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
VAN WERT COUNTY HOSPITAL ASSOCIATION PENSION PLAN number (PN) »
1c Effective date of plan
04/01/1970
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)
VAN WERT COUNTY HOSPITAL ASSOCIATION 34-4429514
2C Sponsor's telephone
number

419-238-2390

1250 S. WASHINGTON STREET -
VAN WERT, OH 45891 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. 10/14/2010 MICHAEL HOLLIDAY
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN [Filed with authorized/valid electronic signature. 10/14/2010 MICHAEL HOLLIDAY
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




Form 5500 (2009)

Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)
VAN WERT COUNTY HOSPITAL ASSOCIATION

1250 S. WASHINGTON STREET
VAN WERT, OH 45891

3b Administrator's EIN
34-4429514

3C Administrator’s telephone
number
419-238-2390

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:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 280
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 129
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b 4
C Other retired or separated participants entitled to fUture DENEFILS............c.ciiiieiiiiiec st 6¢C 144
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 277
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 0
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 277
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 0
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 1l

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)

M X
@
@)
4)

Insurance

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

General assets of the sponsor

9b Plan benefit arrangement (check all that apply)

@
@
©)
4)

X

Insurance

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

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

@ KX
@
@)

R (Retirement Plan Information)

MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary

SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

b General Schedules

@
@
©)
4)
®)
(6)

X

[ XTXT

H (Financial Information)

| (Financial Information — Small Plan)
1 A (Insurance Information)

C (Service Provider Information)

D (DFE/Participating Plan Information)

G (Financial Transaction Schedules)




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance 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.

» Insurance companies are required to provide the information

pursuant to ERISA section 103(a)(2).

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 001
VAN WERT COUNTY HOSPITAL ASSOCIATION PENSION PLAN plan number (PN) >

C Plan sponsor’s name as shown on line 2a of Form 5500.
VAN WERT COUNTY HOSPITAL ASSOCIATION

D Employer Identification Number (EIN)
34-4429514

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

ANNUITY INVESTORS 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
31-1021738 63312 A000686 277 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

27000

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

G & W EQUITY SALES, INC.

P.0.BOX 40948
INDIANAPOLIS, IN 46240

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

27000

3

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

Fees and other commissions paid

(b) Amount of sales and base
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 YEAI ........cooiii i 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) [X| other » MUTUAL FUNDS AND FIXED ACCOUNT
b Balance at the end Of the PrEVIOUS YA .............cccvcvevuireeeiereeeeeeeeeeeeeeeeeeeeeeee e eees e senaesees e saens e enes s l 7b 6690327
C Additions: (1) Contributions deposited during the year................cccevevevernnen, 7c(1) 600000
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2) 421718
(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
(BYTOAl AUIIONS ...t e e e e e eee e e ee e e e eeeeeeee e s e s ee et seeee e et et st ses et eeeseeee e s eeseeeeneeeeeesee s 7c(6) 1021718
d Total of balance and additions (A0 b AN C(B)). .......vuvervreereereeeeeeeeeeeeeeeeees e e e eneseeeeneeneeeen 7d 7712045
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 420220
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2)
(3) Transferred to separate account . 7¢e(3)
(4) Other (SPECIY DEIOW).........c.evivereeeeeeeeeeeeeeeeeeeeseeeee s 7e(4) 93126
3 PROFESSIONAL FEES AND PBGC PREMIUMS
(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) 513346
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccovueiuerererreeeeeeeeeeereeseeeeeeerereeeeseeeneneens 7f 7198699




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 D No

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



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 O i
r ) A pen to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection

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
VAN WERT COUNTY HOSPITAL ASSOCIATION PENSION 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)
VAN WERT COUNTY HOSPITAL ASSOCIATION
34-4429514
E Typeofplan: [X] Single [ ]| Multiple-A [ ] Multiple-B F Prior year plan size: | | 100 or fewer [X| 101500 [ | 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 6805708
D AGHUANAI VAIUE ... 2b 6805708
3 Funding target/participant count breakdown (1) Number of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment ........... 3a 3 26831
b For terminated vested participants ...............ccccco.overeverererereesnenenn, 3b 143 2317029
C  For active participants:
0
3285399
134 3285399
O TOMAl e 3d 280 5629259
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 6.57 %
6 Target normal cost 6 35000

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 09/28/2010
Signature of actuary Date
SONDRA L. HEETER 08-00997
Type or print name of actuary Most recent enrollment number
MCCREADY & KEENE, INC. 317-849-4333
Firm name Telephone number (including area code)

