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  07/01/2009 and ending  06/30/2010
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 002
HOME HEALTH RESOURCES, INC., PENSION PLAN number (PN) »
1c Effective date of plan
07/01/1998
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)
LEXINGTON TWO, INC. DBA HOME HEALTH RESOURCES, INC. 25-1555689
2C Sponsor's telephone
number

814-941-1619

1216 PLEASANT VALLEY BLVD. -
ALTOONA, PA 16602 2d Business code (see
instructions)

621610

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. 04/14/2011 JOSEPH FROMKNECHT
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 04/14/2011 JOSEPH FROMKNECHT
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”)
LEXINGTON TWO, INC. DBA HOME HEALTH RESOURCES, INC.

3b Administrator's EIN
25-1555689

1216 PLEASANT VALLEY BLVD.
ALTOONA, PA 16602

3C Administrator’s telephone
number
814-941-1619

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
Total number of participants at the beginning of the plan year 5 70
Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢c, 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 65
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b 6
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C 6
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 77
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 1
Total, AT lINES BU ANA BE...........eeveeeeeceeeeeeeee ettt e ettt n e ee et es et e e e e et eees s e e s st e e e e st es s s esnentesesesaeenaesenensneneneneeens 6f 78
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 2
Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) .......| 7

8a

1A 1G 3H

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

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

the instructions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance (1) Insurance
2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) X|  Trust 3) X Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) X| R (Retirement Plan Information) 1) H (Financial Information)
2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) X | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) ___ A (Insurance Information)
actuary 4) C (Service Provider Information)
©) SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




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

Department of the Treasury

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

Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). InspecF;ion
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2009 or fiscal plan year beginning 07/01/2009 and ending 06/30/2010

» 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
HOME HEALTH RESOURCES, INC., PENSION PLAN plan number (PN) > 002
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
LEXINGTON TWO, INC. DBA HOME HEALTH RESOURCES, INC.
25-1555689
E Typeofplan: [X] Single [ ]| Multiple-A [ ] Multiple-B F Prior year plan size: | | 100 or fewer [ | 101500 [X| More than 500
Part | | Basic Information
1 Enter the valuation date: Month _07 Day _ 01 Year 2009
2  Assets:
@ MAIKEE VAIUE ...t ettt ettt b bbbttt b bbbt en 2a 769944
D AGHUANAI VAIUE ... 2b 846938
3 Funding target/participant count breakdown (1) Number of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment............ 3a 5 111418
b For terminated vested participants ...............ccccco.overeverererereesnenenn, 3b 8 109790
C  For active participants:
17221
547955
42 565176
o TR o oo 3d 55 786384
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 7.67 %
6 Target normal cost 6 94897

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 03/08/2011
Signature of actuary Date
JON KETZNER FCA MAAA 08-01826
Type or print name of actuary Most recent enrollment number
CBIZ BENEFITS AND INSURANCE SERVICE 301-777-1500
Firm name Telephone number (including area code)

44 BALTIMORE STREET
CUMBERLAND, MD 21502

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2009

v.092308.1



Schedule SB (Form 5500) 2009

Page 2-|1

‘ Part Il ‘ Beginning of year carryover and prefunding balances

(a) Carryover balance (b) Prefunding balance

7 Balance at beginning of prior year after applicable adjustments (Item 13 from prior

D LCE: L PSP PUPPPPPPPRPN 13259 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 13259 0
10 Interest on item 9 using prior year's actual return of 121306 ] -1608
11 Prior year's excess contributions to be added to prefunding balance:

a Excess contributions (Item 38 from Prior YEar) ..........ocoo.ovveveeieeeeereeeresresesrenenn) 71

