration Internal Revenue Code (th e Code). Inspetgion
Pension Benefit Guaranty Corporation
P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending  10/31/2018
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 003

Olympia Eye Clinic, Inc. P.S. Defined Benefit Plan plan number (PN) 4

D Employer Identification Number (EIN)
94-1715932

C Plan sponsor’'s name as shown on line 2a of Form 5500 or 5500-SF
Olympia Eye Clinic, Inc. P.S.

E Type of plan: E] Single |:| Multiple-A D Muttiple-B F Prior year plan size: E 100 or fewer D 101-500 D More than 500

l Part | I Basic Information

1  Enter the valuation date: Month 93 Day 31 Year 2018
Assets:
@ MATKEE VAIUE........ceeocvomvesceescessecsseesessssessassssenssesesssesmssessseeessses et anessenssseessaseseee s ese s s saresres s stansssansesansssmsesans 2a 1570043
B ACIUBIAI VBIUE ......ceoeeoeeoeeeeeee vt ee st sveres s ssssessessssssess st eesssessssse s s e e sass s s saras s ssasssssssssansanned 2b 1570043
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 ...........ccccovevniivrnencees 0 0
b For terminated vested PartiCiDaNTS «............evve.erereseeesseessseeeesesseeseeeseesesssseesesseseesenes 7 17238 17238
€ FOr aCtive PATtICIPANS ......c.cervecreeseesea e iress et e seseese s sesssessssesstssseassetseusseeasanes 20 1433373 1433373
E TOMAL ..ot eeesees s seeseseessessessessssaseesseesssseressessssossssesesaseneeseessenesan] 27 1450611 1450611
4  ifthe plan is in at-risk status, check the box and complete lines (a) and (b) ..........ccreececeecenne |:|
a Funding target disregarding prescribed at-risk asSUMPLIONS..........c.oooiiiiiiiinic e 4a
b Fun_ding target reflecting 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 loading factor ...........c.ccocuvvveiviniecsiininnns
5  Effective interest rate.. 5 5.39 %
B TGO NOMMAI COSE .......coceveerecteceerseeeeetessesaesaenesseesebas s st b sess e s st s seses e et eesasass s b asas s snsasbessensnssnssssansasseses 6 0

Statement by Enrolled Actuary
To the best of my knqwledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in

1ce with app le 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 esti of anticipated experience under the plan.
SIGN .
HERE Qe 2lo(2n5
\éignatureuof actuary Date
Justin F. J. Greindl, FSA, EA, MAAA 17-07528

Type or print name of actuary
Boyce & Associates, Inc.

Most recent enroliment number
(480) 212-8200

Firm name
21021 North 7th Street

Phoenix, AZ 85024

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

O

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

Schedule SB (Form 5§500) 2018
v. 171027



Schedule SB (Form 5500) 2018

Page2-fi |

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
VBAI) ..ottt ettt ettt ettt n e e eneaen) 0 0
8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior
1YL= 1) I PP 0
9 Amount remaining (line 7 minus line 8)
10 Interest on line 9 using prior year’s actual return of 10-75 04 ]
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year)...........cccocceeiiineen | 182291
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 542 o .............] 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FEUEUM .. e e s e e e s s nna e e e e eenne ]
C Total available at beginning of current plan year to add to prefunding balance 182291
d Portion of (c) to be added to prefunding balance...............c.ccovevrueevceeievrieeieenn) 0
12 Other reductions in balances due to elections or deemed elections............................. 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)..................] 0 0
Part Il Funding Percentages
14 Funding target attaiNMENt PEICENLAGE ............ovvureeeeeeeceeeeeeeeseeeseeeeesessseesssssssesssssessesssssssessssesssses e ssssessssssssessssessessssessanssssesssassssnssssessanssesseneed 14 108.23 %
15 Adjusted funding target attainMment PEICENMTAGE ..............cveveeceeeeeeeeee et et e ettt eeeee e e e e aee e e essaeaeae s et et e s eeen s s sssseeseaeseeesesen s 15 108.23 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S FUNAING FEQUINBIMENT .........vvveeeeeeee ettt ettt e ettt ee e e s s ae e st e e e sasaeaes e s e eaenen e e nenenanenananeneas 112.58 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............c.cccoceueunee... 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
Totals > | 18(b) 0| 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..............cccocceeeiierennnen. 19a
b Contributions made to avoid restrictions adjusted to valuation date .................cccccceeeveveveueeceeseeeeeeeeeeeeee s 19b
€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19¢ 0
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriOr YEAI? .........oo i ettt ettt e et e e e bt e e e aste e e e enseeeeanbeaeanaeaaanns U Yes No
b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? ...............ccccecoveveveeeceeeeeeeeeeneen. [[ 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

(4) 4th




Schedule SB (Form 5500) 2018 Page 3

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

21 Discount rate:
b Applicable MONth (ENEEF COUR).........c.cviviveieeeeeeeeee ettt ettt ettt en s e 21b 3
22 Weighted average retirement age 22 62
23 Mortality table(s) (see instructions)  Prior regulation: D Prescribed - combined D Prescribed - separate D Substitute
Current regulation: Prescribed - combined D Prescribed - separate D Substitute

