Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 2009
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2009 or fiscal plan year beginning  01/01/2009 and ending  12/31/2009
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; D the final return/report;
D an amended return/report; |:| a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . ... ... .. . . . . . . . » D
D cCheck box if filing under: Form 5558; |:| automatic extension; |:| the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 001
WESTERN MARYLAND HEALTH SYSTEM, INC. RETIREMENT PLAN number (PN) »
1c Effective date of plan
01/01/1999
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION 52-0591531
2C Sponsor's telephone
number

240-964-7000

12500 WILLOWBROOK RD. -
CUMBERLAND, MD 21502 2d Business code (see
instructions)

622000

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 accompanying schedules,
statements and attachments, 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. 10/13/2010 MARK SULLIVAN, VICE PRESIDENT HR
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN [Filed with authorized/valid electronic signature. 10/13/2010 MARK SULLIVAN, VICE PRESIDENT HR
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2009)

v.092307.1




For

m 5500 (2009)

Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION

12500 WILLOWBROOK RD.
CUMBERLAND, MD 21502

3b Administrator's EIN
52-0591531

3C Administrator’s telephone
number
240-964-7000

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 4b EIN
the plan number from the last return/report: 52-1971675
a Sponsor's name 4c PN
WESTERN MARYLAND HEALTH SYSTEM, INC. 001
5  Total number of participants at the beginning of the plan year 5 3375
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
@ ACHVE PAITICIPANES. ........vvvetetieies ettt ettt ettt eae e ee s b et s et s e e s s e s e s e b et esese e s e s e b et e s e s et e s et s eas et es s et et et et ess e s s b sesesesenn ] 6a 1908
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b 674
C Other retired or separated participants entitled to fUture DENEFILS............c.ciiiieiiiiiec st 6¢C 631
A Subtotal. Add INES B, BB, ANA BC........c.eeeeeeeeeeeeeeeeeeeet et e ettt et et e e e et et etee et et e et ee e st et ee et e st eeeee s s et ee et eesaeeeee e eesaeed 6d 3213
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 47
T Total. Add INES B ANA BE........eeeeececeeeeieeee ettt e s et s s ee e esen s s e et et e e es s e s eae e e st esennensasenneesseneneasened 6f 3260
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvseeececeete ettt sttt e st s st e s e e s e sttt s s s s b e st e s e s et et e st et sn s s s et es s s s s eanseseses s s e 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 68
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ......., 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

1A 1G

3H

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

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

1) X| Insurance (1) Xl Insurance

2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts

?3) X|  Trust 3) X Trust

4) General assets of the sponsor 4) General assets of the sponsor

10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules

Q) X| R (Retirement Plan Information) 1) X H (Financial Information)

2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) X| _2 A (Insurance Information)
actuary 4) X C (Service Provider Information)

©) SB (Single-Employer Defined Benefit Plan Actuarial (5) X D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2009
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

- This Form is Open to Public
pursuant to ERISA section 103(a)(2).

Inspection
For calendar plan year 2009 or fiscal plan year beginning ~ 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit 001
WESTERN MARYLAND HEALTH SYSTEM, INC. RETIREMENT PLAN plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION 52-0591531
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
PRUDENTIAL RETIREMENT INSURANCE AND ANNUITY CO.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From (9) To
06-1050034 93629 003150 222 01/01/2009 12/31/2009

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid
0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2009

v.092308.1



Schedule A (Form 5500) 2009 Page 2-|1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2009 Page 3

Part Il Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account at year end..................c.cccocooveveverereeeeueecene... 4
5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PaId t0 CAIMTIET ........c.ouivoveeee ettt e et s et es e st e s e ene s et ee et ennenesenansssenensnenans 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POIICY, ENLET AMOUNLT...........c.ueiiiiiee et e e e s e e e snr e e e snnee s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
©) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: Q) |:| deposit administration 2 D immediate participation guarantee
?3) |:| guaranteed investment 4) D other P
D Balance at the end Of the PreVIOUS YEAN ... .t ittt ettt ettt sttt ettt et l 7b 9575171
C Additions: (1) Contributions deposited during the year................cccevevevernnen, 7c(1)
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2)
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3) 545945
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4)
(5) Other (SPECITY DEIOW)..........rvveeeeeeeeeieeeeeeeeeeeesies s senes st ene s sl 7c(b)
4
(6)Total additions 7c(6) 545945
d Total of balance and additions (@dd b AN C(B)). ....cevvrveriruiiieeieerceeeeeee et eee et 7d 10121116
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 1015976
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2) 0
(3) Transferred to SEPArate ACCOUNL ..........c.c.veveverereeeseeeeseseeeesenssseeessennennend 7¢e(3)
(4) Other (specify below) | 7e(4) 35532
3 ADMINISTRATIVE EXPENSE
(5) TOAl ABAUCHONS ........oveviee ettt sttt en e st s en e st ensenee s e 7e(5) 1051508
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccovueiuerererreeeeeeeeeeereeseeeeeeerereeeeseeeneneens 7f 9069608




Schedule A (Form 5500) 2009 Page 4

Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccoceeneenneennnn.
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3)
(4) Earned ((1) + (2) = (3)) ceveeerrvreeermreemniieeenireesnieee e
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3)
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......cuvviueieriieteeeieteetetete et eseere et te s tes e et te s eteaeeseaeanas 9c(1)(A)
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B)
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C)
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D)
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E)
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F)
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G)
(H) TOLAI FEEEMEION ....evieieee ettt ettt ettt ettt et et e e et e s et ese et ete s et ese et ete e et eaese s etess et esensetessseesensatesseeenin 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. .. 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEr ...........ccociiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............c.ccceeeee. 10b
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. »



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2009
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

- This Form is Open to Public
pursuant to ERISA section 103(a)(2).

Inspection
For calendar plan year 2009 or fiscal plan year beginning ~ 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit 001
WESTERN MARYLAND HEALTH SYSTEM, INC. RETIREMENT PLAN plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION 52-0591531
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
MASSACHUSETTS MUTUAL LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From (9) To
04-1590850 65935 SA 12804 01/01/2009 12/31/2009

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid
0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2009

v.092308.1



Schedule A (Form 5500) 2009 Page 2-|1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2009 Page 3

Part Il Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account at year end

................................................... 4 0
5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5 100857571
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PaId t0 CAIMTIET ........c.ouivoveeee ettt e et s et es e st e s e ene s et ee et ennenesenansssenensnenans 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POIICY, ENLET AMOUNLT...........c.ueiiiiiee et e e e s e e e snr e e e snnee s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
©) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) |:| deposit administration 2 D immediate participation guarantee
(3) |:| guaranteed investment (4) [X| other » GROUP ANNUITY
b Balance at the end Of the PrEVIOUS YA .............cccvcvevuireeeiereeeeeeeeeeeeeeeeeeeeeeee e eees e senaesees e saens e enes s l 7b 0
C Additions: (1) Contributions deposited during the year................cccevevevernnen, 7c(1)
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2)
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3)
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4)
(5) Other (SPECITY DEIOW)..........rvveeeeeeeeeieeeeeeeeeeeesies s senes st ene s sl 7c(b)
4
(6)Total additions 7c(6) 0
d Total of balance and additions (@dd b AN C(B)). ....cevvrveriruiiieeieerceeeeeee et eee et 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2)
(3) Transferred to SEPArate ACCOUNL ..........c.c.veveverereeeseeeeseseeeesenssseeessennennend 7¢e(3)
(4) Other (specify below) | 7e(4)
4
(5) TOLAI AEAUCHIONS ...ttt sttt ettt s et s e st s s ne e s s e st esne s s e s et en e s ne st s sneessne et ensneessnensensnenses 7e(b) 0
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccovueiuerererreeeeeeeeeeereeseeeeeeerereeeeseeeneneens 7f 0




Schedule A (Form 5500) 2009 Page 4

Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccoceeneenneennnn.
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3)
(4) Earned ((1) + (2) = (3)) ceveeerrvreeermreemniieeenireesnieee e
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3)
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......cuvviueieriieteeeieteetetete et eseere et te s tes e et te s eteaeeseaeanas 9c(1)(A)
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B)
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C)
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D)
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E)
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F)
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G)
(H) TOLAI FEEEMEION ....evieieee ettt ettt ettt ettt et et e e et e s et ese et ete s et ese et ete e et eaese s etess et esensetessseesensatesseeenin 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. .. 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEr ...........ccociiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............c.ccceeeee. 10b
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. »



H H H OMB No. 1210-0110
SCHEDULE SB Single-Employer Defined Benefit Plan °
(Form 5500) Actuarial Information 2009

Department of the Treasury

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

Department 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 (the Code). InspecF;ion
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 12/31/2009

» Round off amounts to nearest dollar.
» 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
WESTERN MARYLAND HEALTH SYSTEM, INC. RETIREMENT PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION
52-0591531
E Typeofplan: [X] Single [ ]| Multiple-A [ ] Multiple-B F Prior year plan size: | | 100 or fewer [ | 101500 [X| More than 500
Part | | Basic Information
1 Enter the valuation date: Month _01 Day _ 01 Year 2009
2  Assets:
@ MAIKEE VAIUE ...t ettt ettt b bbbttt b bbbt en 2a 108704309
D AGHUANAI VAIUE ... 2b 119574740
3 Funding target/participant count breakdown (1) Number of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment............ 3a 672 33746966
b For terminated vested participants ...............ccccco.overeverererereesnenenn, 3b 642 11907012
C  For active participants:
5243012
50027085
2061 55270097
O TOMAl e 3d 3375 100924075
4 Ifthe plan is at-risk, check the box and complete items (a) and (D) ......c.ccoevvveveeveeeveeeeeeeeneene D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........ccoiiiiiiiiiieiiiie et e e 4a
b Funging target reflecting at-risk assymptions, but d_isregarding trangition rule for plans that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor.............ccccoccvveeviiieiniiiiiicneene
D EMfECHVE INEIEST FALE .....v.veiieis ettt sttt b bbb bbbt s bbb bbbt eb b s s 5 8.09 %
6 Target normal cost 6 4219059