b Interest on (a) using prior year's effective rate of 6.130f i) 4

C Total available at beginning of current plan year to add to prefunding balance ........... 75
d Portion of (c) to be added to prefunding BAIANCE ..........c..evevrvereeeeeeeeereeeeseereeean) 75
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)............] 11651 75
Part Ill Funding percentages
14 Funding target ttaiNMENt PEICENTAGE .............ovveeeeeeeeeeeeseeeseseeeseseeeesseesesesessssesssssesesesese s s esesess s s sseesssesessssses s sesssssssssssessssssssesessesessesssseand 14 106.20 o
15 Adjusted funding target attaiNMENt PEICENTATE ............oeveeieeeeeesreeeeseeseeseesesesesseseeessesessesessssssesseseesesesssns st ensseessesesensetesseestensneesesasanenens 15 107.70 o
16 Prior year's ’funding percen‘tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16 92.79 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
03/07/2011 55000

Totals » | 18(b) 55000 | 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 46921

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 D Yes 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: N .
% % % 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 4
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. ................................ E Yes D No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment.......................... E Yes D No
27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27
[=To 1o [T gl Je= Vi r= ol o0 01T o | SO SO UUUSOUSR PO
Part VII |Reconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contribution for @ll PrIOT YEAIS ............c.ceeieeeeieeeeeeeee et en e 28 0
29 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 46068
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 46068
[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 46068
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date
37 46921
(LT LI T T PO P PO PSP PURPUPPRPTO:
38 Interest-adjusted excess contributions for current year (SEe iNSUCHONS)...........covcevevereeeerceeeereeeeseseseeseesenennes 38 853
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 | Financial Information—Small Plan

(Form 5500)

Department of the Treasury

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

Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Department of Labor
Employee Benefits Security Administration

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 07/01/2009 and ending 06/30/2010
A Name of plan _digi
p B  Three-digit 002

HOME HEALTH RESOURCES, INC., PENSION PLAN

plan number (PN)

»

C Plan sponsor’s name as shown on line 2a of Form 5500
LEXINGTON TWO, INC. DBA HOME HEALTH RESOURCES, INC.

25-1555689

D Employer Identification Number (EIN)

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule I if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar

benefit at a future date. 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.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS........cveeeiveeeieeeieecieee ettt la 774805 896454
b Total plan Habilities.............ccvveveeerereeeeeeeeeeeeeee e 1b
Net plan assets (subtract line 1b from line 1a).......cccccccccvvvviveeiinnnnn, 1lc 774805 896454
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS ..ot en e 2a(1) 55000
(2)  PartiCiPantS.........ccueeiiiiieeiiiee et 2a(2)
(3) Others (including rollOVErs) ..........cceveiiieeiiiieeieeeeee e 2a(3)
b Noncash contributions...............ccco.oveveicueveceeeeeeeeee e 2b
€ OthEr INCOME ... cuveiviiieeieie ettt 2c 84551
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 139551
€ Benefits paid (including direct rollovers) ..........c.ccoevrienieniieeneennenn 2e 13509
f Corrective distributions (see iNStrUCHONS) ...........ccevveverreveererrrirnenen, 2f
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29
h Administrative service providers (salaries, fees, and commissions).| 2h 4393
| OthEr EXPENSES.........cveceveeeceeeeeseeeieeeese s es s sen s 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccceceiieennnn, 2j 17902
K Netincome (loss) (subtract line 2j from line 2d).........c..cccocevevrunn. ) 2k 121649
| Transfers to (from) the plan (see iNStructions) ..............cceeecvcueenen. 2
3 Specific Assets: If the plan held assets at anytime during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a line-
by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a  Partnership/joint VENTUre INTEreStS.........ooiuiiiiiiiii i 3a X
D EMPIOYEr QA1 PrOPEIY ........vievviceeeeeees et en st ne st nanees 3b X
C Real estate (other than employer real PrOPerty) .......ccccovirvieiieriiieiiesee e 3c X
O EMPIOYEE SECUMLES ........veoee oot 3d X
€ PartiCIPANT IOBNS. ... ittt ettt e bbb e e baee s 3e X