7941 CASTLEWAY DRIVE P.O. BOX 50460
INDIANAPOLIS, IN 46250-0460

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 2723164 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 2723164 0
10 Interest on item 9 using prior year's actual return of P19k ) -195753
11 Prior year's excess contributions to be added to prefunding balance:
a Excess contributions (Item 38 from Prior YEar) ..........ocoo.ovveveeieeeeereeeresresesrenenn) 328730
b Interest on (a) using prior year's effective rate of 6220 i) 20447
C Total available at beginning of current plan year to add to prefunding balance ........... 349177
d Portion of (c) to be added to prefunding balance...............cccoovevevveeereieerennn] 0
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) ...........] 2527411 0
Part Ill Funding percentages
14 Funding target ttaiNMENt PEICENTAGE .............ovveeeeeeeeeeeeseeeseseeeseseeeesseesesesessssesssssesesesese s s esesess s s sseesssesessssses s sesssssssssssessssssssesessesessesssseand 14 76.00 oo
15 Adjusted funding target attaiNMENt PEICENTATE ............oeveeieeeeeesreeeeseeseeseesesesesseseeessesessesessssssesseseesesesssns st ensseessesesensetesseestensneesesasanenens 15 119.61 o
16 Prior year's ’funding percen‘tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16 124.89 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
04/14/2009 100000
12/31/2009 250000
01/29/2010 250000

Totals » | 18(b) 600000 | 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 566294

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 segment: 2nd segment: 3rd segment: .
9 5.32 4 6.45 04 6.69 04 |:| 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 0
22 Weighted average FetirEMENT AQE .........c.ccereeeeeeeeeeeeeeeeeeeeeeseeeteeeteeesee e esee et e e e ees e e e s esesesees e s eanaeseanseneneneseenaenene 22 65
23 Mortality table(s) (see instructions) E| Prescribed - combined D 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
=L 1ol 0] 11T o | SO P PRSPPI D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ................................ D Yes 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 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
LCLET T - ) USSR SPTSS 0
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€ INSITUCHONS).............ccrveveevereeeeeeeceeseeeieeeeee et 31 35000
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INStAIMENt ...............o.coviveieeeeeeereeeeeeeeeeeeeeee e 0
b Waiver amortization iNStallMENt ..............c.oooeuieeeeeeeeee e 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
. 33
(Month Day Year ) and the waived amount ............cccoceeeiiieniiciieeeinen.
34 Total funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b —
- 34 35000
[1C=] 1R ) USSR SPTSNS
Carryover balance Prefunding balance Total balance
35 Balances used to offset funding requirement ........ 0 0
36 Additional cash requirement (item 34 MINUS IEM 35).........c.cvriueueieeeeeeeeeeeeeieseeereeeeee s s eeee et esenneneeeeessnas 36 35000
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date
37 566294
(LT LI T T PO P PO PSP PURPUPPRPTO:
38 Interest-adjusted excess contributions for current year (SEe iNSUCHONS)...........covcevevereeeerceeeereeeeseseseeseesenennes 38 531294
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37)........ccccccceuvee.. 39 0
40 Unpaid minimum required coNtribution fOF @ll YEAS ...........cccevevevevieeceeeeeeeeieeeececeeee e eeseeae e ensssaese et enen e 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
VAN WERT COUNTY HOSPITAL ASSOCIATION PENSION PLAN 001
plan number (PN) 4

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

D Employer Identification Number (EIN)
VAN WERT COUNTY HOSPITAL ASSOCIATION

34-4429514

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).. . ............. D 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
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(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)

MCCREADY AND KEENE, INC.

35-0500670
(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

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
(f). If none, enter -0-.
1150 NONE 42260

Yes D No

Yes D No [[

Yes D No D

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

BLUE AND CO., LLC

35-1178661
(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

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
(f). If none, enter -0-.
10 50 NONE 31057

Yes D No B

Yes D No D

Yes D No |:|

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

KRIEG DEVAULT

ONE INDIANA SQUARE
SUITE 2800
INDIANAPOLIS, IN 46204-2079

(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  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -O-. 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
(f). If none, enter -0-.
29 50 NONE 10289
YesD No YesD NOI:I YesD NOI:I
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(a) Enter name and EIN or address (see instructions)

ANNUITY INVESTORS LIFE INSURANCE CO

31-1021738
(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

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-.
1519 64 99 |NONE 77832 8269
Yes NOD Yes 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
(see instructions)

(C) Enter amount of indirect
compensation

ANNUITY INVESTORS LIFE INSURANCE CO

1519 64 99

8269

(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.

ANNUITY INVESTORS LIFE INSURANCE CO

31-1021738

LOAN INTEREST

() Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
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.

() Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
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:




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

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

» File as an attachment to Form 5500.