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 09/13/2010
Signature of actuary Date
JON S. KETZNER, FCA, MAAA 08-01826
Type or print name of actuary Most recent enrollment number
CBIZ BENEFITS AND INSURANCE SERVICE 301-777-1500
Firm name Telephone number (including area code)

44 BALTIMORE STREET
CUMBERLAND, MD 21502

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 and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2009

v.092308.1



Schedule SB (Form 5500) 2009

Page 2-|1

‘ Part Il ‘ Beginning of year carryover and prefunding balances

(a) Carryover balance (b) Prefunding balance
B D e (e o o P 15341846 0
8 Portion used to offset prior year's funding requirement (Item 35 from prior year) 0 0
9 Amount remaining (Item 7 MIiNUS itEM 8)........c.ovevivirerirereieseeeeceeiere e 15341846 0
10 Interest on item 9 using prior year's actual return of ____-18-8004 ... -2884267
11 Prior year's excess contributions to be added to prefunding balance:
a Excess contributions (Item 38 from Prior YEar) ..........ocoo.ovveveeieeeeereeeresresesrenenn) 2032984
b Interest on (a) using prior year's effective rate of 6370 oo 129501
C Total available at beginning of current plan year to add to prefunding balance ........... 2162485
d Portion of (c) to be added to prefunding balance.............c..cccevvverecrereeerecenen) 2162485
12 Reduction in balances due to elections or deemed elections 0 0
13 Balance at beginning of current year (item 9 + item 10 + item 11d — item 12) ...........] 12457579 2162485
Part Ill Funding percentages
14 Funding target ttaiNMENt PEICENTAGE .............ovveeeeeeeeeeeeseeeseseeeseseeeesseesesesessssesssssesesesese s s esesess s s sseesssesessssses s sesssssssssssessssssssesessesessesssseand 14 103.99 o
15 Adjusted funding target attaiNMENt PEICENTATE ............oeveeieeeeeesreeeeseeseeseesesesesseseeessesessesessssssesseseesesesssns st ensseessesesensetesseestensneesesasanenens 15 118.47 o
16 Prior year's ’funding percen‘tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16 106.17 o
current year's funding requirement %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............cccecevervrenen. 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
05/20/2010 6000000

Totals » | 18(b) 6000000 | 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 contribution from prior years. .........cccccceeevveeeriieeennnen. 19a 0

b Contributions made to avoid restrictions adjusted to VAIUALION GALE ...............cceveeeveeerereeeeieeeeseee e 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19c 5388892

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI? .........oceo ittt et nreesine e Yes D No

b If 20a is “Yes,” were required quarterly installments for the current year made in a timely ManNer? ...............cocccoveeeeeeerereeeesesesenenenennns E Yes D No

C If 20ais “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
0 0 0 0




Schedule SB (Form 5500) 2009 Page 3

‘ Part V ‘Assumptions used to determine funding target and target normal cost

21 Discount rate:

a Segment rates: 1st segmen;) 2nd segmen;) 3rd segmenot/:o N/A, full yield curve used
b Applicable MONth (ENEEF COUEY ..........cvveeeeeeeeeeee e e ettt enen et en s enee et en s e saeees 21b 3
22 Weighted average FetirEMENT AQE .........c.ccereeeeeeeeeeeeeeeeeeeeeeseeeteeeteeesee e esee et e e e ees e e e s esesesees e s eanaeseanseneneneseenaenene 22 64
23 Mortality table(s) (see instructions) |:| Prescribed - combined 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
oL £= Tt 0] 0 01T o PP PRSP PPR PR E Yes D No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ............c.cccoovevevveunnas E Yes D No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment.......................... E Yes D No
27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27
[=To 1o [T gl Je= Vi r= ol o0 01T o | SO SO UUUSOUSR PO
Part VII |Reconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contribution for @ll PrIOT YEAIS ............c.ceeieeeeieeeeeeeee et en e 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 o
LCLET T - ) USSR SPTSS
30 Remaining amount of unpaid minimum required contributions (item 28 MiNUS iteM 29) ..........cccccveveveverrrereeennanne 30 0
Part VIII | Minimum required contribution for current year
31 Target normal cost, adjusted, if applicable (SE€ INSTUCHONS).............cceuiveveeeiieeeeeeere et 31 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNSAIMENt .............cc..ccveverveerieeceseeeesesseeseesseessesseesseesseeeen) 0
b Waiver amortization iNStallMeNt..............c.ceveeerreeeueeeceeeeeieeeeeetess e 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 .............cccceeveeiiiiiinicieeen. 33
34 Total funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b — 34 0
(1] T ) PO T T O T U TP TPV P PP TR UPRO
Carryover balance Prefunding balance Total balance
35 Balances used to offset funding requirement ........ 0
36 Additional cash requirement (item 34 MINUS ItEM 35)........c..civiiuiuireireeieeiieeeteseese s tesesae s s e esee s s e eneeeas 36
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37
(LT LI T T PO P PO PSP PURPUPPRPTO: 5388892
38 Interest-adjusted excess contributions for current year (SEe iNSUCHONS)...........covcevevereeeerceeeereeeeseseseeseesenennes 38 5388892
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37)........cc.ccoceeenee. 39 0
40 Unpaid minimum required coOntribution fOr @ll YEAI'S .............cc.euiiireirieeieieee et 40 0




SCHEDULE C
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2009
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).

Service Provider Information OMB No. 1210-0110

Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation

Inspection.
For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending  12/31/2009
A Name of plan B Three-digit
WESTERN MARYLAND HEALTH SYSTEM, INC. RETIREMENT PLAN 001
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500

D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION

52-0591531

Part | |(Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the

plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation

a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ............. |:| Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2009

v.092308.1



Schedule C (Form 5500) 2009 Page 2-|1

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2009

Page 3

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

CBIZ BENEFITS & INSURANCE SERV INC

44 BALTIMORE STREET
CUMBERLAND, MD 21502

(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

compensation for which you

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

59

SHAREHOLDER
SERVICE

Yes No D

Yes D No

250813

Yes D No

(a) Enter name and EIN or address (see instructions)

PRUDENTIAL RETIREMENT INSURANCE

06-1050034
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

13

CONTRACT ADMIN

35532

Yes D No @

Yes D No D

Yes D No |:|

(@) Enter name and EIN or address (see instructions)

MASSACHUSETTS MUTUAL LIFE INS CO

04-1590850
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

answered “Yes” to element
(f). If none, enter -0-.

compensation for which you

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

CONTRACT
ADMINISTRATOR

52 63 72 99

Yes No |:|

Yes E No D

Yes No D
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(a) Enter name and EIN or address (see instructions)

(b)

(c)

(d)

()

()

@)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
YesD NOD YesD NOD YesD No|:|
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) ) (9) (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -O-.

compensation? (sources
other than plan or plan
Sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No |:[

Yes D No |:[

Yes |:| No D
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Schedule C (Form 5500) 2009

Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)
b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C Position:
€ Telephone:

d Address:

Explanation:

b EIN;

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN;

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2009

This Form is Open to Public

Inspection.
For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit
WESTERN MARYLAND HEALTH SYSTEM, INC. RETIREMENT PLAN 001
plan number (PN) >

C Plan or DFE sponsor's name as shown on line 2a of Form 5500
WESTERN MARYLAND HEALTH SYSTEM CORPORATION

D Employer Identification Number (EIN)

52-0591531

Part |
(Complete as many entries as needed to report all interests in DFES)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YT SELECT MID CAP GROWTH II

MMLIC
b Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 04-1500850-186 code P 103-12 IE at end of year (see instructions) 1917891
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-SI ADVISOR MID CAP VALUE
o ) MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-023 d Entity p € Dollar value of interest in MTIA, CCT,_ PSA, or 1904551
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YK SELECT FUNDAMENTAL VALUE
s . MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-185 d Entity p € Dollar value of interest in MTIA, CCT,_ PSA, or 11384655
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-TZ TOTAL RETURN
o ) MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-362 d Entity p € Dollar value of interest in MTIA, CCT,_ PSA, or 23903959
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YG PREMIER MONEY MARKET
s . MMLIC
b Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 04-1590850-139 P 2 " ’ 1954756
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-VB EUROPACIFIC GROWTH
o ) MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-276 d Entity p € Dollar value of interest in MTIA, CCT,_ PSA, or 3070446
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |[E: SIA-HW GROWTH AMERICA
o MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-419 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 12121510

code

103-12 IE at end of year (see instructions)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Schedule D (Form 5500) 2009

v.092308.1



Schedule D (Form 5500) 2009

Page 2-|1

Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YP PREMIER DIVERSIFIED BOND

o MMLIC
Name of sponsor of entity listed in (a):
EIN-PN 04-1590850-145 d Entlty P Dollar value of interest in MT|A, CCT, PSA, or 23439207
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: SIA-Y PREM INFLATION-PROTECTED BND
MMLIC
Name of sponsor of entity listed in (a):
EIN-PN 04-1590850-183 d Entity P Dollar value of interest in MTIA, CCT, PSA, or 19878693
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YY SEL SM CO VALUE
o . MMLIC
Name of sponsor of entity listed in (a):
EIN-PN 04-1590850-187 d Entity p Dollar value of interest in MTIA, CCT,‘ PSA, or 656182
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YC SELECT SMALL CAP GR
o ) MMLIC
Name of sponsor of entity listed in (a):
EIN-PN 04-1590850-135 d Entity p Dollar value of interest in MTIA, CCT,_ PSA, or 625722
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULE H Financial Information
(Form 5500)

Department of the Treasury

Department of Labor Internal Revenue Code (the Code).

