Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

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

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

OMB Nos. 1210-0110
1210-0089

2018

This Form is Open to
Public Inspection

| 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
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 D the final return/report

D an amended return/report

C Check box if filing under: Form 5558

D special extension (enter description)

D automatic extension

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

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

D DFVC program

| Part Il | Basic Plan Information—enter all requested information

la Name of plan 1b Three-digit
OLYMPAS MEDICAL SERVICES, LLC 401(K) PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2015
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) 46-2128468
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) -
2C Sponsor’s telephone number

OLYMPAS MEDICAL SERVICES LLC

1136 WATER STREET, STE. 107
PORT TOWNSEND, WA 98368

360-385-4843

2d

Business code (see instructions)
621111

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 8
b Total number of participants at the end 0f the PIAN YE&K ...............c.cvrrevirereeeeeeeeeeec et 5b 8
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) 5
d(2) Total number of active participants at the end of the Plan YEar ..............coocvuiievrueiiiiieeeeeeee e 5d(2) 3
€ 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. 08/20/2019 JAMES ROTCHFORD

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

SIGN Filed with authorized/valid electronic signature. 08/20/2019 JAMES ROTCHFORD

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 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 PIAN ASSELS ....vevveriiceieie ettt 7a 129937 107056
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b
C Net plan assets (subtract line 7b from line 7a) ..................c..c........ 7c 129937 107056
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ...voiieiiieeiieeeee e 8a(l) 4145
(2) PartiCIDANTS. ...evieeieeeeeeeeeeee e 8a(2) 27501
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3)
Other INCOME (I0SS) .....c..oveurerieuieieeteiieeieieeee ettt 8b -4306
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)....................... 8c 27340
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEILS) .......cveuieiieiiieiiieeeeeeeee e 8d 49871
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 350
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 50221
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i -22881
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:
2A  2E 2F 2G 23 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 12524
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 DONd? ..., 10c X
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 0
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 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 @ny PIaN YEAI? ............cccccoeievevivevirieeeieereeee e D 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)
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Form 5500-SF Short Form Annual Return/Report of Small Emplovee OMB Nas. 1210-0110
D'nnelrll'l'llo;:l of he Troasury Bene'ﬂt Pla" 10009
nlarnal Ravonug Sorvlco .
This form 2 reuuired to bo filsd under sections 104 and 4085 of the Emplavea 2018
) Doparimant of Labar Relirement Income Securlty Act of 1974 (ERISA), and section 6057(b) and 8068(a) of
Emplayno Banafila Sugurity Adminlatiation tha Inlernal Revenue Code (the Code), This Form I Open to Public
FPanglon Bonoll Quaranty Sorparation Inspectlon
- - * Complete all antries in accordance with tho instructions to the Form 5500-SF. °
[Pt Annual Report identification Information
For valendar plan vear 2018 ot fiscal plan year beginning 01/01/2018 and anding 12/31/2018
A This returny s for @ & single-employer plan D a multiple-employer plan (nol multismployar) (Filers chacking this box must altach
eturn/report is for . a list of parlicipating employer information in accordance with the form instruclions.)
& one-participant plan a foreign plan
B This return/rapart is: the first ratusn/report the final returnfreport
|:| an amanded return/raport |:| a shart plan year return/report (less than 12 months)
C Check box if filing under: E‘ Farrm 5558 D automalie extension D DFVC program

I:] special extension (enter descelption)

Pyt B

ic Plan Infarmation ~~= anter all requestad informaltion

1a Name of plan 1b Thres-digi
OLYMPAS MEDICAL SERVICES, LLC 40 plan number
' 1 (k) PLAN (PN) m 001
1c Effactive date of plan
3 01/01/2018
2 Plan sponsor's nama (employer, if for a single-employer plan)
Malling Address {include roam, apt., suite no. and sirast, or P.C. Box) 2b Emplayer |danilfication Number
Cily or town, slale or province, country, and ZIP or foreign peslal eode {if foreign, see inslruetions) (EIN)_46-2128468
OLYMPAS MEDICAL SERVICES LLC 2¢ Sponsor's telephane number
{360} 385-4843
2 ‘
1196 WATER STREET, STE. 107 d g;s:!l!rlef; code (sea inslruclions)

U3 PORT TQWHEEND WA 08368

Ja Plan adminisirator's name and address [X] Same as Plan Spaneor 3b Administratar's EIN