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
VAN WERT COUNTY HOSPITAL ASSOCIATION PENSION PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
VAN WERT COUNTY HOSPITAL ASSOCIATION

34-4429514

D Employer Identification Number (EIN)

Part | |Asset and Liability Statement

1 cCurrent 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) 250000 250000
(2) Participant CONTBULIONS ...............oveveeeereieeeeeseseeeeeeseeees s sese s 1b(2)
(B) OHNBT .ttt eenees 1b(3) 16433 23155

C General investments:

(1) Interest-bearing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) ettt
(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 aCCOUNES...........ccevcveeerrieeeiiineeennnne. 1c(10)
(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
funds) 1c(13)
(14) Value of funds held in insurance company general account (unallocated 1c(14)
CONTACES) . .v.evvvvevecevereeesseeeseses s sessene st es e ssesest s s et e s st es st enessensneeseneneas 6690327 7198699
(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
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1d Employer-related investments:
(1) EMPIOYEN SECUNTIES ....eeiiiiieiiiee ettt e e
(2) EMPIOYEr real PrOPEITY .....eeeiiiiiieiiiee ettt
€ Buildings and other property used in plan operation..............ccoovevcvveniiniiennenns
f Total assets (add all amounts in lines 1a through 1€) .........cccccccevvevveereveriernnnn.
Liabilities
g Benefit claims payable ...,
N Operating PAYADBIES ...........cc.oveiieeceeieeeeeeceee e
I ACQUISItION INAEDLEANESS .........cvvveceieeeieecee et
J ONEr HADMITES. . .eucveereeeei e
K Total liabilities (add all amounts in lines 1g through1j) .......cccccccoevevrrercrrrennnne.
Net Assets

| Net assets (subtract line 1k from liN@ 1f).........cccevrveurvereereeerereeeereeees e

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

6956760

7471854

19

1lh

1i

1j

1k

u_ |

6956760

7471854

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)

600000

2a(1)(B)

2a(1)(C)

2a(2)

2a(3)

600000

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

2b(1)(G)

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

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

421718

1021718

2e(1)

2e(2)

420220

2e(3)

2e(4)

2f

29

2h

420220

2i(1)

66595

2i(2)

2i(3)

2i(4)

19809

2i(5)

2j

86404

506624

2k

21(1)

21(2)

515094

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: BLUE & CO., LLC

(2) EIN: 35-1178661

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
VAN WERT COUNTY HOSPITAL ASSOCIATION PENSION PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VAN WERT COUNTY HOSPITAL ASSOCIATION
34-4429514
‘ 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
INSTIUCTIONS ... h et h e e b e e s b e e s b e s b e e st e b e e e b e e b e e e b e e sb e e s e e e sbe s s aneeeree s 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): 31-1021738
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 2
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 Ill | Amendments
9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
Box(69), 1 10 check (e "No- BOX.rcer e . [] orease  []Decrease ] Botn 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 @ny Preferred SIOCK? .........cciiiuriiuririseerieseeeiseeeesssessssssessesessssssessssesessesessasesesesasesessesesasseses et tansessesssanseens : Yes I:I No
b Ifthe _ESOP has an outgta_nding 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? ..............coocveeereerrneirreneecerreenees D Yes D No

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
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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
C  The second PreCediNng PIAN YEAI .........cc..ii ittt ettt ettt e s ab e e e be e e abeeeaabbeaeannbeaesaneeas l4c

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

| PartVI | 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: % Investment-Grade Debt: _ % High-Yield Debt: % Real Estate: % Other: %

b  Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years D 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)?

D Effective duration D Macaulay duration D Modified duration D Other (specify):
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REPORT OF INDEPENDENT AUDITORS

Plan Administrator
The Van Wert County Hospital Association Pension Plan
Van Wert, Ohio

We were engaged to audit the financial statements and supplemental schedule of The Van Wert
County Hospital Assaciation Pension Plan as of December 31, 2009 and 2008, and for the years
then ended, as listed in the table of contents. These financial statements and supplemental
schedule 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 Retirement Income Security Act of 1974, the plan
administrator instructed us not to perform, and we did not perform, any auditing procedures with
respect to the investment information summarized in Note 4, which was certified by Annuity
Investors Life Insurance Company, custodian of the Plan, except for comparing such information
with the related information included in the financial statements and supplemental schedule. We
have been informed by the plan administrator that the custodian holds the Plan’s investment
assets and executes investment transactions. The plan administrator has obtained a certification
from the custodian as of and for the years ended December 31, 2009 and 2008, that the
information provided to the plan administrator by the custodian is complete and accurate.

The supplemental schedule H, line 4i — Schedule of Assets Held for Investment as of December
31, 2009, that accompanies the Plan's financial statements does not disclose the historical cost of
certain nonparticipant directed plan assets held by the Plan custodian. Disclosure of this
information is required by the Department of Labor's Rule and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974.

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 schedule {aken as
a whole. The form and content of the information included in the financial statements and
supplemental schedule, other than that derived from the investment information certified by the
custodian, have been audited by us in accardance with auditing standards generally accepted in
the United States 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.