Employee Benefits Security Administration

» File as an attachment to Form 5500

This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

OMB No. 1210-0110

2009

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2009 or fiscal plan year beginning  01/01/2009 and ending  12/31/2009
A Name of plan B  Three-digit
WESTERN MARYLAND HEALTH SYSTEM, INC. RETIREMENT PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
WESTERN MARYLAND HEALTH SYSTEM CORPORATION

52-0591531

D Employer Identification Number (EIN)

Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash ..o la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTIDULIONS ... 1b(1) 7500000 6000000
(2) Participant CONTBULIONS ...............oveveeeereieeeeeseseeeeeeseeees s sese s 1b(2)
(B) OHNBT .ttt eenees 1b(3)
C General investments:
(1) Interest-bearing cash (include money market accounts & certificates
OF AEPOSIL) 1.vvveveceeeeeee ettt eeen 1c(1) 11 443
(2) U.S. GOVEINMEN SECUMLIES ........cevoeereeeeeeeeeseeeese e en s 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEM ..ot 1c(3)(A)
(B) Al OtNET ..ot 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred... . 1c(4)(A)
(B) COMMON ..., . 1c(4)(B)
(5) Partnership/joint venture interests ................... . 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PartiCiPants) .............ccoeeveueveeeriesesinsessessenessenens 1c(7)
(8) PartiCIPANT IOANS ........ovoveeeeeeeeeeeeeeeeeee e s s 1c(8)
(9) Value of interest in common/collective truStS...............ocoovevevrererereeennn. 1c(9)
(10) Value of interest in pooled separate aCcCoUNtS...........cccveeereereirerreeerennes 1c(10) 87124742 100857571
(11) Value of interest in master trust investment accounts .............ccoccceeenee. 1c(11)
(12) Value of interest in 103-12 investment entities ...............oococvveerevreeeann. 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual 1c(13) 24678199 13191557
FUNAS) e
(14) \églnutzraagzsf;nds held in insurance company general account (unallocated 1c(14) 9575171 9069608
(15) ONET ...ttt 1c(15)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500

Schedule H (Form 5500) 2009
v.092308.1
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYET SECUMLES ........vvveveieeeeseeeeee et eeseseeetee et 1d(1)
(2) EMPIOYET 1Al PrOPEILY ...t eeesesees s seneen s ns s 1d(2)
€ Buildings and other property used in plan operation..........cc.ccceevveeeeniieeesineenns le
f Total assets (add all amounts in lines 1a through 1€) .........cccccccevvevveereveriernnnn. 1f 108878123 129119179
Liabilities
g Benefit Claims PAyADIE ........coereiicieiriee e 1g
N Operating PAYADBIES ...........cc.oveiieeceeieeeeeeceee e 1h
I AcQUISItIoN INAEDLEANESS ... 1
J Oher TABlIES. ......cvovvveeceiecieece e 1j
K Total liabilities (add all amounts in lines 1g through1j) .......cccccccoevevrrercrrrennnne. 1k 0 0
Net Assets
| Net assets (subtract line 1k from liN@ 1f).........cccevrveurvereereeerereeeereeees e 1l ‘ 108878123 129119179
Part Il |Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |Es do not complete

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
a Contributions:
(1) Received or receivable in cash from: (A) Employers.........ccccoceviiveininnenns
(B)  PArICIPANTS ...eeeiiiieeiiiee ettt
(C) Others (iNCluding rOIIOVEIS) ......ccooiiieiiiii e
(2) Noncash CONLHBULIONS .........coiiiiiiiiiie i
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .................
b Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIt) .......ccevviiiiiiiiii e

(B) U.S. GOVErNMENt SECUNLIES .....cvvieureeiiiiiiie ittt
(C) Corporate debt INStTUMENLS .........coocviiiiieiiiiieiee e
(D) Loans (other than to participants) .........cccccceeuveieeriieiieenieeee e
(E) Participant loaNnS .........ccveiiiiiieiiieiee et
(F) ORI .
(G) Total interest. Add lines 2b(1)(A) through (F) .....cccccovieiiiiiiiniiiiien

(2) Dividends: (A) Preferred StOCK........ccciiiiiiiiiiiiiiiciccerceecec e
(B)  COMMON SEOCK .....uviirieiieiitiesiee sttt
(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(B) RENES .t

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...........ccccueeenne.
(B) Aggregate carrying amount (See iNStructions) ............cceceeeveeriiieinennns
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................

(a) Amount

(b) Total

2a(1)(A)

6000000

2a(1)(B)

2a(1)(C)

2a(2)

2a(3)

6000000

2b(1)(A)

432

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

2b(1)(G)

432

2b(2)(A)

2b(2)(B)

2b(2)(C)

223330

2b(2)(D)

2b(3)

223330

2b(4)(A)

2b(4)(B)

2b(4)(C)
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2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate..............ccoo.......

(B)  OtNET . e

(C) Total unrealized appreciation of assets.
Add [iNes 2b(5)(A) aNd (B)....ccoiueieiiiiieaiiie e

(6) Net investment gain (loss) from common/collective trusts.............ccccceeenee
(7) Netinvestment gain (loss) from pooled separate accounts...............ccee.....
(8) Net investment gain (loss) from master trust investment accounts ............

(9) Netinvestment gain (loss) from 103-12 investment entities ..............c.......

(10) Net investment gain (loss) from registered investment
companies (€.g., Mutual fuNdS).........cccceeiiiieeiiire e

C Other INCOME..... ittt
d Total income. Add all income amounts in column (b) and enter total......................
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers ..............
(2) To insurance carriers for the provision of benefits.........cccccveveiviive e,
2 T 1T USSP
(4) Total benefit payments. Add lines 2e(1) through (3)......cccccevveveviiineeiiieennns
Corrective distributions (S€e INStrUCIONS) ........cueiiiiiiiiiiiie e

Certain deemed distributions of participant loans (see instructions).................

oKQ

INEEIEST EXPENSE. ..ottt e et e et e e e e e e

Administrative expenses: (1) Professional fees.........cccoooviiiiiieiiiiiiiiienieen,
(2) Contract adminiStrator fEES.........cccvveiiireeriiee e s e see e se e seee e e
(3) Investment advisory and management fEeS .........ccccevvveeevieesiiieesieee s
[y T 1 - SRS
(5) Total administrative expenses. Add lines 2i(1) through (4).........ccceevvveennns
j Total expenses. Add all expense amounts in column (b) and enter total.........
Net Income and Reconciliation

k Net income (loss). Subtract line 2j from line 2d

| Transfers of assets:
[0 T o R {3 ] - L S OUSSSRNS
(2) From thisS PIAN ....ccvieeeiiie et e e e e et e e enae e

(a) Amount

(b) Total

2b(5)(A)

2b(5)(B)

2b(3)(C)

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

2c

2d

17362086

790028

545945

24921821

2e(1)

4530993

2e(2)

2e(3)

2e(4)

2f

29

2h

4530993

2i(1)

2i(2)

35532

2i(3)

2i(4)

2i(5)

2j

35532

4566525

2k

21(1)

21(2)

20355296

0

114240

Part Ill | Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
@[] unquaiified  (2)[ ] Qualified (3) [{ Disclaimer @) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?

Yes |:| No

C Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name: COHEN, RUTHERFORD & KNIGHT, P.C.

(2) EIN: 52-1202280

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
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Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l.
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? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)...... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is X
CRECKEA.) .ttt b ettt e ettt et b et 4b
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........cccccvviviveennnns 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is X
(o1 Lol (=T 1 TP PP TP PR RUPI 4d
€  Was this plan covered by a fidelity BONA?.............ccoviioiiiececececceee e 4e X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
BY fraud OF GISNONESIY? ......c..oeveivieeeeceeeeee e 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? .........ccccceceevvvveeiceeesiveeenns 4q X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ......... ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMents.)..........ccccceiiiiiiiiiii i 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIreMENTS.).......coouiiiiiiiieii e 4 X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC?.........cccocviiiiiiiiiiiii e Ak X
| Has the plan failed to provide any benefit when due under the plan? ..........cccccooieiiiiiiniciene 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) 1.ttt e am
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3. .......cccceviiveevinnene 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?
If yes, enter the amount of any plan assets that reverted to the employer this year..............ccccceeenueee. D Yes No Amount:
5b  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.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)




SCHEDULE R Retirement Plan Information

OMB No. 1210-0110

(Form 5500) 2009

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 and 4065 of the
Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

Department of Labor . . .
r ) A This Form is Open to Public
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2009 or fiscal plan year beginning ~ 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit
WESTERN MARYLAND HEALTH SYSTEM, INC. RETIREMENT PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION
52-0591531
‘ Part | ‘ Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the
INISITUCTIONS ... ettt ettt ettt ettt e ettt s et eseese e b e s be st e st eseeRe b et et e s esees e ebeea e s s en s ese et eseebeeb et enseneeteetesaeseesseneanearens 1 0

