Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Treasury B en eflt Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2018
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 2018 or fiscal plan year beginning  01/01/2018 and ending  12/31/2018
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 ) i
P D the first return/report D the final return/report
D an amended return/report D 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
SPOKANE INTERNAL MEDICINE 401(K) PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2000
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 91-0987719

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

SPOKANE INTERNAL MEDICINE, P.S. 2C Sponsor's telephone number

509-924-1950

2d Business code (see instructions)

1215 N. MCDONALD RD., SUITE 101 621111
SPOKANE VALLEY, WA 99216

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 YEAT .............cc.civeveriieeeeeeee et 5a 72
b Total number of participants at the end of the PIAN YEAI ...........c.ccccevevviveeeceeeeieieieeeeeeee e 5b 62
C Number of pa(ticipants with account balances as of the end of the plan year (only defined contribution plans 5c 62

(ool 0411 1= (= (g TR (=Y 0 ) OSSP PPRTPTPRN
d(1) Total number of active participants at the beginning of the plan year 5d(1) 58
d(2) Total number of active participants at the end of the Plan YEar ..............co.vuiveeiieiiicreeee e 5d(2) 50
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

LT L0 0L = 1 (= PP

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

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

SIGN Filed with authorized/valid electronic signature. 05/28/2019 ASHLEY BARRETT
HERE . . S L -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) s 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 (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 D 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 Plan @SSELS ...eeuvveieiieiieiie et 7a 5655787 3876735
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b
C Net plan assets (subtract line 7b from line 7a) ............c..ccccoveevennne. 7c 5655787 3876735
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..o 8a(1) 162930
(2) PartiCIDANTS. ...evieeieeeeeeeeeeee e 8a(2) 284389
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3)
Other iNCOME (I0SS) .....vevieeieieieieciieiieeiectese et sie s eveenaeereens 8b -279640
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c 167679
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide BENEFItS) ... ..oiveeiiiieieieee e 8d 1945634
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 1097
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 1946731
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i -1779052
j Transfers to (from) the plan (see instructions)..........ccccccvvveveeeiniinnns 8]

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2K 2R 2T 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 500000
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 16510
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.100-3.) .ottt ettt ettt ene e 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 ........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 D 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

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

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




Form 5500-SF Short Form Annual Return/Report of Small Employee e s

Department of the Treasury Benef't Pla n 1
ntemal Revenue Service This form is required to be filad under sections 104 and 4065 of the Employee Retirement 2018
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal
Employee Banefits Securly Adminisration | Revenue Code (the Code). This Form is Open to

Pensicn Benefit G 'y Corporati ! Public Inspection
rensie verenty Lorporatien Complete all entries in accordance with the instructions to the Form 5580-5F,

| Part]l | Annual Report Identification Information

_For calendar plan year 2018 or fiscal plan year beginning 31 /401794 1.8 T andending  T0/Si/2018
@ a single-employer plan D a multipie-employer plan (not multiemployer) (Filers checking this box must attach a
A This retum/report is for: list of participating employer information in accordance with the form instructions.)
|:| a one-participant plan D a foreign plan
B This retumireport is D the first return/report D the final return/report
D an amended return/report D a short plan year returnfreport {less than 12 months)
C Check box f filing under: ﬂ Form 5558 D automatic extension D DFVC program

D special extension (enter description)

|_Partll_, Basic Plan Information—enter all requested information

FECS Y T Lt
1a Name of plan | 1b Three-digit i
Spokane Internal Medicine 401({(k} Plan ' plan number |
PNy P 1ol
1c Effective date of plan
v 01/01/2000“ R
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.Q. Box) (ENI 210887719
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) Py Spoﬁsors telephone umbar

Spokane Internal Medicine, P.S. 509-924-1950

1215 N. McPonald Rd.. Spite 107 lZd Business code (see instructions)
. McDonald Rd., Swite 101

Spokane Valley WA 8921¢ 621111
'3a Plan administrator's name and address @ Same as Plan Sm;;;;\sor, - 3b Administrator's EIN

F3c Administrator's telephone number

4 Ifthe 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 retum/report.

a Sponsor's name 4d PN
C Plan Name

5a Total number of participants at the beginning of the plan year.. | 7
b Total number of participants at the end of the plan year ............... . B B 62
€ Number of participants with account balances as of the end of the plan year (only defined contribution plans i ge .