TO0sa (o, B g

Columbus, Ohio
September 22, 2010




THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS
DECEMBER 31, 2009 AND 2008

Assets
Fixed accumulation fund
Pooled separate accounis
Total investments

Other receivable
Contribution receivable
Total receivables

Net assets available for benefits

2009 2008
$ 5,828,688 $ 5,753,915
1,370,011 936,412
7,198,699 6,600,327
23,185 16,433
250,000 250,000
273,155 266,433
$ 7471854 § 6,956,760

See accompanying notes to financial statements.
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THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

STATEMENTS OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS
YEARS ENDED DECEMBER 31, 2009 AND 2008

2009 2008
Additions
Employer contributions $ 600,000 § 350,000
Net appreciation/(depreciation) in fair value of
investments 421,718 (499,000)
Total additions 1,021,718 (149,000)
Deductions
Adminisirative expenses 86,404 37,757
Benefit payments 420,220 -
Total deductions 506,624 37,757
Net increase/(decrease) 515,094 (188,757)
Net assets available for benefits
Beginning of year 6,956,760 7,143,517
End of year $ 7471854  § 6,956,760

See accompanying notes lo financial statements,

3



THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2009 AND 2008

DESCRIPTION OF THE PLAN

General

The Van Wert County Hospital Association Pension Plan (the Plan) is a defined
benefit plan which covered substantially all employees of The Van Wert County
Hospital Assaciation (the Plan Sponsor) and provides pension retirement benefits.

The Plan Sponsor froze the Plan effective August 1, 1999; therefore, no new
participants have been permitted since that date. Prior to freezing the Plan, the
Plan Sponsor agreed to voluntarily contribute such amounts as are necessary (if
any) to provide assets sufficient to meet the benefits to be paid to Plan members.
The Plan has met the Employee Retirement Income Security Act of 1974 (ERISA)
minimum funding requirements.

The Plan Sponsor has the right under the Plan to discontinue such contributions at
any time and terminate the Plan. Should the plan terminate at some future time, its
net assets generally will not be available on a pro rata basis fo provide
participants' benefits. Whether a particular participant’s accumulated plan benefits
will be paid depends on both the priority of those benefits and the level of benefits
guaranteed by the Pension Benefit Guaranty Corporation (PBGC) at that time.
Some benefits may be fully or partially provided for by the then existing assets and
the PBGC guaranty while other benefits may not be provided for at ail.

Information about the Plan agreement, the vesting and henefit provisions and the
PBGC's benefit guarantee is contained in the pamphlet Van Wert County Hospital
Association Pension Plan. Copies of this pamphlet are available from the Plan
administrator.

Death and Disability Benefits

If an active employee dies at age 55 or older, a death benefit equal to the value of
the employee's accumulated pension benefits is paid to the employee's
beneficiary. Active employees who become totally disabled receive annual
disability benefits that are equal to the normal retirement benefits they have
accumulated as of the time they become disabled. Disability benefits are paid until
normal retirement age at which time disabled participants begin receiving normal
retirement benefits computed as though they had been employed to normal
retirement age with their annual compensation remaining the same as at the time
they became disabled.




THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2009 AND 2008

Subseguent Events

The Plan has evaluated events or transactions occurring subsequent to the
statement of net assets available for benefits date for recognition and disclosure in
the accompanying financial statements through the date the financial statements
are issued which is September 22, 2010.

SIGNIFICANT ACCOUNTING POLICIES

Basis of Accounting

The accompanying financial statements are prepared on the accrual basis of
accounting.

Use of Estimates

The preparation of financial statements in conformity with accounting principles
generally accepted in the United States of America requires management to make
estimates and assumptions that affect the reported amounts of assets and
liabilities and disclosure of contingent assets and liabilities at the date of the
financial statements and the reported amounis of additions and deductions during
the reporting period.

Most significantly, these estimates are used by plan personnel in determining the

actuarial present value of accumulated plan benefits and investment valuations.
Actual results could differ from those estimaies.

Payment of Benefits

Benefit payments to participants are recorded upon distribution.




THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2009 AND 2008

ACCUMULATED PLAN BENEFITS

Accumulated plan benefits are those estimated future periodic payments, including
lump-sum distributions that are attributable under the Plan’'s provisions to services
rendered by the employees to the valuation date. Accumulated plan benefits
include benefits expected to be paid to (a) retired or terminated employees or their
beneficiaries, and (b) present employees or their beneficiaries. Benefits for
employees or their beneficiaries are based on employees’ compensation during the
last five years of credited service through August 1, 1999. Benefits are payable
under all circumstances. Retirement, death, disability, and termination of
employment are included, to the extent they are deemed attributable to employee
service rendered to the valuation date.

The Plan’s actuary estimates 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 decrements such as for death, disability, withdrawal, or retirement) between the
valuation date and the expected date of payment.