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

Schedule | (Form 5500) 2009
v.092308.1



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

Yes No Amount
3f  Loans (0ther than to PAMICIDANES) ......c.vrvevieeriieeiesieesseseseessesseseesssessseesessssssessensssenssseseestensssanessenessenens 3f X
g Tangible personal ProOPErtY ..o 3g X
| Part Il lCompIiance Questions
4 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.)........cccccecveveennene 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the
participant’s aCCOUNE DAIANCE. .........oiiiiiiiii ettt 4b X
C Were any leases to which the plan was a party in default or classified during the year as
(U g ToTo] | =Tor 1 o] [P PRUPRN ac X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON TINE ALY ...iuiiuiieiitietieteiee ettt ettt ettt sttt et ettt et e b e st ebeebeste st e ssessesesbe st e b esses et enseseabeabennens 4d X
€ Was the plan covered by a fidelity BONA? ............ovvovverieeeeeeeeeeeeesees e eeeees s seee e eee s 4e | X 100000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
FrAUd OF QISNONESTY? ...ttt ettt et et e et e e beete et e eteensesaeebesneessesaeessearis Af 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? .........ccccevcieeiiieeeieiee e e e s naea e 49 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? ..........cccoeeviieeeiieeiniee e 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnership/joint VENUIe INTEIEST?.......cueii it 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control 0f the PBGC? ...........coceveuieceeeeeeeeeeeeeseeeeessesesee s s sesesaese e snen 4 X
K  Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA) under 29 CFR 2520.104-467? If “No,” attach an IQPA’s report or 2520.104-50 X
statement. (See instructions on waiver eligibility and conditions.) ...........cccoeeeennieinniicec e 4k
| Has the plan failed to provide any benefit when due under the plan? ............cccccoeveveeericereererecnans 4| X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) ¢ttt et e R e R r e et en e 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 ........ccoviiieeiiiienniiieeniieeeae 4n

5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?

5b

If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cc.cco......

DYes

No Amount:

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 07/01/2009 and ending 06/30/2010
A Name of plan B Three-digit
HOME HEALTH RESOURCES, INC., PENSION PLAN plan number
(PN) » 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LEXINGTON TWO, INC. DBA HOME HEALTH RESOURCES, INC.
25-1555689
‘ Part | ‘ Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the
INISITUCTIONS ... ettt ettt ettt ettt e ettt s et eseese e b e s be st e st eseeRe b et et e s esees e ebeea e s s en s ese et eseebeeb et enseneeteetesaeseesseneanearens 1 0

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

EIN(s): 16-0538020
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 0
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 Yes D No D 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. Schedule R (Form 5500) 2009

v.092308.1
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

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

ts
(2) Base unit measure:D Hourly |j Weekly Unit of production D Other (specify):




Schedule R (Form 5500) 2009 Page 3

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):




SB Actuary Signatute

SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2009
Departrent of the Trea§ury
Internal Revenue Service This schedule is required to be filed under section 104 of the Employee
Departmentof Labor Retirement Income Security Act of 1974 (ERISA} and section 6059 of the This Form is Open to Public
Employes Benefits Security Administration Internal Revenue Code (the Code). Inspec‘:ion
Fensicn Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2009 or fiscal plan year beginning 07/01/2009 and ending 06/30/2010

» Round off amounts to nearest dollar.
} Caution: A penalty of $1,000 will be assessed for fate filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
plan number (PN) 4 002
Home Health Resources, Inc. Pension Plan Ll T R
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Lexington Two, Inc. dba Home Health Resources, Inc. 25-1555689