2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):

EIN(S): 06-1050034 04-1590850

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan

D=L LTSS PSP TP R U SOOPT PR OPRTRURP 3 71
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part)
4 |sthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?........ccevrerrvernnes D Yes No D N/A
If the plan is a defined benefit plan, go to line 8.
5  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 ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enter the minimum required contribution for thiS PIAN YE&I .............ccccceeieveeeieeeeeeeeeeee e 6a
b  Enter the amount contributed by the employer to the plan for this plan YEar ............ccccceveveeveereriesseesereesnnes 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEegative amMOUNT)...........c.uiiiiiieiee e e 6c
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ..............cccccccevevevevennnne. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure providing
automatic approval for the change or a class ruling letter, does the plan sponsor or plan administrator agree
WItH TNE CRANGE?....evivieieeece ettt ettt st e et et e e te et e st e se et eseesesae st et enseseebeseeseeseesetesteseeteseestesaessanesrestensens D Yes D No E N/A

Part Il

Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate
DOX(ES). If N0, CHECK thE “NO” DOX.......ce.vevreeeeeeseereieeeeeseees st ese et se s eeesessssneenees D Increase D Decrease D Both No

Part IV ESOPSs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,
skip this Part.
10 were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. | | Yes D No
11 a Does the ESOP hold any Preferf@d STOCK? ........c.c.ovovououcueecceeeeeteeeeeeeeeeee et e et e st ee et es s s eses et ean s eees e st e s s s ean s s eseesaeanaeeeaeas || Yes |:| No
b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes I:I No
(See instructions for definition of “DACK-T0-DACK” I0AN.) .........uuiiiiiiii it
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ............ccccoveveveveeieeeeeerereeeeeenn. D Yes D No

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Schedule R (Form 5500) 2009
v.092308.1
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
(2) Base unit measure: D Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:[ and see instructions regarding required attachment. Otherwise,
complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production I:I Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:[
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete items 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cen

ts
(2) Base unit measure:D Hourly |j Weekly Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

A THE CUITENT YA ...ttt e ettt ea e et e e et e et e s e s an e s ee et et e e e s e s s s et ee st esee et e e aneeeean e s eneneneeeaneene l4a
b The plan year immediately preceding the CUITENt PIAN YEAT ..........co.oveveeieeeeeeeeeeeeeeeeeeeeeeee e 14b
14c

C  The second PreCediNng PIAN YEAI .........cc..ii ittt ettt ettt e s ab e e e be e e abeeeaabbeaeannbeaesaneeas

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ...........cccccevcvvveeneenn. 15a

b The corresponding number for the second preceding PIAN YEar ................ccco.covevvevereeeeeeeeerereeseeeeererrrnens 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ..........cccccocveiiiieiniiieniiee e 16a

b Ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such WithdraWn €MPIOYETS .......uiiiiiiiii it st e s ser e er e e esinesereesenes

17 1f assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENT. ... e s et e e e s s s e e s s st s e s e ra s s s e e e a s aanans

| Part VI

| Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information t0 be INCIUAE @S AN AEACKHMENT ..........cooiieee et e e e e ettt e e e e et tbe et e e e e eeetbaaeeeeeeeesaabaeeaeeeeeaabbeeeeeeeeasbsaeeeeeeaassssbaeeeeessnsbeneaeeean

19 If the total number of participants is 1,000 or more, complete items (a) through (c)

a  Enter the percentage of plan assets held as:

Stock: 47% Investment-Grade Debt: __ 489% High-Yield Debt: 0% RealEstate: 0% Other: 5%
b  Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years 3-6 years |:| 6-9 years D 9-12 years |:| 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate item 19(b)?

Effective duration D Macaulay duration D Modified duration D Other (specify):
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+ KNIGH T

Certified Public Accountants

Report of Independent Auditors

The Plan Administrator
Western Matyland Health System, Inc. Retirement Plan

We were engaged to audit the accompanying statements of net assets available for benefits of the
Western Maryland Health System, Inc. Retirement Plan (the Plan) as of December 31, 2009 and
2008, the related statements of changes in net assets available for plan benefits for the year then
ended, and the supplemental schedules of assets (held at end of year) as of and for the year ended
December 31, 2009. These financial statements and supplemental schedules are the responsibility of
the Plan's management.

As permitted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and Regulations for
Reporting and Disclosure under the Employee Retitement Income Security Act of 1974, the Plan
administrator instructed us not to perform, and we did not perform, any auditing procedures with
respect to cettain information summarized in Noz B, which was certified by Prudential Insurance
Company (Prudental), the Plan trustee, and Massachusetts Mutual Life Insurance Company (Mass
Mutual), a provider of certain investment and administrative services for the Plan, except for
comparing such information with the related information included in the financial statements and
supplemental schedules. We have been informed by the Plan administrator that Prudential and
Mass Mutual hold primarily all of the Plan’s investment assets and execute investment transactions.
The Plan administrator has obtained cettifications from Prudential and Mass Mutual as of and for
the years ended Decembet 31, 2009 and 2008 that the information provided to the Plan
administrator is complete and accurate.

Because of the significance of the information that we did not audit, we are unable to, and do not,
express an opinion on the accompanying financial statements and supplemental schedules taken as a
whole. The form and content of the information included in the financial statements and
supplemental schedules, other than that derived from the information certified by Prudential and
Mass Mutual, have been audited by us in accordance with auditing standards generally accepted in
the United States of America and, in our opinion, are presented in compliance with the Department
of Labor’s Rules and Regulations for Reporting and Disclosure under the Employee Retirement
Income Security Act of 1974.

(oo, RiHongol) + Foghte, FC
October 4, 2010

Bethesda, Maryland

6903 Rockledge Drive, Suite 500, Bethesda, MD 20817 Tel: 301.828.1000 Fax: 301.530.3625



Western Maryland Health System, Inc.
Retirement Plan

Statements of Net Assets Available for Benefits
(Dollars in thousands)

Net assets available for benefits
Massachusetts Mutual Life Insurance Company investment
accounts:
Mutual funds
Prudential Financial, Inc. investment accounts:
Immediate patticipation guarantee fund
CBIZ Financial Solutions investment accounts:
Mutual fund and money market

Net assets available for benefits

Accumulated plan benefits:
Actuarial present value of vested benefits:
Participants currently teceiving benefits
Other participants

Actuarial present value of nonvested benefits
Total actuarial present value of accumulated plan
benefit
Excess (deficit) of net assets available for benefits
over actuaral present value of accumulated plan
benefits

December 31
2009 2008
$ 100,858 $ 87,125
9,070 9,575
13,192 4,678
$ 123,120 § 101,378
33,341 29,310
76,093 75,190
109,434 104,500
6,472 4,940
115,906 109,440
$ 7214 §  (8,062)

The accompanying notes are an integral part of the financial statements.
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Western Maryland Health System, Inc.
Retirement Plan

Statements of Changes in Net Assets Available for Benefits
(Dollars in thousands)

Net increase in net assets available for benefits:
Net changes in Massachusetts Mutual Life Insurance Company
investment accounts:

Employer contributions

Investment income/loss

Benefits paid to participants

Transfer to CBIZ Financial Solutions

Administrative expenses

Net changes in Prudental Financial, Inc. investment accounts:
Investment income/loss
Benefits paid to participants
Administrative expenses

Net changes in CBIZ Financial Solutions investment accounts:
Transfer from Massachusetts Mutual Life Insurance Company

Investment income/loss

Net increase (decrease) in net assets available for benefits

Net increase in actuarial present value of accumulated plan benefits:
Increase during the year attributable to:
Benefits accumulated
Increase for interest due to decrease in discount petiod

Benefits paid
Net increase in actuarial present value of accumulated
plan benefits
Increase (decrease) in excess of net assets available
for benefits over actuarial present value of
accumulated plan benefits
Excess (deficit) of net assets available for benefits over actuarial

present value of accumulated plan benefits:
Beginning of year
End of year

Year Ended December 31
2009 2008
7,500 5,500
17,362 (23,6806)
(3,515) (2,8306)
(7,500) (5,500)
114) (110)
13,733 (26,632)
546 565
(1,015) (1,108)
(36) (34)
(505) (577)
7,500 5,500
1,014 (822)
8,514 4,678
21,742 (22,531) -
1,887 1,195
9,110 8,639
(4,531) (4,054)
6,466 5,780
15,276 (28,311)
(8,062) 20,249
8 7,214 (8,062)

The accompanying notes are an integral part of the financial statements.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies

Plan Description

The Western Maryland Health System, Inc. Retirement Plan (the Plan) was established January 1,
1999. Assets of approximately $32,600 and $53,000 were transferred into the Plan to provide for
benefits of active and inactive participants from the plan assets of the Memorial Hospital and
Medical Center of Cumbetland, Inc. Pension Plan and the Medilab of Cumbetland Retirement Plan,
respectively.  Assets of approximately $18,000 were transferred from the Ascension Health
Retirement Plan into the Plan to provide for the benefits of the active participants of Sacred Heart
Hospital, St. Vincent DePaul Nursing Center, and Haystack Consolidated Setvices, Inc.