The accumulated plan benefit information is as follows:

December 31,
2009 2008
Actuarial present value of accumulated plan
benefits:
Vested benefits:

Active participants 3,285,399 3,413,051

Terminated vested participants 2,343,860 2,306,990
Totals $ 5629259 § 5,720,041




THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2009 AND 2008

Changes in the accumulated plan benefits are as follows:

December 31,

2009 2008

Actuarial present value of accumulated plan
benefits at beginning of year $ 5720041 $§ 4,197,115
Increase (decrease) attributable to:

Interest and gains 276,739 417,732

Benefiis paid - (372,682)

Change in actuarial assumption (367,521) 1,477,876
Net change (90,782) 1,522,926
Actuarial present vaiue of accumulated pian
benefits at end of year $ 5629259 $ 5,720,041

Significant assumptions used in the actuarial valuation are as follows:

Interest Rate 6.57% per annum, compounded annually
Retirement At normal retirement age (65)

Mortality Basis 2009 Applicable Table {combined)
Actuarial Method  Accrued benefit (unit credit cost method)

The actuarial assumptions are based on the presumption that the Plan will continue.




THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2008 AND 2008

CONTRACTS WITH INSURANCE COMPANY

Annuity Investors Life Insurance Company holds the investment asseis of the
Plan which are valued at cost adjusted for asset appreciation and deprecation (fair
value) based on quoted market prices, which represent the net asset values
thereof on the last business day of the year. Asset appreciation and depreciation
of the account are recognized annually by the Plan.

Investments that represent 5% or more of the fair value of the Plan’s net assets
available for benefits are as follows:

December 31,

2009 2008
Annuity Investors Life Insurance Company
Fixed Accumulation Fund $ 5,828,688 $ 5,753,915
Dreyfus-Stock Index 494,392 428,410

Financial information relating to the investments and related earnings is included
in the accompanying financial statements and schedule based on information
certified as complete and accurate by Annuity Investors Life Insurance Company
and provided to the plan administrator.

RELATED PARTY TRANSACTIONS

Fees paid by the Plan and plan sponsor during the year for legal, accounting and
other services rendered by parties in interest were based on reasonable and
customary rates for such services. Fees paid by the Plan for adminisirative
services for 2009 and 2008 were $86,404 and $37,757, respectively.

TAX STATUS

The Plan has received a determination letter from the Internal Revenue Service
dated January 16, 2001, stating that the Plan is qualified under Section 401 (a) of
the Internal Revenue Code (the Code) and that the related trust, therefore, is
exempt from taxation. Once qualified, the Plan is required to operate in
conformity with the Code to maintain its tax exempt status. The plan administrator
believes the Plan is being operated in compliance with the applicable
requirements of the Code and, therefore, believes that the Plan is qualified and
the related trust is tax exempt.




THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2009 AND 2008

RISKS AND UNCERTAINTIES

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

Plan contributions are made and the actuarial present value of accumulaied 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 estimation and assumption processes, it is at
least reasonably possible that changes in these estimates and assumptions in the
near term could materially affect the amounis reported and disclosed in the
financial statements.

FAIR VALUE MEASUREMENTS

The Financial Accounting Standards Board (FASB) establishes a framewark for
measuring fair value by the Fair Value Measurements and Disclosures Topic of
the FASB Accounting Standards Codification. That framework provides a fair
value hierarchy that prioritizes the inputs to value 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 unobservable inputs (Level 3 measurements).

The Plan holds only Level 2 investments. For Level 2 investments, the fair value
is based on prices from broker-dealers who derive fair values for those assets
from observable inputs.

Fair Value Measurement

Following is a description of the valuation methodologies used for assets
measured at fair value. There have been no changes in the methodologies used
at December 31, 2009.




THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2009 AND 2008

Fixed accumulation fund: Valued at fair value by discounting the related cash flows
hased on current yields of similar instruments with comparable durations considering
the credit-worthiness of the issuer.

Money market account: Fair values are estimated to approximate deposit account
balances, payable on demand, as no discounts for credit quality or liquidity were
determined to be applicable.

Pooled separate accounts: Valued based on the underlying asset values as of the
end of the day and are diversified across invesiment strategies as reported by the
managers of the pooled separate accounts.

The methods described above may produce a fair value calculation that may not be
indicative of net realizable value or reflective of future fair values. Furthermore, while
the Plan believes it valuation methods are appropriate and consistent with other
market participants, the use of different methodclogies or assumptions to determine
the fair value of certain financial instruments could result in a different fair value
measurement at the reporting date.