: F Prior year plan size: |:| 100 or fewer D 101-500 Ig More than 500

E Typeofplan: [%| Single D Mulfiple-A |:| Multiple-B

Basic Information

1 Enter the valuation date: Month 7 Day 1 Year__2009
2 Assels: ST
B MBIKEE VBIUE .o...eceeieeeseccersiestssere e eeevese s mse e se e anen s s eeasesssseearessasssess s snesaesneassanense s ssensanrssesssnsssasnssesornesorenveneree] B8 769,944
D ACKUBIIRI VAIIE ..ot enna et e ettt ene e et ess s vessnne] | SED 846,938
3  Funding target/participant count breakdown {1} Number of participants {2) Funding Target
a  For refired participants and beneficiaries receiving payment ........... 3a : 5 111,418
b Forterminated vested participanits ...c.....co.oeeeeveriernnsnreienresivenenn] 9B 8 109,790
C For active participants: e ' s
{1) Non-vested benefits..............ccoueroeene 17,221
(2) Vested benefits..........oo e 547,955
(3} TOtal BCHVE .o e 365,176
Lo B 1 OO OO 786,384
4  ifthe plan is at-risk, check the box and complete items () 8N (B) .......c.correreerrocrscrrcrr] ] S
a Funding target disregarding prescribed at-risk assumplions ... 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 kading factor
B EMfectiVe INMEIESE TR ....co.ceceeceeeee ettt ee e eaee e st eas e s ss s st st sns s ssstaen st n st cas st nnnenins o] D) 7.67 %
B TArget NOMMAI COSE. ... it iceis ettt sm s ess st b nressas s bbb st bast e eee s et nennnionn] O 94,897

Staternent 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. I my opinion, each other assumption is reasonable (takmg into account the experience of the plan and reascnable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experjprte undex the plan

LM Y 03/08/2011 .

) Signaturg of a ry Date
Jon Ketzner FCA MAAA 08-01826
Type or printiname ¢f actuary Most recent enrollment number
CBIZ Benefits and Insurance |Serfice (301)777-1500
Telephone number (including ar d
44 Baltimore Street t ) _ P ( g area code)
Cumberland MD 21502
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedufe, check the box and see ) D
instructions .
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form §500 or 5500-SF. Schedule SB (Form 5500) 2009

v.092308.1
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Schedule SB (Form 5500) 2069

Page 2-[ |

lfl Beginning of year carryover and prefunding balances

& Did the plan have a "funding shortfall™ for the prior year?

b If 20a is "Yes,” were required quarterly Installments for the current vear made in a timely manner? ...........ccocoeeveevee

C if 20a is "Yes," see instructions and complete the following table as applicable:

(&) Carryover balance {b) Prefunding balance
7 Balance at beglnmng of prior year after appllcab!e ad]ustments (tem 13 from prior

year) .. . . 13,258 0
8 Portion used to offset prior year‘s funding requirement (item 35 from prior year) 0
9 Amount remaining (Hem 7 MinUS EIM 8).... oo e, 13,259

10 Interest on item 9 using prior year's actual returnof {12.13)e . (1,608)
11 Prior year's excess contributions to be added to prefunding balance: S P S

8 Excess contributions (item 38 from prior year) ..o o 71

b Interest on (a) using prior years effective rate of 6.13 % o _ 4

C Total available at beginning of current plan year to add to prefunding balance .......... ; o SRR 75

d Portion of (c) to be added to prefunding baBRCE............ooooooeeooe ook 75

12 Reduction in balances due to elections or deemed elections..............cococvvevveveenene. 0

13 Balance at beginning of current year (item @ + item 10 + item 11d - item 12) ........... 11,651 75
Funding percentages

14 Funding target attainment PEIGRIEAGE .........cceeeeecrereesemsesesaseseesssss s eses s sesee e seeess e seseeeeseereeeee s e o] 48| 106,20 %

15 Adjusted funding target attainment percentage... 15 | 107.70 %

16 Prior year's funding percentage for purposes of determmsng whether carryoveriprefundmg balances may be used to reduce 16

current year's funding requirement ... 92.79 %

17 |fthe current value of the assets of the plan is less than 70 percent of the fundmg target, enter such percentage...........c...cccoveenn | 17 %
g | Contributions and liquidity shortfalls