The Plan is a noncontributory, defined benefit plan. It is subject to the provisions of the Employee
Retirement Income Security Act of 1974 (ERISA). The Plan covers all eligible employees of
Western Maryland Health System, Inc. (WMHS) and the following patticipating organizations each
of which is wholly owned by WMHS:

e Frostburg Nursing and Rehabilitation Center
e Haystack Consolidated Services, Inc.
e Memorial Hospital and Medical Center of Cumberland, Inc.

e Braddock Hospital

Eligibility for participation begins on January 1 or July 1 coinciding with or following a year of
cligible service. One year of eligible service is credited to an employee at the end of the 12 months
during which 832 or mote hours have been completed. The plan is amended effective January 1,
2008, to change the employee benefit calculation formula from a final average pay formula to a
career average pay formula. Employees with 25 or more years continuous hospital service and
employees currently disabled were grandfathered in the final average pay formula. Additional
information regarding the eligibility, vesting, benefit procedures, and contributions is published in
the Plan document and other sources.

Retirement Benefits

Generally, Plan benefits are based on the benefit formula adopted by WMHS, participant earnings,
covered compensation, and ctedited service. An employee is 100% vested in his or her accrued
benefit after completing five years of vesting service. The Plan also provides for full benefits on an
early retitement date if certain conditions are met.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies -
Continded

Death Benefits

The Plan includes provisions for death benefits to be paid to the surviving spouse ot family unit,
commencement of which would begin in the first month after the participant’s death.

Funding Policy

The funding policy of WMHS is to remit amounts sufficient to provide the Plan with assets with
which to pay pension benefits to Plan participants. The Plan has met the minimum funding
requitements for 2007 and 2006 under ERISA.

Plan Termination

Although it has not expressed any intention to do so, WMHS has the right under the Plan to
discontinue its operations at any time and to terminate the Plan subject to the provisions set forth in
ERISA.

In the event the Plan terminates, the net assets of the Plan will be allocated, as prescribed by ERISA
and its related regulations, generally to provide the following benefits in the order indicated:

» Retirement income called for under the Plan for those former participants ot
beneficiaries who have been receiving monthly payments for three years, or who would
have been receiving monthly payments for three years if they had been eligible to and
elected to retire three years ago; in both cases based on the terms of the Plan in effect
five years preceding the date of tetmination of the Plan.

»  Other vested benefits insured by the Pension Benefit Guaranty Corporation (PBGC), a
U.S. government agency, up to the applicable limitations.

»  All other vested benefits not insured by the PBGC.
= All nonvested benefits.

Whether all participants receive their benefits should the Plan terminate at some future time will
depend on the sufficiency, at that time, of the Plan’s net assets to provide those benefits and may
also depend on the level of benefits guaranteed by the PBGC.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies —
Continued

Tax Status

The Plan has received a determination letter from the Internal Revenue Service stating that the Plan
is qualified under Section 401(a) of the Code; therefore, the related trust is exempt from taxation.

Management has also considered the impact of untelated business activities, and has concluded that
the Plan is not subject to unrelated business tax ot any other taxes that could be imposed by the
Internal Revenue Code or state taxing authotities. As such, no provision is made for income taxes
and no asset or liability has been recognized for deferred taxes.

Current accounting standards require the Plan to recognize the impact of an uncertain tax position
in its financial statements if that position is more likely than not to be sustained on audit, based on
the technical merits of the position. In the opinion of Plan management, there are no uncettain tax
positions required to be accrued or disclosed in the Plan’s financial statements.

Basts of Accounting

The financial statements are prepared using the accrual method of accounting except for
contributions to the Plan, which are recorded in the petiod paid.

Uses of Estimates

The preparation of financial statements in conformity with U.S. generally accepted accounting
principles requires management to make estimates and assumptions that affect the amounts repotted
in the financial statements and accompanying notes. Actual results could differ from those
estimates.

Investment V aluation and Income Recognition

The fair value of fixed income securities and common stock is determined by Prudential Financial
Inc. (Prudential), Massachusetts Mutual Life Insurance Company (Mass Mutual), and CBIZ
Financial Solutions (CBIZ) based on the last reported sales price on the last business day of the year.
If no sale was reported on that date, they are valued at the average of the bid and asked price on the
last business day of the year.

A portion of the Plan’s assets are invested in mutual funds managed by Mass Mutual and CBIZ that
are valued at the net asset value of shares held by the Plan at year end.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies —
Continued

Investment V aluation and Income Recognition- Continued

A portion of the Plan’s assets is in an unallocated fund account (the immediate participation
guarantee fund) held by Prudential at December 31, 2009 and 2008. The unallocated fund account
contains assets commingled with other assets of Prudential and is stated at fair value, which is
estimated by Prudential discounting cash flows based on curtrent yields of similar instruments with
comparable durations. Purchases and sales of securities are recorded on a trade date basis. Interest
income is recorded on the accrual basis. Dividends ate recorded on the ex-dividend date.

Payment of Benefits
Benefit payments to participants are recorded upon distribution.
Actuarial Present Value at Accumnlated Plan Benefits

Accumulated plan benefits are those estimated future periodic payments and lump-sum distributions
that are attributable under the Plan’s provisions to setvices rendered by the employees as of the
valuation date. Accumulated plan benefits include benefits expected to be paid to (a) retited or
terminated employees or their beneficiaries and (b) present employees or their beneficiaries.
Benefits payable under all circumstances — retirement, death, disability, and termination of
employment — are included to the extent they are deemed attributable to employee service rendered
as of the valuation date.

The Plan’s consulting actuary estimated the actuarial present value of accumulated plan benefits,
which is the amount that results from applying actuarial assumptions to adjust the accumulated plan
benefits earned by participants to reflect the time value of money (through discounts for interest)
and the probability of payment (by means of dectements for events such as death, disability,
withdrawal, ot retirement) between the valuation date and the expected date of payment.



Western Maryland Health System, Inc.

Retirement Plan

Notes to the Financial Statements-Continued

(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies —

Continued

Actnarial Present Value at Accumulated Plan Benefits - Continned

Actuarial assumptions at December 31, 2009 and 2008 are as follows:

Pre-Retirement for Retirement and Spousal Benefits

Interest Discount
Mortality
Turnovetr

Salary Scale

Retitement Age

Expenses

Post-Retirement for Retirement Benefits
Interest Discount

Mortality

Asset Valnation Method

Effective Interest Rate

Compliance testing

8.5%
1994 GAM sex-distinct mortality table
Varying by age and service

2.0% pet year through 2010
3.5% 2013 and beyond

Vatying by age, from 6% to 100%

Based on estimated administrative expenses
paid from plan assets

8.5%

1994 GAM sex-distinct mortality table

24 month average limited by 90%/110%
Corridor

8.09%

Based on the data provided, the Plan meets
the requitements of IRC Sections 401(a)(4),
401(a)(26), 410(b) and 415(b) for the current
plan year. The Plan is not considered “top
heavy” for the current plan year.

These actuarial assumptions are based on the presumption that the Plan will continue. Were the
Plan to terminate, different actuarial assumptions and other factors might be applicable in
determining the actuatial present value of accumulated plan benefits.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies —
Continued

New Acconnting Pronouncements

On June 30, 2009, the Financial Accounting Standards Board (FASB) issued FASB Statement No.
168, The FASB Accounting Standards Codification and the Hierarchy of Generally Accepted Accounting
Principles-a replacement of EASB Statement No. 162. On the effective date of this statement, FASB
Accounting Standards Codification (ASC) becomes the soutrce of authoritative U.S. accounting and
tepotting standards for nongovernmental entities.

Subsequent Events

Subsequent events have been evaluated by management through October 4, 2010, which is the date
the financial statement were available to be issued.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note B - Investments

The investment and investment income information summarized below and included in the related
schedule is unaudited (except for investments held by CBIZ) and has been certified as complete and
accurate by Prudential or Mass Mutual as of and for the years ended December 31:

2009 2008
Investments:
Unallocated fund account with Prudential
Immediate patticipation guarantee fund $ 9,070 $ 9,575
Investments with Mass Mutual
Mutual funds 100,858 87,125
Investments with CBIZ Financial Solutions
Mutual fund / money market 13,192 4,678
$ 123,120 $ 101,378
Investment income:
Immediate participation guarantee fund with Prudential $ 546 $ 565
Investments with Mass Mutual
Net appreciation (depreciation) in fair value of investments 17,356 (23,733)
Dividend and interest income 6 47
Investments with CBIZ Financial Solutions
Net appreciation (depreciation) in fair value of investments 790 (870)
Dividend and interest income 224 48
$ 18,922 $ (23,943)

10



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note B - Investments - Continued

Based upon the information certified by Prudential or Mass Mutual and provided by CBIZ, the
following table summarizes the fair value of those investments representing 5% or more of the
Plan’s net assets available for benefits at December 31:

2009 2008
Immediate patticipation guarantee $ 9,070 § 9,575
Mass Mutual Fundamental Value Fund 11,385 7,676
Mass Mutual Focused Value Fund - 6,122
Mass Mutual Diversified Bond 23,438 17,062
Mass Mutual Total Return 23,904 20,297
Mass Mutual Rising Dividends - 4,674
Mass Mutual Money Market Fund - 5,539
Mass Mutual Fundemental Value 11,385 7,676
Mass Mutual Growth American 12,122 8,152
CBIZ Gateway Fund Class A 13,192 4,678

The Plan adopted recently-approved accounting standards during Plan year 2009 for fair value
measurement of financial assets and financial liabilities and for fair value measurements of
nonfinancial items that ate recognized or disclosed at fair value in the financial statements on a
recurring basis. Currently applicable standards establish a fair value hierarchy that prioritizes the
inputs to valuation techniques used to measure fair value. The hierarchy gives the highest priority to
unadjusted quoted prices in active markets for identical assets or liabilities (Level 1 measurements)
and the lowest priority to measutements involving significant unobservable inputs (Level 3
measurements). The three levels of the fair value hierarchy are as follows:

o ILevel 1 inputs are quoted prices (unadjusted) in active markets for identical assets ot
liabilities that the Plan has the ability to access at the measurement date.

e Level 2 inputs are inputs other than quoted prices included within Tevel 1 that ate
observable for the asset ot liability, either directly or indirectly.

e Level 3 inputs are unobservable inputs for the asset or liability.