Part VI |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

=Y Le= o] g 1 =Y o | ST TR P PP PP PPROPOTI D Yes B[ No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment....................c..c......... D Yes No
26 Is 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

AHACIIMENT ... ettt e e en

Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contributions for all PriOr YEATS ........c.ccc.cveveviieeececeeeeie et 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(line 19a) 0
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30

Part VIl | Minimum Required Contribution For Current Year

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

A Target NOMMAI COSE (N B)......vvvvveeeeeeececeeeeee et e e e eeeaeaete et sesen s s se e saeseaeaes et et esennesseassesesasesenennenenend 31a 0

b Excess assets, if applicable, but not greater than liNe 31a .............cccococeueueievereeeeeeeeeeeeeceeee e 31b 0
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization installment.............coooiiiiii 0

b Waiver amortization INStAlMENt ............coie oo 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 ............ccoccoeiiiiieeiiiieene, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....| 34 0

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

FEQUINEMENT.....eiiiiiiiiiiiiee et 0 0 0
36 Additional cash requirement (line 34 MINUS INE 35)..........c...ovovevrcereieeieeeeeeeeeeees et ee s s en e 36 0
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37

) TSP SSPRRS 0
38 Present value of excess contributions for current year (see instructions)

a Total (excess, if any, of lIN@ 37 OVET N 36) ..............oovvveveiieeeeiieeeeeeeeeeeeeeeeeeeee e 38a 0

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)...............c............ 39 0
40 Unpaid minimum required contributions for @ll YEArS .............ccceveveveveueueeeeeeeeeeeeeeeeeeeeee e 40 0
Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:

a Schedule elected

D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in line 412 Was Made .............cccccveveveeueererieeeeeeeeeeeeeeee e

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




Attachment to 2018 Schedule SB, Line 22 - Description of Weighted Average Retirement Age EIN: 94-1715932 PN: 003

Olympia Eye Clinic, Inc. P.S.
Defined Benefit Plan

Weighted Average Retirement Age
Short Plan Year: 1/1/2018 to 3/31/2018
Valuation Date: 3/31/2018

Assumed Retirement Age - 100% of the participants are assumed to retire at the date the plan's normal retirement age
is attained, which is defined as:

The later of:

Attainment of age 62
Completion of 5 years of participation from entry date

Participants who have passed their Normal Retirement Date as defined above are assumed to retire on the valuation date.

Weighted average retirement age 62



Attachment to 2018 Schedule SB, Part V - EIN: 94-1715932 PN: 003

Olympia Eye Clinic, Inc. P.S.
Defined Benefit Plan
Summary of Plan Provisions

Short Plan Year: 1/1/2018 to 3/31/2018
Valuation Date: 3/31/2018

Plan Effective Date January 1, 2013
Short Plan Year From January 1, 2018 to March 31, 2018
Eligibility All employees not excluded by class are eligible to enter on the

January 1 or July 1 coincident with or following the completion of
the following requirements:

1 year of service
Minimum age 21

SH, Spouse of SH, Accountant, Billing, Clinic Manager, Data
Processing, Nurse, Receptionist, or Technician

Normal Retirement Age All participants are eligible to retire with their full retirement
benefit on the later of the following:

Attainment of age 62
Completion of 5 years of participation from entry date

Normal Retirement Benefit Upon normal retirement each participant will be entitled to a
benefit payable in the normal form equal to the following:

The maximum monthly benefit is the lesser of $18,333.30 and 100%
of the highest 3-year average salary, subject to service
requirements.

The benefit is based on average salary during the highest 3
consecutive years of service from date of hire.

Normal Form of Benefit A benefit payable for the life of the participant
Accrued Benefit The normal retirement benefit described above calculated based
on salary and/or service on the calculation date, and payable on

the normal retirement date.

Credited years are plan years from the first day of the plan year
containing date of entry excluding the following:

Years with less than 1,000 hours
Termination Benefit Upon termination for any reason other than death or retirement a
participant shall be entitled to a portion of the actuarial equivalent
of his accrued benefit in accordance with the following vesting
schedule:

Immediate 100% vesting

Credited years are plan years from date of hire excluding the
following:



Attachment to 2018 Schedule SB, Part V - EIN: 94-1715932 PN: 003

Olympia Eye Clinic, Inc. P.S.
Defined Benefit Plan

Summary of Plan Provisions
Short Plan Year: 1/1/2018 to 3/31/2018
Valuation Date: 3/31/2018

Years with less than 1,000 hours

Top-Heavy Status A plan is top-heavy if over 60% of the value of all accrued benefits
in all of the employer's plans are for the benefit of key employees.
A key employee is generally an officer or owner of the company.
This plan is currently not top-heavy.

Death Benefit Actuarial Equivalent of the accrued benefit earned to date of
death