The following table sets forth by level, within the fair value hierarchy, the Plan's
assets at fair value as of December 31, 2009:

Assets at Fair Value as of December 31, 2009

Level 1 Level 2 Level 3 Total
Fixed annuities $ - $5828688 §$ - § 5,828,688
Pooled separate accounts - 1,370,011 - 1,370,011
Total assets at fair value 3 - _$7198699 § - § 7,198,699

—

The following table sets forth by level, within the fair value hierarchy, the Plan's
assets at fair value as of December 31, 2008:

Assets at Fair Value as of December 31, 2008

Level 1 Level 2 Level 3 Total
Fixed annuities 3 - $ 5753915 $ - % 5753815
Pooled separate accounts - 936,412 - 036,412
Total assets at fair value 3 - $6690327 3§ - § 6,690,327
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Supplemental Schedule



THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

SCHEDULE H, PART IV LINE 4i : SCHEDULE OF ASSETS (HELD AT END OF YEAR)
(UNAUDITED)
DECEMBER 31, 2009

EIN: 34-4429514

PN: 001
@) (b) (c) ) (e)
Identity of issue, horrower Description of investment including maturity date,
lessor or similar party rate of interest, collateral, par or maturity value Cost Value
Fixed annuities
* Annuity Investors Life Insurance Company Fixed Accumulation Fund " $ 5828688

*  Apnuity Investors Life Insurance Company

Pooled Separate Accounts:

Dreylus Dreyfus Variable Investment Fund - 250,000
Dreyfus Dreyfus-Stack Index - 494,392
Dreylus Dreyius Growth and Income- (S - 299,210
Al AIM-Capital Development| - 135,284
Janus Aspen Janus Aspen Series Worldwide Growth Portfolio = 131,993
Janus Aspen Janus Enterprise . 59,132

$ 7198899
* Parly in Interest

** The above supplemental schedule that accorpanies the Plan's finangial statements does not disclose the historical cost of cerlain
nonparticipant directed plan assets held by the Plan custodian, Disclosure of this information is required by the Department of Labar's
Rules and Regufations for reporting and Disclosure under the Employee Refirement Income Security Act of 1974.

See report of independent auditors on page 1.
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THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

SCHEDULE H, PART iV LINE 4i : SCHEDULE OF ASSETS (HELD AT END OF YEAR)
(UNAUDITED)
DECEMBER 31, 2009

EIN: 34-4429514

PN: 001
@ {b) (c} {d) (e)
Identity of issue, borrower Description of investment including maturity date,
lessor or similar party rate of interest, collateral, par or maturity value Cost Value
Fixed annuities
+ Annuity Investors Life Insurance Company Fixed Accumulation Fund - $ 5,828,588

* Annuity Investors Life Insurance Company

Pooled Separate Acceunts:
Dreyfus Dreyfus Variable Investment Fund i 250,000
Dreyfus Dreyfus-Stock Index " 494,392
Dreyfus Dreyfus Growth and Income- IS " 299,210
AlM AIM-Capital Development-| . 135,284
Janus Aspen Janus Aspen Series Worldwide Growth Portiolio - 131,993
Janus Aspen Janus Enterprise " 59,132
§ 7.198,699

* Pary in Interest

** The above supplemental schedule that accompanies the Plan's financial statements does not disclose the hislorical cast of certain
nonparticipant directed plan assets held by the Plan custodian. Disclosure of this information is required by the Department of Labar's
Rules and Reguiations for reporting and Disclosure under the Employee Refirement Income Security Act of 1974,

See report of independent auditors on page 1.
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SCHEDULE SB Single-Employer Defined Benefit Plan OMS No. 1210-0110
(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 7 i i . B .
Employee Benefits Security Administration Retirement Incomelﬁtee ?l:]T;IYRi:%te?LLQggJEELS(;A&O&IS:)SECtlon 6059 of the This For ﬂ! 'Ss gg;?onnto Public
Pension Benefit Guaranty Corporation P
» 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
lan numb

VAN WERT COUNTY HOSPITAL ASSOCIATION PENSION PLAN

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)

VAN WERT COUNTY HOSPITAL ASSOCIATION 34-4429514

E Type of plan: El Single |:| Multiple-A |:| Multiple-B F Prior year plan size: |:| 100 or fewer @ 101-500 D More than 500

