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

. 1210-0089
Department of the Treasury B en ef |t 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: 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
SOLDOTNA PROFESSIONAL PHARMACY 401(K) PLAN plan number
(PN) » 001
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) 82-2946502

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

INLET PHARMACY GROUP. INC. 2C Sponsor’s telephone number

SOLDOTNA PROFESSIONAL PHARMACY 360-201-9160
2d Business code (see instructions)
1313 EAST MAPLE STREET, SUITE 682 446110

BELLINGHAM, WA 98225

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 46-3996808
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 KAPUNA PHARMACY GROUP, DBA SOLDOTNA PROFESSIONAL PHARMACY 4d PN 001

C Plan Name SOLDOTNA PROFESSIONAL PHARMACY 401(K) PLAN

5a Total number of participants at the beginning of the PlaN YEAT .............cc.civeveriieeeeeeee et 5a 27
b Total number of participants at the end of the PIAN YEAI ...........c.ccccevevviveeeceeeeieieieeeeeeee e 5b 40
C Number of pa(ticipants with account balances as of the end of the plan year (only defined contribution plans 5c 22

(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) 22
d(2) Total number of active participants at the end of the Plan YEar ..............co.vuiveeiieiiicreeee e 5d(2) 33
€ 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. 10/09/2019 DANIEL MACPHEE
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 Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtioNS.) ..........ccvcvevevieeeveeeieveeece e,

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 CONAItiONS.)..........cooiiiiiiiiiiii e
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

Yes [[ No
Yes D No

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 269416 287309
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b 258 258
C Net plan assets (subtract line 7b from line 7a) ............c..ccccoveevennne. 7c 269158 287051
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS .. 8a(1)
(2) PartiCIDANTS. ...evieeieeeeeeeeeeee e 8a(2) 50069
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3)
Other iNCOME (I0SS) .....vevieeieieieieciieiieeiectese et sie s eveenaeereens 8b -16856
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c 33213
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEILS) .......cveuieiieiiieiiieeeeeeeee e 8d 14975
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 345
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 15320
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i 17893
j Transfers to (from) the plan (see instructions)...........ccccceeevcvieinnee. 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 2T 3D 3H
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 50000
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
2520.100-3.) .ottt ettt ettt ene e 10h X
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 ........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 @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)




Form 5500-SF

Depariment of the Treasury
Intemal Revenue Service

Benefit Plan

Department of Lasor
Employee Benefits Secunity Administration

Pension Benefit Guaranty Corporation

Revenue Code (the Code).

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 Intemal

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

OMB Nes. 1210-0110
1210-0089

2018

This Form is Open to
Public Inspection

|_Partl | 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 retum/report is for:
D a one-participant plan [l a foreign plan

B This retum/report is
P D the first retum/report

D an amended return/report

D the final return/report

C Check box if filing under: @ Form 5558

D special extension (enter description)

|:] automatic extension

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.)

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

[] DFVC program

| Partll [ Basic Plan Information—enter all requested information

L

1a Name of plan 1b Three-digit
3oldotna Professional Pharmacy 401(k) Plan plan number
PNy b 001
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.Q. Box) (EIN)82-2946502
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2% S ST
Inlet Pharmacy Group, Inc. C - p_onsor’s telephone number
) 360-201-9160
Soldotna Professional Pharmacy 2d Busi i : -
1313 East Maple Street, Suite 682 Usiness code (sea inslructions)
Bellingham WA 98225 446110
3a Plan administrator's name and address 8 Same as Plan Sponsor. 3b Administrator's EIN
3c Administrator’s telephone number
4 |f the name andior 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. 46-3996808
a Sponsor's name Kapuna Pharmacy Group, dba Soldotna Professional Pharmacy| 4d PN
C Plan Name Soldotna Professional Pharmacy 401(k) Plan o
5a Total number of participants at the beginning of the PIAN YEAT ... 5a 27
b Total number of participants al the end of the plan year .. 5b 40
€ Number of partnc;pan%s with account balances as of the end ni the plan year (only deﬁned cantnbutlon pians 5c =
complete this item) ... el
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 plan year .. .| 5d(2) 33
€ Number of participants who terminated employment during the plan year WIth accmeci benefts {hat were less Se
Y a3 T e N e S T — 0

Caution: A penalty for the late or incomplete filing of this returnfreport will be assessed unless reasonabie cause is established.

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

belief, it is true, cm’éc% complete. .,
/ .
SIGN 0 S 1 Daniel MacPhee
HERE . | S o L .
Sigrature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE Signature of empioyer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

For Paperwork Reduction Act Notice, see the Instructions for Form 5500-5F.

Form 5500-5F {2018)
v.171027



Form 5500-SF (2018) Page 2

Ga

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...

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 conditions.)..............

if you answered “No” to either line 6a or line &b, the plan cannot use Form 5500-SF and must instead use Form 5500.

€ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance pragram (see ERISA section 4021)? ...... D Yes U 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.)