11



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollats in thousands)

Note B - Investments - Continued

The level in the fait value hierarchy within which a fair value measurement is determined is based on
the lowest level input that is significant to the fair value measurement in its entirety. The following
table presents assets that are measured at fair value on a recutring basis as of December 31, 2009.

Level 1 Level 2 Level 3 Total
Mutual funds $ - % 114,049 § - $114,049
Immediate participation guaranty fund - - 9,070 9,070
$ - $ 114,049 $ 9,070 $123,119

The change in the fair value of Level 3 assets from the beginning of the Plan year to the end of the
Plan year result from credited interest of $546 less benefits and administrative expenses paid of
$1,052.

Note C- Risks and Uncertainties

The Plan invests in vatious investment securities. Investment secutities are exposed to various risks
such as interest rate, market, and credit risks. Due to the level of tisk associated with certain
investment secutities, it is at least reasonably possible that changes in the values of investment
secutities will occur in the near term and that such changes could materially affect the amounts
reported in the statement of net assets available for benefits.

Plan contributions are made and the actuatial present value of accumulated plan benefits are
reported based on certain assumptions pertaining to interest rates, inflation rates and employee
demographics, all of which are subject to change. Due to uncertainties inherent in the estimations
and assumptions process, it is at least reasonably possible that changes in these estimates and
assumptions in the near tetm would be material to the financial statements.

During September 2008, certain large U.S. financial institutions failed, primarily as a result of
holdings in troubled subprime loans or assets collateralized with such distressed loans. These
institutional failures, and the negative economic conditions that contributed to these failures,
generated substantial volatility in global financial markets and substantial uncertainty regarding
access to capital and the continued viability of many other financial institutions. Despite the federal
legislative initiatives to ameliorate these conditions, global credit markets remain volatile and the
health of the global economy remains uncertain. These conditions create uncertainty regarding the
future valuation of the Plan’s invested funds and the resulting impact on the future financial position
of the Plan could be material.

12



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note D - Differences Between Financial Statements and Federal Form 5500

The following is a reconciliation of net assets available for benefits per the accompanying Plan
financial statements to the federal Form 5500:

2008
Net assets available for benefits per the financial statements $ 101,378
Emplover contributions made in 2008 applied to the 2007 plan
vear in the federal Form 5500 7,500
Net assets available for benefits per the federal Form 5500 $ 108,878
2009
Net assets available for benefits per the financial statements $ 123,120
Employer contributions made in 2010 applied to the 2009 plan
vear in the federal Form 5500 6,000
Net assets available for benefits per the federal Form 5500 5 129120

Note E- Parties-In-Interest Transactions

Certain plan investments are managed by CBIZ, Prudential and Mass Mutual. Fees paid by the Plan
for Prudential amounted to $36 and $34 for the years ended December 31, 2009 and 2008,
respectively. Investment management fees for Mass Mutual and CBIZ are paid from investment
income of the Plan. Certain other fees are paid by the Plan Sponsot.

13



Western Maryland Health System, Inc.
Retirement Plan

Schedule of Assets (Held at End of Year) December 31, 2009
(Dollars in thousands)

Identity of

party involved Description of investment Cost Current value
* MassMutual Premier Money Market 1,955 1,955
* MassMutual Growth America 11,849 12,122
* MassMutual Quest Value - -
* MassMutual Premier Strategic Income - -
* MassMutual Advisor Mid Cap Value 1,804 1,905
* MassMutual Fundamental Value 10,690 11,385
* MassMutual Total Return 20,604 23,904
* MassMutual EuroPacific Growth 3,031 3,070
* MassMutual Premier Diversified Bond 20,848 23,439
* MassMutual Premier Inflation-Protected Bond 18,916 19,879
* MassMutual Mid Cap Growth II 1,776 1,918
* MassMutual Focused Value - -
* MassMutual Select Small Company Value 540 656
* MassMutual Select Small Cap Growth 498 626
* CBIZ Gateway Fund Class A 13,271 13,192
*CBIZ Money Market B -
* Prudential Immediate Participation Guarantee Fund 9,070 9,070
$ 114852  § 123,121

*Represents a party-in-interest.

Note: The above data is based upon information which has been certified (except as relates to
CBIZ) as complete and accurate by Prudential Insurance Company and Massachusetts Mutual Life
Insurance, as applicable.

The accompanying notes ate an integral part of this schedule.
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Western Maryland Health System, Inc.

Identity of
party involved

MassMutual
MassMuctual
MassMutual
MassMutual
MassMutual
MassMutual
MassMutual
MassMutual
MassMutual
MassMutual
MassMutual
MassMutual

Prudential

CBIZ

Retirement Plan

Description of asset (include
interest rate and maturity in

case of a loan)
Growth Ameceda
Growth Amceria
Rising Dividends
Premier Strategic Income
Total Return Admin
Total Return Admin
Preem Inflat-Protect Bond
Premier Money Market
Premier Money Market
Select Fundamental Val
Premier Diversified Bond

Select Foaused Value

Guaranteed Deposit

Prme Fund Dailey Money

Gateway Fund Class A

Units

5,000,000
2,500,000
2,500,000
2,500,000
2,500,000

1,246
1,382
107,112
106,564
105,932
2,623
2,214
1,808

Lease

Expense
incurred

Schedule of Reportable Transactions For the Year Ended December 31, 2009

Current Value of
asset on

Purchase Price Selling Price Rental with trans Cost of asset transaction date

7,047,814

6,871,204
14,415,143

10,822,817
4,750,000
6,870,000

3,606

24.17
22.56
23.34
23.46

23.6
23.68
24.49
25.25

15

6,260,000

4,788,589
4,706,762
6,003,236

10,765,746

7,071,735

1.00
1.00

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

The accompanying notes ate an integral part of this schedule.

8,607,550
7,047,814
7,049,231
5,168,399
5,464,791
6,871,204

14,415,143

10,822,817
4,750,000
6,870,000

10,486,533

3,606

5,000,000
2,500,000
2,500,000
2,500,000
2,500,000

30,156
31,188
2,500,000
2,500,000
2,500,000
62,101
54,226
45,659

6,260,000
7,047,814
4,788,589
4,706,762
6,003,236
6,871,204

14,415,143

10,765,746

10,822,817
4,750,000
6,870,000
7,071,735

5,000,000
2,500,000
2,500,000
2,500,000
2,500,000

30,156
31,188
2,500,000
2,500,000
2,500,000
62,101
54,226
45,659

Net gain or
loss

(2,347,550)

(2,260,642)
(461,637)
538,445

10,765,746

(3,414,798)

Note: The above data is based upon information which has been certified (except as relates to
CBIZ) as complete and accurate by Prudential Insurance Company and Massachusetts Mutual Life
Insurance, as applicable.



SB Actliary Signatare

SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) ; Actuarial Information 2009
Department of the Treasury

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

Department 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 (the Code). lnspeci:ion

Pension Benefit Guaranty Corporation

. ¥ File as an attachment to Form 5500 or 5500-SF. -
‘For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 12/31/2009
» Round off amounts to nearest dollar. - i
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 _ i B Three-digit
plan number (PN} - 001
Western Maryland Health System, Inc. Retirement Plan
C Plan sponsor's name as shown ori line 2a of Form 5500 or 5500-SF D Employer Identification Number (EtN)
Western Maryland Health System Corp 52—0_591531

E Type ofplan: [ Single [ ] Multiple-A [ ] Muttiple-B F Prior year pian size: [ | 100 or fewer [] 101500 [X] More than 500

Basic Information

1  Enterthe valuation date: - Month 1 Day_ 1 "Year__ 2009
"2 Assets: :
a Marketvalue ‘2a 108,704,309
B AGHIATAIVARIE ...t sans st st oo esnannsersssssninnnn] | 2HD - 119,574,740
3 Funding target/participant count breakdown . ‘ {1) Numbet of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment .......... 3a 672 33,746,966
b Forterminated vested participants ._.................o.cooovvvver. eeerienns 3b ' 642 ’ 11,907,012
C  For active participants: =
(1) Neon-vested beneﬁts 3c(1) 5,243,012
{2} Vested benefits ; . 50,627,085
(3) Total active . 55,270,097
d  Total.. SOV OO OO UURUSOTTUUYURTRTY B, ¢ | v 3,375 100,924,075
4 ifthe plan is at-risk, check the box and complete items (2) and (b) ........vereroeveeee..... R D
a Funding target disregarding prescribed at-risk ASSUMPHOMS «.o.o.eeiiuees e eoreeeesee e eeesseemeeesseeesiresssesserssseesssses )
b Funging target reflecting at-risk arés:urmptions, but c!isregarc!ing tmn;ition rule for plans that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor...........ccooooiivice i .
B EMfCHVE IMEIESE FAIE ..............covovsooneeeceoosess s eseeeeeeeeeseeeeseeseeeeoeeeeeeseeseeseseeeseesseeesseesmssemssssssesessesseeseeeereeee o] B 8.09 %
B TATGEE NOMMIAN COSt....omceoe oo e eerteeee e oermeen e eraesere s s maeeeaeee e cesemssse s soes s s eesseneetosresnsaeeeners] B 4,219,059

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this sghdule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and tions. In my Dplnla " 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 estimalg’of anfigipated experiende under the plan.