3¢ Administrator's lelephane number

4 the nama and/or EIN of the plan sponsar or tha plan name has changed since the last return/report filed for 4b EIN
ihis plan, entar the plan sponsor's name, EIN, tha plan narme and the plan number from tha last raturn/raport,
A Spohsor's name 4d PN
¢ Plan Name
5a Total number of participants at the beginning of the plan year ... e s 5a 8
b Total number of participants at the and of the PIBN YEAE i | 90 g
€ Number of participants with account balances as of the end of tha plan year {only dafined contribulion plans 5c
GOMIPIBIE TNI5 IEBIMY itsvsresssssasaspssessassssssresssasssss vrssrsisss bt siasssss baEs44148 EbLRHE S bibvats banssmsessmmsessEmmsess FamaERsEasEnRRaE s s smbasaen a8
(1) Total number of active parlicipants al the beginning of the plan year wmesssmssanssssssnsmrsanasans | 30(1) 5
d(2} Total number of active participants at the end of the plan YEar e s | 30(2) 3
Number of parlsipants who terminated emplayment during tha plan year with acorued benellls thal were
less than 100% vested e S S8 0

Cautlon: A panally for tha late of incomplete filing of this returnireport will be assessed unless reasonablo cause 18 ostablishod,

Undar panallies of perjury and other paagities set farth 1§ the instrucllons, | declara that | have examingd this relurnfraport, ncluding, if applicable, a Schedule
&8 or Gehodule MB coympleted and sifinef byan gnrol actuary, aa well ag the electronle version of this raturn/repart, and 1o tha best of my knowledge and
balial, it Is lrue, c;cyﬁ ar'\g pl Ala.

- / / __..-I.""-'-"I ~ Fa
N F/RA| Namge L. KareldFAY
4 / Date / Entar namg of individual signingfs plan adminlstrator
. ) 2| 5
Ak aiufe of employa p%}ﬁéﬂso}/ Da,lqmy}é]”: EnteVnama of individual ;Ignlng asz amployer or plan sponsar
Far Pgpdrwork Reduction Act NétTEu, saa tha instructions for Form 5500-5'?{ / b Form 5500-5F {2018)

of plagiadminikt

v.171027
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Form 5500-8F 2018 Fage 2
Ba Were all of the plan's assets during the plan year invested in eligible assels? (See Instruclions.) e E]Yes [Ino
b Arg you claiming a waiver of tha anhual examination and report of an independent qualifled public accountant (IQPA)
under 20 CFR 2620,104-467 (See Inalructions on walver sligibility and conditions.) ... O, e et e Klves [No

If you answared "No* to eithar line 6a or lina 8b, the plan cannet use Form 5500-8F and must Instaad use Form 5500.
€ Ilhe plan Is a defined benaflt plan, is it coverod under the PBGC insurance program (sea ERISA sectlon 4021 7 e[ 1¥es [N [ ] Not determined
If "Yesg" is checked, anler the My PAA confirmalion number from the PEGC pramium filing for thie year {Se&e inslruclions.)

ili| Financial Information

7 Plan Assels and Liablitlag {a) Boglnning of Year {b} End of Yaar
8 _ Total plan 83505 ..o s T weens | T8 128,937 107,056
b Total plan Habiltias s | 78
€ Mal plan assels (subtract ling 7h from lina 7a) ... D 128,537 107,056
8 Income, Expansasl. and Translars for this Plan Yoar (a) Amount {b) Totat
a  Contribullons received or recaivable from: DT R i v K
{1] EmP'DYBFS LLLILLLLLLLLL L bt BOVHINRAEE R bbbl s AVERRERR IR R R B i 83(1) 4 1145 LA . ¢ 5‘ Y g ‘.l. i ‘
(2) Participants s J— - 1) 27,501  [Heigeeiipiiat kil
(3)_Others (including rollovers) ssssi| 88(3) ) k ;
b Other ingome (I0ss) . wes|  Bb (4,308) [ LT M}g, LAt
— : I . e ARSI ) o O PR T Tl T, g LIPS
¢ Total Income (add lines 8a(1), 8a(2), 8a(3), and 8b) N T (R oy 27,340
d Banafils pald {including direct rollovers and insurance premiums TR R T T A ';‘F ool
10 Provide DENEMIS) v sesssssmsserssnrssssasnens R e 49,871 gl TR R PW‘E" ”;".i’
€ Certaln deemed and/or corraclive disiributions (see Instructlons) .| Be (ol R e PR b L
f Administrative servico providers (saleries, fees, commissions)  ....|  Bf 350 (BN S e
O Other EXPARABES  wusisiissesemsssessmsresns sessesessssssarsssnes s | 8g b T T
h  Total expenses (add lings 8¢, 8e, 81, and 8g) 8h &
i MNetincome (loss) (sublract ling Bh from line 51) ST [T—— Bi
‘j _Translars lo {from) tha plan (saa NEIAUCHONE)  wusmwemmisismmmesrens 8j
['Partivi] Plan Characteristics