COMPIELE TS HEIM) cvcvvvv s svensssssesesnsssssnrasiesassssssesssssonssossssssssessstsane e seesss s s aseseesasesenesseseensesessessssmssesemseereseee RO . bz
d(1) Total number of active participants at the beginning of the PIAN YEAF .................vveeeeeeeesssiseessesessesssssessesessssssons  5d(1) | 28
d(2) Total number of active participants at the eNnd of the PIAN YEAN ............ccoaveeeevereeerirenesereseseeseesesecesesseseessessseeenn, | 5d(2) i 56
@ Number of participants who terminated employment during the plan year with accrued benefits that were less | 5e

than 100% vested ............... 0

Caution: A penalty for the Iate or mcomplate frlmg of thns retumfreport wuti be assessed unless reasanable cause is established,

Under penallies 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 It'?namp eted and s?n)d-byan enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
> /‘-__"" -

belief, it is inie_corgéol Aud com
SIGN #_@.?,ZE, | § |ashley Barrett
HERE AL, TS
Slgnlatura-efﬁlﬁ admlﬁﬁor Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual sianing as employer or ptan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5560.8F, Form 5500-SF (2018)

v.171027



Form 5500-SF (2018) Page2

6a Were all of the plan's assets during the plan year invested in eligible assets? (See iNStrUCHONS.) ............coooviiiiiene e {1‘1 Yes rs No
b Are you claiming a waiver of the annual examination and report of an independent qualif‘ ied public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.).... R, ST @ 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
€ [f the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... [:[ 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.)

[ Partlli | Financial Information

7  Plan Assets and Liabilities (a) Beainning of Year (b) End of Year
a Total plan assets . 5,655,787 3,876,735
b Total plan ligbilities ........... .| 7b
C Net pian assets {subiract line 7b from line 7a} ................... 7c 5,655,787 3,876,735
8 Income. Expenses. and Transfers for this Plan Year (a) Amount (b) Total
2 Conftributions received or receivable from: R
(1) EMPIOYBTS coviioveneccemmnnccannircommecenmcrermneansnsnccessmnesccsinracnnnse, 88(1) 162,930
(2) PariCIPaMS . ..vvocrvereceeeee e oecosseneissreversernesrermmssnsnssesssaerereees | B0(Z) 284,389
(3) Others (including roBOVErS | ..covverinccersrccnsvcrinnsvirenassianeves | SA(3)
b Other iNCOmMe (085} ...c.v.oeervsecverreccrcornneiann. UIDOTUIOOR N - -279,640
€ Total income (2dd lines Ga{t) Ba(2), 83(3}, and 8B} ..eerreccecrnnina 8c 167,679
d Benefits paid (including direct rollovers and insurance premiums i ;
10 PEOVILE BERGIMS ).evvoossoevemsssons e scemsssssesssssssenscossesssassssmssnesseens|_ 80 1,945,634
@ Certain deemed and/or corrective distributions {see instructions}..| 8e
f Administrative service providers {sularies, fees, commissions)....... Bf 1,087
| @] (g Tt et o T U OO U U 8g
h Total expenses {add lines 8d, 8o, Bf, and By} .....ccroserrmnccensinicvce] 8 1,546,731
i Net income {loss) {sublract line 8h from line 8¢} .cc.ccocrmcccmceeen|  Bi -1,779,052
j Transfers to (from) the plan (see inStructions)...........ccewceeeercrrineaene 8

| Part IV | Plan Characteristics
9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2K 2R 2T 3D

b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

PartV | 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 F|duc1ary Correction %
PROOIAM) v iverctrenceerariaversmrneverrisae .. - ...| 102 ‘
b Were there any nonexempt transactions wuth any par(y in-interest? (Do not include transactions %
reported on line 10a.}... B PR PSP seeprsvsvssppnt | | i (1) ]
€ Was the plan covered by & fidelity BONG? ....ccccmmeceamieeriomnmsnmersseresceessmnssrerssssresmsnsneees| 0@ | 5 500,000
d Did the plan have a loss, whether or not reimbursed by the plan s fi dellty bond, that was caused e
DY fraud O GISHOMESET .eooieieeiicviiscncsraineie e s sesb e e ecsre s eevsscamms s enmsessensassvaracenreences] 100 )
€ 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? (S8 INSIUEHONE. Jeu i ecceniicr e .| 10e °
f Has the plan failed to provide any benefit when due under the plan? ........... 10f X
@ Did the plan have any participant loans? (I "Yes," enter amount as of year-end.) ......crccen| 10g | X 16,510
h Ifthis is an individual account plan was there a blackout period? (See instructions and 29 CFR %
2520.101-3.) ... T DR receorreresnsrrrasrsrnreenss| 1O0R
i IF10hwas answered “Yes," check the box if you enther prowded the requnred notice or one of the
exceptions 10 providing the notice applied under 29 CFR 2520.101-3 1. .voveee o ve oo aereensane 101




