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VIA CERTIFIED MAIL, RETURNRECEIPTREQUESTED

October12, 20O~..~

TopHat PlanExemption
EmployeeBenefitsSecurityAdministration
U.S.Departmentof Labor
200 ConstitutionAve.,SuiteN-1513
Washington,D.C. 20210

Re: AgfaHealthCareCorporationDeferredCompensatiQU~i~fl

DearSir or Madam:

Pursuantto Departmentof Labor RegulationSection2520.104-23,pleaseaccept
this letter in satisfaction of the top hat reporting requirementswith respectto the Agfa
HealthCareCorporationDeferredCompensationPlan (the Plan). The Plan is an unfunded
deferredcompensationplan. Agfa HealthCareCorporation(the Company)maintainsthePlan
for the purposeof providing additional benefitsto a selectgroup of managementor certain
highly-compensatedemployees.

The Companyis locatedat 100 ChallengerRoad, RidgefieldPark, NJ 07660-
2 199. The Companysemployeridentificationnumberis 20-4997964. ThePlanpresentlycovers
17 employees.TheCompanydoesnotmaintainany othersimilarplans.

Pleasedate-stampthe enclosedcopy of this letter and return it in the envelope
provided. In the eventthat you needany further information or wish to receivea copy of the
Plandocuments,pleasecontactSusanM. Szafranski,Esq.at (973)966-8247.

Verytruly ours,

DavidR. Marr



~DAY PITNEY LLP

BOSTON CONNECTICUT NEW JERSEY NEW YORK WASHINGTON. DC

SUSAN M. SZAFRANSKI

Attorney At Law

Mail To: P.O.Box 1945 Morristown, NJ 07962
Deliver To: 200 Campus Drive Florham Park, NJ 07932

T: (973) 966-8247F: (973)966 1015
sszafranski@daypitneycom

November4, 2010

DFVC Program
P.O. Box 70933
Charlotte,NC 28272-0933

Re: Agfa HealthCareCorporationDeferredCompensationPlan

DearSir/Madam:

Pursuant to the terms of the Departmentof Labors Delinquent Filers Voluntary
ComplianceProgram(the DFVC Program),publishedasa FederalRegisternotice at 60 Fed.
Reg.20874 (theNotice), enclosedarea signedForm 5500andtheappropriatestatementunder
Departmentof Labor RegulationSection2520.104-23(b)with respectto the Agfa HealthCare
Corporation Deferred CompensationPlan (the Plan). The Plan is sponsoredby Agfa
HealthCareCorporation(theCompany).

Pursuantto Sectioi:i 4 of the Notice, only the required items of Forms 5500 were
completedfor the Plan. ThePlanis eligible for the DFVC Programpursuantto Section2 of the
Notice. The Plan Administratorhasnot beennotified in writing that the Departmentof Labor
(DOL) intendsto accessacivil penaltyunderSection502(c)(2)of ERISA for failure to tile a
timely report,and hasnot otherwisebeennotified in writing by the DOL of a failure to file a
timely annualreportunderTitle I of ERISA.

DOL Reg. § 2520.104-23(a)providesthat top hat plansare not requiredto tile Form
5500, provided that the plan sponsorfiles a statementwith the DOL within 1 20 daysaller
adoptionof the plan. Such statementmust satisfy the requirementsof DOL Reg. § 2520.104-
23(b). Pursuantto Section 4 of the Notice, a top hat plan may elect to file a statementas
describedin DOL Reg. § 2520.104-23as a condition of relief from the annual reporting
requirementin lieu of filing any pastdue annual report and payingotherwiseapplicable civil
penalties.

In accordancewith Section4.01(c) of theNotice, enclosedis a check in the amount of
$750, which representsthe applicable penalty amount. The Company, having elected
compliancewith thealternativemethodof complianceprescribedin DOL Reg. § 2520.104-23,is
consideredashavingelectedthealternativemethodof compliancefor all subsequentplan years.
The Companyacknowledgesthat acceptanceby the DOL of this filing and penalty payment
madepursuantto the DFVC Programdoesnot representa determinationby the DOL as to the
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statusofthearrangementasa planofa particulartypeunderTitle 1 of ERISA or a determination
by theDOL thattheprovisionsof DOL Reg. § 2520.104-23havebeensatisfied.

If youhaveany questionsregardingthis matter,pleasedo not hesitatecontactme.

Very truly yours,

SusanM. Szafranski

cc: DavidR. Man
U.S. Departmentof Labor(EBSA)





1~ _____

Form 5500 Annual Return/Report of Employee Benefit Plan Off cial Use Only
This form Is required to be flied under soctions 104 and 4065 of the employee 0MB No,.

Department of the Treasury
Internal Revenue Service Retfremeflt income Security Act of 1974 (ERISA) and sections 6047(e).