( : ?u 7< _ ) ' 09/13/2010

7 | Sigftatyre of actuary o Date

Jon S. Ketzner, FCA] Mj . 08-01826

\Qje orgrint name of actuary Most recent enroliment number
CBIZ Benefits and InsWrance Service {301)777-1500
. Firm name Telephone number (inctudi d
44 Baltimore Street o P er {inc uding area co e
Cumberland - MD 21502
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 and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. . Schedule SB (Foml §500) 2009

V. 092308 1



SB Actuary Signature

Schedule SB (Form 5500) 2009 ) ) Page 2-] I

Beginning of year carryover and prefunding balances

{a} Carryover balance {b} Prefunding balance
7 Balance at beglnmng of prior year after applicable adjustments (Item 13 from prior
WEATY ..ot s e e e b v e er e b are sraresaE et arat ettt amen e e eeesree e 15,341, 846 0
8 Portion used to offset prior year's funding réquirement (Item 35 from prior year) ) 0 0
"9 Amount remaining (HEM 7 MINUS HEM B).....vee e e eeeeeeeeeeeeeeeeeseeeeeeeeeeensesesssssessens 15,341,846 0
10 Interest on item 9 using prior year's actual return of { 18 8 O )% (2,884,267)|

11 Pnor year's excess contributions to be added to prefunding balance:

& Excess contributions (Item 38 FOMm PHOK YEA) .o ovvvvrceceseesrreeeee oo 2,032,984

b Interest on (a) using prior year's effective rate.af __ ©-37 9 ... 129,501

- € Total available at beginning of current plan year to add to prefunding balance ........ 2,102,485

d Portion of (¢} to be added to prefunding balance 2,162,485

12 Reduction in balances due to elections or deemed elections 0 : D
13 Balance at beginning of current year (iterm 9 + item 10 + item 11d - item 12) .ooo...... 12,457,579 2,162,485

Funding percentages

" 14 Funding target attainment PErCRALEGR. ......co.....vcoeee e eese et e seees s eeess s esoreeesee 14 | 103.99 %
15 Adjusted funding target atainment PErCENIAGE ... .....ccevveevreeeeeeceeeeeceeeeeeeeeeee e eee et eeeeeeererasesseeessenegeaensessmarsstssesssesesseereeeensneeneneen ) 18 1 118,47 %
16 Prior year's funding percentage for purposes of determmmg whether carryoverlprefundlng balances may be used to reduce : 16
current year's funding requirement .., ... eeemeeerenneas s 106.17 %
17 Ifthe current value of the assets of the plan is less than 70 percent of the fundmg target, enter such percentage.........ooviiveey 17 %
1 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.
05/20/2010 6,000,000 :

Totals » | 18(b) 6,000,000{ 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 mininum required contribution from prioryears. ... 19a@ 4]
b Contributions made to avoid restrictions adjusted to valuation date .....................ccvcovmrrcrccececrccvvcri ] 190 l 0
€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................| 19¢

20_ Quarterly contributions and liquidity shortfalls;

@ Did the plan have a “funding shortfall” for the Prior YEBI? ... ..o e s e

b 1 20a is "Yes," were required quarterly installments for the current year made in a timely Manner? ..o..oooeceeereeveeceen.

C 1f20a 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
0 0 G ' - 0
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-F Assumptions used to determine funding target and target normat cost
21 Discount rate:

. 1st segment: 2nd segment: 3rd t:
a Segment rates: . g M g % . r segmen% @N /A, full yield curve used
b Applicable Month (BREF COREY .........ccrcre o cescrierer e ssies e e sessnessesearecere e eeeeene e eeenrnsirnesnennsionnd 21
22 Weighted aVErage retrEMENT BB ...........coocooooeoeoe oo eeeee o eeeeeee oo eeeeee e e eeee oo eeseee e eeeeeeeeevereeesseses sesearess s s 22 64
23 Mortality table(s) (see instructions) |:| Prescribed - combined E] Prescribed - separate Substitute

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If"Yes," see instructions regarding required

AHACRIIENL. (.. ottt e e s et o4 R e 4L T3040 B b et £ st 122 aet et ems s ans e e @ Yes D No
25 Has a method change been made for the current pllan year? If "Yes" see instructions regarding required attachment. ...... . Yes D No
26 Isthe plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment..........................E Yes D No
27 Ifthe p_lan is eligible for (and is using) afternative funding rules, enter applicable code and see instructions 27
o LT T 1= e =T O O SO VSO OO U
Reconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contribUtion for all PHOT YEAIS ... oo reneeneenn] 28 0
29 I?Jscounted employer contributions allocated toward unpaid minimum require'd contributions from prior years 2'9
. LT LTS O T OO ROON ) 0
30 Remaining amount of tnpald minimum required contributions (item 28 minus item b1+ ) SR 30 0}
Minimum required contribution for current year
31 Target normal cost, adjusted, ifapplicable (see |nstruct|ons) l 31 _ 0
32 Amortization installments: - ' ' Outstanding Balance _ Instaflment
a Net shoﬁfa!lamortlzatloninstaliment.........................................,.......l.......................... ' )
b Walver amortization inStallment ... | 0 . 0
‘ 33 Ifa waiver has been approved for this plan year, enter the date of the rl:xling [etter granting the approval . 33
- {Month Day . Year ) and the wajved amount ...,
34 Total fundmg requtrernent befare reﬂectmg carryoverfprefundmg balances (item 31 + item 32a + |tem 32b- 34
: item 33).... crrvne bt ) 0
Carryover balance ' _Prefunding balance : Total balénce
'35 Balances used to offset funding requirement ........ : 0 : : 0 ' - 0
36 Additional cash requirement (ftem 34 MINUS EM 35).......covwrvveenierrinnrsiene oo iereem e ereness s sseeenereeneneed, GO ‘ , 0
37 Contributions aliocated toward minimum required contribution for current year adjusted to valuation date ‘ 37
LLLC=2 o T = T OO U OOV RSO SO OO SR 5,388,892
38 Interest-adjusted excess contributions for current year (5@ INSIUCKONS)............ccooeovveeeeeree e reesseeresresenen] 38 5,388,892
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37)............oooooovo. 39 ' 0
40 Unpaid minimum required Contribution 105 @Il YEAIS .........ooevoeeovororersssoeeseresssessesesresss oo oon] 240 0



Plan Name: Western Maryland Health System, Inc. Retirement Plan

Schedule SB, line 19 - Discounted Employer Contributions

EIN: 52-0591531

PN: 001

Year: 2009

Discount
Deposit Date Amount Rate*  Designation DueDate Dayslate To VD
5/20/2010 6,000,000 8.09% 2009 MRC 0 504
Total

6,000,000 Less Credit Balance

Total Discounted Contributions

Q Pen interest

w/LI
5,388,892
5,388,892

5,388,892

w/El
5,388,892
5,388,892

5,388,892

NOTE: Although the plan had a "funding shortfall" for the prior year, the 2009 quarterly installment due was $0,

based on the 2009 Minimum required Contribution of $0.

* Effective Rate plus 5% for period between due date and deposit date



Plan Name: Western Maryland Health System, Inc. Retirement Plan

Schedule SB, line 22 - Description of Weighted Average Retirement Age
EIN: 52-0591531 '

PN: 001

Year: 2009

Retirement Rates:

Surviving
Age Rate Percentage

57 6.0% 94%
58 6.0% 88%
59 6.0% 83%
60 6.0% 78%
61 6.0% 73%
62 10.0% 66%
63 10.0% . 59%
64 20.0% 48%
65 17.5% 39%
66 17.5% 32%
67 100.0% _ 0% |

Weighted retirement age: 64



Plan Name: Western Maryland Health System, Inc. Retirement Plan

Schedule SB, Part V - Statement of Actuarial Assumptions/Methods

EIN/PN: 52-0591531 / 001

Funding Method: Unit Credit

Actuarial Assumptions:

Pre-Retirement for Retirement and Spousal Benefits:

Interest Discount: ~ Full Yield curve rate for month of October
Sample Rates: 545%  Yearl
8.11%  Year5
8.74%  Year 15
7.77%  Year 25
Mortality: 2009 Static Mortality for non-annuitants
Turnover: Varying by age and service as illustrated below:

Select {Service-Based)

Rate
20.00%
20.00%
17.50%
15.50%
12.50%

Ultimate (Age-Based)
Age

Rate
10.00%
7.50%
6.50%
5.50%
5.00%
4.50%
0.00%

Salary Scale: 2.00%
' 3.50%

YOS

LRI R

25
30
35
40
45
50
55

per year through 2012

2013 and beyond



Plan Name: Western Maryland Health System, Inc. Retirement Plan
Actuarial Report for the Plan Year Beginning January 1, 2009

Summary of Principal Actuarial Assumptions

Retirement Age: : Varying by age as shown below:
Rate Age
6.00% 57 - 61
10.00% 62- 63
20.00% ' 64
17.50% 65 - 66
100.00% 67+
Expenses: Based on estimated administrative expenses paid from plan assets

Post-Retirement for Retirement Benefits:

Interest Discount: Same as pre-retirement assumption
| Mortality: 2009 Static Mortality for annuitants
Effective Interest Rate: 8.09%
Valuation of Assets: - 24 month average limited by 90%/110% cotridor
Assumed Earnings Rate: 5.75%
Compliance Testing: Based on the data provided, the plan meets the

requirements of IRC Sections 401(2)(4), 401(2)(26),
410(b) and 415(b) for the current plan year. The
company is not considered Top Heavy for the
current plan year.