Basic Information

1  Enter the valuation date: Month 1 Day 1 Year 2009
2  Assets:
@ MAIKEE VAIUS .c...ceeeeee ettt ettt s s et s e bt e e sttt eeeeeete e e eeneeneeeseeneeesenmesatearenessesesesesenasseasans 2a 6,805,708
B ACHUAIHAI VAIUE......c..coiviiteeecteeeeeee et er e et bes e e eee s e neme et oe et ene s eeeeeeseeeess e serseeeeee 2b 6,805,708
3 Funding target/participant count breakdown (1) Number of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment............ 3a 3 26,831
b For terminated vested participants ............oceeeeeeeeerseesersessesesereeenens 3b 143 2,317,029
C  For active participants: ' ‘ /
(1) NoN-vested BENEfits.......c..civevevereeceeeeeee s s s eeeeseerenns 0
(2) Vested benefits.....cciiiiiicc e - ‘ . _ 3,285,399
(3)  TOtAl ACHVE c.v.cvveererseereesest ettt 3c(3) 134 3,285,399
L T U OO 3d 280 5,629,259
4 Ifthe plan is at-risk, check the box and complete items () @Nd (D) .....oerveeerereereeereererereeseeenens |:|
a Funding target disregarding prescribed at-risk assUMPHONS .........ocvviiiieeeeiie s e e eeeanens 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been 4b

at-risk for fewer than five consecutive years and disregarding loading factor.............c.ccooeeveeeveveeereeererieeenn.
5  Effective interest rate 5 6.57 %
B TAFGEt NOMMAI COSt.....roueeueverrreesceiee et eeeee e ee et se et s et sees e se e et seteesseeen et sesaseseaee e ssee o tesses s se s s s e seees e eess e 6 35,000
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.

M o‘fﬁ@é@ 09/28/2010
P

Signature of actuary Date
Sondra L. Heeter 08-00997
Type or print name of actuary Most recent enrollment number
McCready & Keene, Inc. (317)849-4333
, Firm na Telephone number (including area code
7941 Castleway Drive P.O. Box g]8460 P ( 9 )
Indianapolis IN 46250-0460
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
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Page 2] |

Beginning of year carryover and prefunding balances

(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (Item 13 from prior
WEAT) 1reiuiitireeeit it st st e et et ia e et et et ettt eteneen e te e aseen b e e e e e es e be et arensaannsereetentesteeteetrabanm 2,723,164 0
8 Portion used to offset prior year's funding requirement (ltem 35 from prior year) 0 0
9 Amount remaining (Item 7 MiNuS EM 8)...........eceecmerimrerersissirecssisiseseeeeseseeeree e 2,723,164
10 Interest on item 9 using prior year's actual return of _ {7 - 19) 9% i, (195,753)

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

a Excess contributions (ltem 38 from prior year)

328,730

b Interest on (a) using prior year's effective rate of ___©-22 % ..., 20,447
C Total available at beginning of current plan year to add to prefunding balance ..... 349,177
d Portion of (c) to be added to prefunding balanCe. ...........ccvcvvereeereesereeerseseseeens 0
12 Reduction in balances due to elections or deemed elections...........coueeereeeeecereeienns 0 0
13 Bal 2,527,411 0
................................................................................................................................................................ 14 76.00 %
15  Adjusted Funding target AtAINMENT PEICENTAGE ........c.c.cveveeeieereeseesssesessssesesseee s e sssssessseeseesessseseseeesssseeeessesenseeseeeseesesesnesseessessasesesesens 15 | 119.61 %

16

Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce
current year's funding requirement

16 | 124.89 %

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage

17 %

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
04/14/2009 100,000
12/31/2009 250,000
01/29/2010 250,000

Totals » 18(b) 600, 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 minimum required contribution from prior years. ......ccuvvivvineececvnseenens 19a 0
b Contributions made to avoid restrictions adjusted to vValuation date ............cccvveeerreeersererseeseeseeeeenes 19b 0

€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date.................... 19¢

20

a Did the plan have a "funding shortfall” for the Prior YEAI? ......ccevirieciririerie s ste sttt e e s e stasbesrennan

b If 20a is "Yes," were required quarterly installments for the current year made in a imely Manner? ........ooeeeeeeeereveenn.

Quarterly contributions and liquidity shortfalls:

C If 20a 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) ard

(4) 4th




Schedule SB (Form 5500) 2009 Page 3

Assumptions used to determine funding target and target normal cost

21 Discount rate:
a Segment rates: 15$t ;ezgmen;) 26n d Zzgmen(;:) 36rd zzgmen;) D N/A, full yield curve used
D Applicable MONtR (EMEEF COUR) .........cveveeeeceeeeeee oo eeee s ettt se s s eneesseseeeser e eeneanene 21b 0
22 Weighted average rEtirBMENt g ..........c.cc.eeecuerueeereeeeeeereessisisessesesesesssssessessesseessesesssessenesssesasssssssessessessesssessennes 22 65
23 Mortality table(s) (see instructions) gl Prescribed - combined D Prescribed - separate D Substitute
. 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
BHACKIMIENT. ... e s eea e s se s eae R e s e e ehese s Eaea e A b e b e 1E et £ E e b ekt e ee At e A e st e et A e b nE £ e bass et et e anebase et etanseeenenenearann |:| Yes IE No
25 Has a method change been made for the current plan year? If "Yes," see instructions regarding required attachment. ........oo.oeeeeeeeeeeesreneenn. [ﬂ Yes g No
26 |s the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment.......................... @ Yes : No
27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27
1egarding @tACKMENT. .......c.ov ittt re s e reetse st r e s tae bt et et aneaseeseaneneeneese st eeabentansenssennneseenns
I |Reconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contribution fOr all PrOr YEATS ............c.cucuieeercreetsice et eee s seseseseesseeseesseseseas e ssseens 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
LCLE=T LIRS T O PO OO OO 0
....................................... 30 0
................................................................................ | 31 35,000
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment ...........ccccovrveiiiinnnre e
b Waiver amortization INSAIMENt ........ .o vvevveoueeeeeieeees e eees s e eeeeseenesees 0
33 ‘If a waiver has been approved for this plan year, enter the date of the rL_JIing letter granting the approval 33
(Month Day Year ) and the waived amount ..........cccoveecivneiiieeeeeen
34 Total funding requirement before reflecting carryover/prefunding balaﬁces (item 31 + item 32a + item 32b - 34
TEEIM 33ttt et bbb RS bR SR bbb s 35,000
Carryover balance Prefunding balance Total balance
35 Balances used to offset funding requirement ........ 0 0
36 Additional cash requirement (item 34 MINUS HEM 35)............cooviureeeieeieeesiesesseesesess e e seessessesssssesesesssseseesseseesenes 36 35,000
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37
(M OG-ttt ettt eaaeAe b e s A e sa e e R seee e s 4 et ek e et e s e st ses e et ek ens et ebnasebebetesesbe s et enenan 566,294
38 Interest-adjusted excess contributions for current year (SEe INSIIUCHONS)........uiwuireeeeeeeeereereeeseeseeseeseeseeeseeseeeeeses 38 531,294
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37) e 39 0
40 Unpaid minimum required CONtHDULION fOr All YEAS ....ueveieeoeeceeeeeeeoeeeeeeee e eeeeeeesee et eeeeneeeeseeeses s eeneeneseas 40 0




THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

SCHEDULE H, PART IV LINE 4i : SCHEDULE OF ASSETS (HELD AT END OF YEAR)
(UNAUDITED)
DECEMBER 31, 2009

EIN: 34-4429514

PN: 001
@) (b} (c) ) (e)
ldentity of issue, borrower Description of investment including maturity date,
lessor or similar party rate of interest, collateral, par or maturity value Cost Value
Fixed annities
* Annuity Investars Life Insurance Company Fixed Accumulation Fund " $ 5,828,688

* Annuiy Investors Life Insurance Company

Pocled Separate Accounts:

Dreyfus Dreyius Variable Investment Fund - 250,000
Dreyfus Dreyfus-Stock Index . 494,392
Dreyfs Dreyius Growth and Income- (S " 299,210
AlM AIM-Capital Development-l = 135,284
Janus Aspen Janus Aspen Series Worldwide Growth Portfolio " 131,993
Janus Aspen Janus Enterprise " 50,132

§ 7198699
* Party in Interest

** The above supplemental schedule that accompanies the Plan's financial statements daes not disclose the historical cost of cerfain
nonparticipant directed plan assets held by the Plan custodian. Disclosure of this information is required by the Department of Labor's
Rutes and Regutations for regorting and Disclosure under the Employee Refirement Income Security Act of 1974.

See report of independent auditors on page 1.
11



THE VAN WERT COUNTY HOSPITAL ASSOCIATION
PENSION PLAN

SCHEDULE H, PART IV LINE 4i : SCHEDULE OF ASSETS (HELD AT END OF YEAR)
(UNAUDITED)
DECEMBER 31, 2009

EIN: 34-4429514

PN: 001
(a) (b) (c} {d) (e)
Identity of issue, barrower Description of investment including maturity date,
lessor or similar party rate of interest, collateral, par or maturity value Cost Vaiue
Fixed annuities
* Annuity Investors Life Insurance Company Fixed Accumulation Fund " $ 5,828,688

* Annuity Investors Life Insurance Company

Pooled Separate Acceunts:
Dreylus Dreyfus Variable Investment Fund - 250,000
Dreylus Dreyfus-Stock Index " 494,392
Dreyfus Dreyfus Growth and Income- IS - 299,210
AlM AIM-Capital Development-| - 135,284
Janus Aspen Janus Aspen Series Worldwide Growth Portiolio - 131,993
Janus Aspen Janus Enterprise " 50132
$ 7198699

* Party in Inferest

** The above supplemental schedule that accompanies the Plan's financial statements does not disclose the historical cost of cartain
nonparticipant directed plan assets held by the Plan custodian. Disclasure of this information is required by the Department of Labor's
Rules and Reguifations for reporting and Cisclosure under the Employea Refirement Income Security Act of 1974,

See report of independent auditors on page 1.
11
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