18 Contributions made lo the plan for the plan year by em'ployer(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
03/07/2011 55,000 -

» | 18() 55,000] 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. ...........cocceecveveceveeee. 19@ 0
b Contributions made to avold restrictions adjusted to valuation date ... 19b -0
€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date....................| 19¢ 46,921
20 Quarterly confributions and liquidity shortfalls:

Liguidity shortfall as of end of Quarter of this plan year

(13_1st (2) 2nd

(3) 3rd

4y 4th




SB Actuary Signature
Schedule SB {(Form 5500} 2009 i Page 3

- Part:V { Assumptions used to determine funding target and target normal cost
21 Discount rate: '

: ent: 2nd se in 3rd t:
a Segment rates: 1st segm " gmen% r segmenD . E N/A, full yield curve used
b Applicable MONEh (BAEF COE) ...........c.ocevieeeeeeeeeee e oo ee e eeeeees e e eere s sessenssesessneeeneeeenene] 21D -4
22 Weighted average retreMENt BB ...........c..coooooremvitireeec oot esss s esssess et enbei e o] B2 65
23 Mortality table(s) (see instructions) 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

B OB e e e s ine e ea b eb et et s sttt se e e ses s b e mrmananeanan D Yes @ No
25 Has a method change been made for the current plan year? If "Yes,” see instructions regarding required attachment. B] Yes D No
26 Is the plan required to provide a Schedule of Active Participants? If "Yes,"” see instructions regarding required attachment............ovove.... @ Yes |:| No
27 |Ifthe plan is eligible for {and is using) alternative funding rules, enter applicable code and see instructions 27
regarding attachment..........cooovooiie e
Reconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contribUtion fOr all PHOE YEAIS ....v.vv e ecnst et oo e eesesneeenee e 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from.prior years 29
{item 19a) . e s
30 Remaining amount of unpaid minimum required contribufions (item 28 minus item 29)...........c.c .o reenen] S0 0
: 1IE:{ Minimum required contribution for current year
31 Target normal cost, adjusted, ifapplicable (see lnstructlons)l 3 46,068
32 Amortization instaliments: Outstanding Balance - instaliment
2 Net shortfall amortization instaliment..........cov v, 0
b Waiver amortization INtallment .............ccceveesreesssnes s seni ] ‘ 0 0
33 fa waiver has been approved for this plan year, enter the date of the n_zling letter grgnting the approval 33 '
(Month Day . Year } andthe waived amount ...
. 34 _Totaf funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b - 34
i BEEITE B3], et cirs e ese ettt ee et e st eats e b aets s eb e e A s £nan e e 2 e e AP AeA R stk mkan et easfean £ eae st eeneeneaseeatess Santn st e eneeereen st er e s nnnasen an 46, 068
; Carryover balance Prefunding balance Total balance
35 Balances used fo offset funding requirement ....... 0} 0 0
36 Additional cash requirement (fem 34 MINUS EM 35)......coriiiieooeceeeee e seese o] OO 46,068
37 Contributions allocated toward minimum required contribution for current year adjusted o valuation date 37
(BN TO0) et e n s e srr s s aes s sre sras e et s an e e e e b e S 44 etta e sehaeb s resnn e esenteemrme s st s ansmrnen 46,921
38 Interest-adjusted excess contributions for current year (see inStructions)..............coooo e vvvooeieeeeend 38 . ‘ 853
39 Unpald minimum required contribution for current year (excess, if any, of item 36 over item 37)...c.cvoeeeoo .. 39 0
40  Unpaid minimum recuired contribution foF all YEaS ... eeeerrecerinre oo eereeeeereneassssssessereessenroend 0 0




Schedule SB, line 22 - Description of Weighted Average Retirement Age

EIN: 25-1555689
PN: 002
Plan Name: Home Health Resoutces, Inc. Peasion Plan
Retirement Retirement Weighted
Age Rate Probability Age
65 1100.00% 1.00 65.00

Total 1.0000 65.00



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

EIN/PN: 25-1555689 / 002

Home Health Resources, Inc.