Plan Name: Western Maryland Health System, Inc. Retirement Plan

Schedule SB, line 24 - Change in Non-Prescribed Actuarial Assumptions
EIN: 52-0591531

PN: 001

Year: 2009

The following non-prescribed Actuarial Assumptions were changed for the 2009
plan year, in order to more closely reflect the anticipated future experience of the Plan.

Al Satary Scale: 2.00%  per year through 2012
3.50% 2013 and beyond
B. Retirement Rates:  Varying by age as shown below:
Rate Age
6.00% 57 - 61
10.00% 62 - 63
20.00% 64
17.50% 65 - 66

100.00% - 67+



Plan Name: Western Maryland Health System, Inc. Retirement Plan

Schedule SB, line 25 - Change in Funding Method

.EIN: 52-0591531
PN: 001
Year: 2009

The following changes were made for the 2009 plan year as permitted
under published guidance with automatic approval.

A, Yield Curve discount rate used was for the 3rd
lookback month. In the prior year, the 0 month
lookback month was used.



Schedule SB, line 26 - Schedule of Active Participants
52-0591531

EIN:
PN:

00t

Actuarial Report for the Plan Year Beginning January 1, 2009

Schedule of Active Participants

Age

Under 25
2510 29
30 to 34
35t0 39
40 to 44
45 to 49
50 to 54
55 to0 59
60 to 64
65 to 69
70 & up

Total

Years of Service

Under 1 1to4 5t09 10 to 14 15 to 19 20 to 24 25 t0 29 30to 34 35t0 39 40 & up
Avg, Avg Avg Avg. Avg. Avg Avg. Avg, Avg, Avg.

No. Comp.f No. Comp.[No. Comp.| No. Comp.|No. Comp.jNo. Comp.[No. Comp.|No. Comp.|No. Comp.|No, Comp. Total
0 84 24261 | 7 0 0 Q 0 Q Q 0 91
0 77 36,005 | 67 36191 2 0 0 0 0 0 0 146
] 46 38,064 | 65 38,2161 29 42943 1 0 0 0 g 0 141
0 61 42815170 42,653 52 49358 1 55 42835 2 0 L 0 0 240
0 48 47,1901 43 34928 | 31 42,126 | 75 48,077 | 50 54,852 | O 0 0 0 247
0 46 34348 | 67 456171 38 48493 | 42 49,681 | 62 51,029 | 61 49990 | 6 0 4] 322
0 37 34,956 | 44 40967 | 25 43,078 | 38 46,498 | 33 62,973 | 64 53,807 | 70 52,863 | 3 a 314
0 21 62,748 33 352911} 19 42 55,074 | 39 45216 | 42 50,872 | 57 54,021 | 69 49,804 | 3 325
0 19 19 1;1 27 49,171 | 22 43,857 1 20 44769 | 15 35 43,862 14 185
0 1 8 6 4 4 8 3 1 7 42
0 1 2 1 0 0 Q 1 0 3 8
0 441 425 217 284 212 195 152 108 27 2,061




A. Name of Plan B. Three-digit
Western Maryland Health System, Inc. Retirement Plan Plan Numbef{ 001
C. Plan sponsor's Name as shown on line 2a of form 5500 D. Employer|D Number
Western Maryland Health System, Inc. 520591531

Sch H, PART 4, Line 4()) - Schedule of Tranactions in Excess of 5%

() ldentity of (b) Discription of asset (c) Purchase | (d) Selling (e} 0] (g) Costof  |(h) Current Valuej{l) Net gain or}

party involved Units Price Price Asset of asset on {loss)

transaction date

CBIZ Financial Solution: Acet CLN-053082

Prime Fund Dailey Money ClI -C 5,000,000 1.00 5,000,00000  5,000,000.00 0.00
2,500,000 1.00 2,500,000,00 - 2,500,000.00 0.60

2,500,000 ' 1.00 2,500,00000  2,500,000.00 0.00

2,500,000 1.00 2,500,000.00  2,500,000.00 0.00

2,500,000 1.00 2,500,000.00 2,500,000.00 0.00

Gateway Fund CI A - MF 1,248 2447 30,155.71 30,185.71 0.00
1,382 2256 31,187.74 31,187.74 0.00

107,112 23,34 2,500,000.00 2,500,000.00 0.00

106,564 2346 2,500,000.00 2,500,000.00 0.00

105,832 23,60 2.500,600.00 2,500,000.00 0.00

2,623 2368 62,101.46 62,101.46 G.00

2,214 24.49 54,226.25 54,226.25 0.00

1,808 2525 45,659.22 45,659.22 0.00



A. Name of Plan

Western Maryland Health System, Inc. Retirement Plan

B. Three-digit

Plan Number

001

C. Plan sponsocr's Name as shown on line 2a of form £500

Western Maryland Health System, Inc.

520591531

D. Employer Indentification Number

Sch H, Part 4, Line 4{l) Schedule of Assets Held for Investment Purposes-

(e} Current Value

(a) [dentity of issue, bbrrower, lessor or similar p4 (c) Description of Investment includingl (d) Cost
maturity date, rate of interest, collateral,
I par, or maturity value ,
* MassMutual Contract #5A 12804 - Pocled Sep Acct's
(Premier Money Market) SIA-YG 1,954,756 1,854,756
{Advisor Mid Cap Value) SIA-SI 1,803,683 1,804,551
{Select Fundamental Value) SIA-YK 10,689,562 11,384,655
{American Growth) SIA-HW 11,849,422 12,121,510
(Total Return) SIA-TZ 20,603,566 23,903,959
(EuroPacific Growth) SIA-VB 3,031,238 3,070,446
{Premtier Infation-Pro Bond}) SIA-Y 18,916,077 19,878,693
{Premier Diversified Bond) SIA-YP 20,848,221 23,439,207
(Select Mid Cap Growth It} SIA-YT 1,776,214 1,917,891
{Select Small Co. Value) SIA-YY 539,843 656,182
(Select Small Cap. Grw Eqty) SIA- 498,209 625,722
* Prudential Retirement Insurance and Annuity ¢ Contract IN-3150 - Ins Gen Acct
General Account 9,069,609 9,069,608
* CBIZ Financial Solutions Acct CLN-053082
Prime Fund Daifey Money Cl - CEF 443 443
Gateway Fund Cl A - MF - 193,533.95! 13,271,106 13,191,557
114,851,948 123,119,180

Party -in-interest to plan




Plan Name: Western Maryland Health System, Inc. Retirement Plan

Schedule SB, Part V - Summary of Plan Provisions

EIN/PN:
Effective Date:
Plan Year:
Eligibility:
Minimum Age:

Service:
Other:

Normal Retirement Date:

Early Retirement Date:

Early Retirement Benefit:

Credited Service:

Normal Form of Benefit:

Compensation:

52-0591531 / 001

January 1, 1999

1/1/2009 to 12/31/2009

None
12 months with the completion of 832 hours of service.

Person employed by and receiving earnings from a Participating
Institution, excluding Leased employees and Persons covered by
collective bargaining agreements that do not provide for
participation in the Plan.

A participant shall be eligible for normal retirement benefits on
the first of the month coinciding with his/her 65th birthday.

Attainment of age 55 with 5 years of credited service.

Amount is age 65 benefit reduced 5/12% per month by which
commencement precedes 65. There is no reduction on or after
age 02 if sum of age and service equals or exceeds 90.

The sum of credited past service and credited future service.
Credited past service, if any, is defined by the Western Maryland
Health System’s Joinder Agreement. Credited future service
equals service earned as a result of hours of service with a
Participating Institution.

The normal form of payment is an annuity payable for the lifetime
of the participant.

Amounts earned for employment with a Participating Institution
including W-2 pay plus pay excluded under IRC Sections 125,
401(k), and 403(b). Earnings exclude IRC section 457 deferred
compensation included in the year paid to the employee. Earnings
exclude IRC section 107 parsonage rental values. Earnings are
subject to the IRC section 401(a)(17) pay cap.



Plan Name: Western Maryland Health System, Inc. Retirement Plan

Actuarial Report for the Plan Year Beginning January 1, 2009

Summary of Principal Plan Provisions

Vesting:

Accrued Benefit:

Other Benefits:

100% vesting on completion of 5 years of service or attainment of
normal retirement age, if eatlier.

Post 1/1/2008 Formula:

Accrued Benefit as of Prior Valuation Date PLUS 1.05%
(1.25% if years of service as of current valuation date equals or
exceeds 15) of annual compensation PLUS .50% of the
excess, if any, of annual compensation over covered
compensation (as limited by permitted disparity rules).

Grandfathered Formula:

1.05% of Highest Average Earnings times years of credited
service PLUS .50% of the excess, if any, of Highest Average
Earnings over Covered Compensation times years of credited
service limited to 35.

Highest Average Earnings is based on the highest 5 consecutive
years out of the past 10 years.

There is also a Minimum Annual Benefit of $180 per year of
credited service. This benefit applies to all participants.

Benefits are payable to or on behalf of vested participants who

die prior to retirement, who become disabled and qualify for total
disability benefits under the plan and who retire early upon meeting the
plans requirements for early retirement. Participants who continue with
the company after reaching normal retirement age will generally accrue
additional benefits.