__Part Il | Financial Information

7 Plan Assets and Liabilities {a) Beginning of Year {b) End of Year
A Total Plan BSOS .. it ivisiiessmraresseonmstosemsess soemsesssuns 7a 269,416 287,309
b _Total plan fiabilities ... | 7p 258 258
C _Net plan assets (subtract line 7b from line 7a) ... 7c 269,158 287,051
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOVBS:. oo S S i b e naseaseremsopensras 8a(1)
(2) Parficipants.............oooovoviiciiicee .| 8a(2) 50,069
(3) Others (including rollovers)....................... o essame ey s 8a(3)
b Other income (loss) 8b -16,856
€ Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 33,213
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits) ..o | 8d 14,975
€ _Certain deemed and/or corrective distributions (see instructions)...| 8e
f_Administrative service providers (salaries, fees, commissions) ....... 8t 345
L) OB BMPONSES 1ucvincusisssmssncisrpinisvissit st i et st s T 8g
h Total expenses (add lines 8d, 8e, 8f, and 8a) ... 8h 15,3
i__Netincome (loss) (subtract line 8h from line 8¢)..................| i 17,89
i Transfers to (from) the plan (see instructions) 8
LPart v I 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 2T 3D 3H
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
f Part V| Compliance Questions
10  During the plan year: Yes | No Amount
a Was there a failure to ransimit (o the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 (See instructions and DOL’s Voluntary Fiduciary Comection %
Program) ..o i A R B S S 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions %
repoted on e 108} ..o s e A et s atsmeenenees], OB
€ Was the plan covered by a fidelity bond? ................. 10c | ¥ 50,000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bend, that was caused %
by SEAUS O ABNONBEIYT cervoviuss s s U e s koo et e mm s 10d
& 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 instructions.). ... T ————_
f Has the plan failed to provide any benefit when due under the PIANT: ossrssssemmemmmsmpnmssnessseammicsssld G
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .................... 10g X
h ifthis is an individual account plan, was there a blackout period? {See instructions and 29 CFR ¥
i I 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions o providing the notice applied under 20 CFR 2520.101-3 .oovoooooeeeeee | 100




Form 5500-SF (2018) Page 3- }

Ert Vi 1Pension Fﬁ.nding Compliance

11 Is this a defined benefit plan sub;ect to minimum funding requirements? (If "Yes," see instructions and comp}eae Schedule SB

(Form 5500) and line 11a below) ..

D Yes D No

11a Enter the unpaid minimum required contributions for all years from Schedule SB {Form 5500} fine 40...

= 113[

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

ERISA? oo
{If "Yes," complete Ime 123 or Imes 12b 12(: 12d and 12e beiow as apphcabie )

D Yes No

a if a waiver of the minimum funding standard for a prior year is bemg amortized in this plaﬂ year, see instructions, and enter the date of the letter ruling

granting the waiver. ............ _.Month Day Year
If you completed line 12a, complete Emes 3, 9 and 10 of Scheduie MB (Form 5500) and sklp to Ime 13.
b Enter the minimum required contribution for this plan year ... |12
12¢

C Enter the amount contributed by the employer to the plan for this plan year ..............ccooocoimiooiio .

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
negative amount) ... e — i

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

L] yes [] No [] nia

}Part vil ] Plan Terminations and Transfers of Assets

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

D Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this Year ................cooooooovoreo o

b Were all the plan assets distributed to pam'cipants or beneficiaries, transferred to another plan, or brought under the
COBEIO] OF INE PBIGOP Lottt it eimieisios oo opesansass reuns nom s st o i s o e s s et

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 liabilities were transferred.

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)




o DD

{Rev. September 2018)

Department of the Treasury
Internal Revenue Service

Application for Extension of Time
To File Certain Employee Plan Returns

P For Privacy Act and Paperwork Reduction Act Notice, see instructions.
P Go to www.irs.gov/Form5558 for the latest information.

OMB No. 1545-0212

File With IRS Only

Identification

A Name of filer, plan adgministrator, or plan Sponsor (See instructions) B Filer’s identifying number (see i‘l;struch'ons)
Inlet Pharmacv Group, Inc Employer identification number (EIN) (9 digits XX-XX00000
Number, street, and roum or suite no. {if a P.C. box, see instructions) 82-2946502
1313 East Maple Street, Suite 682 Social security number (SSN (9 digits XXX-XX-XXXX)
City or town, state, and ZIP code
Bellingham, WA 98225
C Plan name Pian Plan year ending—
number MM DD YYYY
- , , 0011 i1 31 2018
Soldotna Professional Pharmacy 401 (k) Plan ] i

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

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

| request an extension of time until 10 / 15 ;2019 to file Form 5500 series. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 5500 series.

| request an extension of timeuntit 10 s 15 /2019 to file Form 8955-SSA. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

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

sclgdll] Extension of Time To File Form 5330 (see instructions)

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

Enter the Code section(s) imposing the tax b 1 a [

Enter the payment amount attached .

For excise taxes under section 4980 or 4880F of the Code, enter the reversion/amendment date .
State in detail why you need the extension:

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

Signature » Date »

Cat. No. 12005T Form 9558 (Rev. 9-2018)