Pension Plan

Actuarial Report for the Plan Year Beginning July 1, 2009

Summary of Principal Actuarial Assumptions

Funding Method:

Actuarial Assumptions:

Traditional [}nit Credit

Pre-retirement for Retirement and Spousal Benefits:

Investment Return - Full Yield Curve rates (March 2009)

Sample Rates:

Mortality:
Turnover:
Salary Scale:

Retirement Age:

Year 1 4.62%
Year 5 6.67%
Year 15 7.59%
Year 25 7.76%

2009 Combined Static Mortakity
None
5.00%

Normal retirement age or attained age, if later

Post-retirement for Retirement Benefits:

Investment Return - Full Yield Curve rates (March 2009)

Sample Rates:

Mortality:

Valuation of Assets:

Assumed form of Payment:

Marital Assumptions:

Effective Rate of Interest:

Year 1 4.62%
Year 5 6.07%
Year 15 7.59%
Year 25 7.76%

2009 Combined Static Mortality
24 month average limited by 90%/110% corridor
Five-year certain and life annuity

85% of plan participants are married, and husbands are
four years older than their wives.

7.67%

13



Schedule SB, Part V - Statement of Plan Provisions

EIN/PN: 25-1555689 / 002

Home Health Resources, Inc.

Pension Plan

Actuarial Report for the Plan Year Beginning July 1, 2009

Summary of Principal Plan Provisions

Effective Date:
Plan Year:

Eligibility:
Minimum Age:

Entry Date:

Normal Retirement Age:

Normal Retirement Date:

Early Retirement Date:

Accrued Benefit:

Disability Benefit:

Year of Service:

Notmal Form of Benefit:

Compensation:

Vesting:

July 1, 1998

July 1 through June 30

None

Immediate entry at date of hire
65

The first day of the month coinciding with or next following the
participant's 65th birthday.

The first day of the month coinciding with or next following the
participant’s attainment of age 55 with five years of vesting service.

A benefit commencing at Normal Retirement Date equal to:
1.50% of average monthly compensation times years of accrual
service

Actuarial equivalent of vested accrued benefit payable at Normal
Retirement Date.

A year of accrual and vesting service is credited for each plan year
in which an employee completes at least 1,000 hours of service.

Years of service prior to January 1, 1998 are excluded for benefit
accrual purposes.

Five year certam and life annuity or actuarial equivalent joint and
50% spouse survivor annuity.

Total compensation, including overtime, flex benefit elections,
bonuses and commissions. Final benefits are based on the average
of the 60 highest consecutive months within the last 120 months
preceding the date of determination.

The plan provides for no vesting until the completion of five years
of service at which time the participant becomes 100% vested.
Also, full vesting 1s provided upon the attainment of age 65.

14



Schedule SB, Part V - Statement of Plan Provisions
EIN/PN: 25-1555689 / 002

Home Health Resources, Inc.
Pension Plan
Actuarial Report for the Plan Year Beginning July 1, 2009

Summary of Principal Plan Provisions

Other Benefits: Benefits are payable to or on behalf of married vested participants
who die prior to retirement, who become disabled and qualify for
total disability benefits under the Plan and who retire eatly upon
meeting the Plan's requirements for early retirement. Participants
who continue with the company after reaching their Normal
Retirement Age will generally accrue additional benefits.

15



Schedule SB, line 25 - Change in Method

EIN: 25-1555689
PN: 002 _
Plan Name: Home Health Resoutces, Inc. Pension Plan

As permitted by temporary regulations, the Plan's asset valuation method was changed from market
value to an actuarial value that is determined using a 24-month average of the expected market value
of assets (limited by the 90% / 110% corridot), and the Plan's interest rate assumption was changed
from segment rates to the full yield cutve.
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