9a| If thg plan provides pension banaflts, antar the applicable pension feature codes from tha List of Plan Charecteristic Cades In the instructions:
2An 28 2F 2¢ 23 2K 2R 2T 23D

k2| If the plan pravides welfare benefits, enter the applicabie wellare fealure codes from the List of Flan Characteristic Codas In the Instructlons:

|]“'E‘a:‘ V' Compliance Questions
10 During the ptan year:
8 Was lhere a failure to transmit to tha plan any participant contributions within the time periad
described tn 28 CFR 2510.3-1027 {Ses instructions and ROL's Voluntary Fiduciary Carrection

Frogram} ..o . e | 1080
b Ware thera any nonexampt tranaactions with any party-in-interast? (Do not includa lransactions

FEpOrlad on HNE T08.) s s s s [ [y 10k
C  Was the plan coverad by 0 fidelity BONAT  weeresirmserenirsserreems esessssissrasssssssessssessss sssssss sesss snssssavens 10c

d Didthe plan have a loss, whather ar not reimbursed by tha plan's lidelity bond, that was caused
by fraud or dishanesty? P B 1111

€ Warg any fees ar commissions paid to any brokers, agents, or othsr persons by an insurance
cartier, insuranae sarvice, or othar organization that provides zome or all of the benefita under
the plaNT (S INSIUGHIONS.)  tiritiissimirs et st s s s | 108

f  Has the plan failed lo provide any benefit when due under the plan? s | 10f

g DCid tha plan have any participant loans? (Il "Yas," entar amount as of year end.) ... i emnnierinenn | 104

h If this is an individual account plan, was there a blackoul period? {See instrugtions and 28 CFR
2520.7013.) sevcmemssscrsnssssnssssnnsmnmssnsssmnnmsnsesnsesnmsnsnnnsssssense w | 10h

i If 10h wos answered "Yos," chack the box If you elther provided the required notice or one of tha
axceplions to providing the nolice applied ungar 28 CFR 2520.101-3 v cssmssssss e, weneiies | 101
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Farm 5500-5F 2018 Page 3 - I l

| Pension Funding Compliance

11 Is this & defined benafil plan subject to minimum fum:img reqmremanis? (h' "Yes," see ingtructions and cormplete Schadule S5 (] ves [®] Ne
{Ferm 5500 and line 115 below) ... Vbbb e L0080 et or e L e e e LA b e

112 Enler the unpaid minimum required conlributions far all years from Schedula SE (Form 5500 ling 40 ... . | 11a |

12 I thig 2 defined conlribution plan subjecl 1o the minimum funding requirements of section 412 of the Code ar seclion 302 of
ERISA? . N P s |1 Y85 [X] No

{tf "Yas." cnmplete lina 129 or Imenu 12b 126, 12d, and 126 halow, as applicabla.)

a  If a waiver of the mininum lunding standard for & prior vear is balng amortized In this plan year, see Instrugtions, and enter tha date of tha latlor ruling

granting the Walver e EEHE 44944 R e 1SR bA b e e EETSTPTS VT PYOpRR PO PPPPRPOUPPPR 1 s 1113 Day Year
If you complated llne 12a, complete lines 3, 9, and 10 of Schedula MB (Form 5500). and sklp to line 13.
b Enter the minimum required contribulion for this plan yBar, e I b ranmnnas 12h
€ Enter the amount contributed by the employer to the plan {of the pIan vBar . T 12¢
d  Sublraet the amount in lina 12¢ from the amaunt in line 12k, Enter the resull (enter a mirus sign to the left of a 124
NBGalVE AMOUNY _ i s esssssssssspiiis iy psesrssssssessesns AN b ws

L] ves [ na [J WA

@ Wil the minimum funding amalnt reported on line 12d be met by the funding desdline?

| Plan Terminations and Transfers of Assets

] ves Mo

If "Yos,"” anter the amount of any plan assets that revartad to the employer this YEEr e sseseeeereess | 138

b Were all lhe plan assels distributed to pariicipants or benaiiclaries, transferred to anather plan, or brought undar tha ] Yes [X] No
cantrol of the PBGE? srzpressrrasmsnssssnninna BRIt s s e e P b b e s P |

G If, durlng this plan year, any assets or liabilities ware transferred from this plan o another plan{z), identily the plan(s) lo
which assets or liabiliies were transferred. (See insliuctions.)

13E(1) Nama of plan(s) 13c(2) EIN(z) 13¢(3) PN(z)