Department of Labor 6057(b), and 6058~a)of the Internal Revenue Code (the Code).
Employee Benefits Security

Administration ~ Complete all entries in accordance with This Form is Open to
pension Benefit Guaranty corporation the instructions to the Form 5500. Public Inspection.
~ Annual ReportIdentification Information
For the calendar plan year 2008 or fiscal plan year beginning • and ending
A This return/report is for. (1) a muiliernplOYer plan; (3) a multiple-emPloYer plan; or

(2) a single-employer plan (other than a (4) a DFE (specify) ________

multiple—emploYer plan);

B This return/report is: (1) the first return/report filed for the plan; (3) the final return/report flied for the plan;
(2) an amended retunh/rePOrt (4) a short plan year return/report (less than 12 months).

C If the plan is a collective y-bargainad plan, check here
D If fiiin~under an extension of time or the DFVC program. chock box arid attach required information. (see instructions )
~ Basic Plan information — enter all requested Information.
1 a Name of plan Ii b Three-digft
AGFA HEALTHCARE CORPORATION plan number(PN) ~ 888
DEFERRED COt4PENSATION PLAN ~ic Effective date of pian(mo., day, yr.)

2a Plan sponsors name and address (employer. if for a single—emploYer plan) 2b Employer identification Number (EIN)
(Address should include room or suite no.) I 20—4 997 964

H EALT HCARE CORPORATION r~sponsorstelephone number
201—373—4281.

2d Business code (see instructions)

100 CHALLENGER ROAD ..~,

RIDGEFIELD PARK NJ 076602~ ~9 :~

Cautlon:A penalty for the late or incomplete fill of this return/report will be assessed unless reasonable cause Is established.
under penalties of perjury and other penaitlee set forth in the instructions. I declare that I have esaminad this r.turnftePort, unciud.flg accc,lpaflyinS schedules, state,rerts ~nd

attachments, as welt as th, electronic version of this return/report it it is being filed electronicallY, and to the best of my kno wle~geand belief, ~ sinus, correCt and complete.~ 4~.fltiit~-
______ SignatUr t plan administrator Date Type or print name of Individual signing as plan administrator

__

Signature of employer/plan sponzor/DFE Date Type or print name of individual signing as employer, plan sponsor or 0FE

For paperwork Reduction Act Notice and 0MB Control Numbers, see the Instructions for Form 5500. vii .3 Form 5500 (2008)
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Form 5500(2008) Page 2 ______________________

Official Use Only

3a Plan administrators name and address (If same as plan sponsor, enter ~Same) I 3b Administrators EIN
HEALTHCARE CORPORATION 20—4997964

I 3c Administrators telephone number
201—373—4281

100 CHALLENGER ROAD

RIDGEFIELD PARK , NJ 07660-2199 .., ,

4 If the name and/or EiN of the plan sponsor has changed since the iast return/report filed for this plan, enter the name, b EIN
EIN and the plan number from the iast returnlreport below: __________________

a Sponsors name C PN

5 Preparer Information (optional) a Name (including firm name, if applicable) and address b EIN

C Telephone number

6 Total number of participants at the beginning of the plan year 6 __________________
7 Number of participants as of the end of the plan year (welfare pians complete only lines 7a, 7b, 7c, and ld)

a Active participants _______________

b Retired or separated partIcipants receiving benefits 7b __________________

C Other retired or separated participants entitled to future benefits 7c ___________________

d Subtotal. Add lines 7a, 7b, and 7c 7d 0
S Deceased participants whose beneficiaries are receiving or are entitled to receive benefits 7e ___________________

I Total. Add tines 7d and le iL 0
g Number of particIpants with account balances as of the end of the plan year (only defined contribution plans

complete this item)
h Number of participants that terminated employment during the plan year with accrued benefits that were less than

100% vested
I if any participant(s) separated from service with a deferred vested benefit, enter the number of separated

participants required to be reported on a Schedule SSA (Form 5500) 71 __________________

8 Benefits provided under the plan (complete 8 and 8b, as applicable)
a [I Pension benefits (check this box if the plan provides pension benefits and enter the applicable pension feature codes from the List of Plan

Characteristics Codes printed In the instructions): [III] [Iii] [iii] [III] [III] ~ Lii] Lii] E~[iii]
b ~I]Welfare benefits (check this box If the plan provIdes welfare benefits and enter the applicable welfare feature codes from the List of Plan

Characteristics Codes prInted in the instructions): [III] [Iii] [1111] [TIll] [II] [Ii] [Ill] LIII] [II] ~
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)

(1) Insurance (I) insurance
(2) Code section 412(eX3)insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4L General assets of the sponsor (4) General assets of the sponsor

1..... 11111111111111111 I1~II1111111111 Aui thu iuth iii iii
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Form 5600(2008) Page 3 _____________________

Official use Only

10 Schedules attached (Check all applicable boxes and, where indicated enter the number attached. See instructions.)
a Pension Benefit Schedules b Financial Sctieduiee

(1) 1] R (Retirement Plan information) (1) H (Financial information)
(2) I I U (Actuarial Information) (2) I (Financial information -- Small Plan)
(3) fl E (ESOP Annual information) (3) — A (Insurance information)
(4) SSA (Separated Vested Participant InformatIon) (4) - C (Service Provider Information)

(5) 0 (DFE/Psrticipatlng Plan Information)
(6) - G (Financial Transaction Schedules)
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