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 001
GREATER CLEVELAND HOSPITAL ASSOCIATION - GREATER CLEVELAND HOSPITAL ASSOCIATION RETIREMENT number (PN) »
PLAN 1c Effective date of plan
01/01/1970
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)
HEALTHCOMP, INC. 34-1607331
2C Sponsor's telephone
number

216-696-6900

1226 HURON ROAD EAST -
CLEVELAND, OH 44115 2d Business code (see
instructions)

813000

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 WILLIAM RYAN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
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”)
HEALTHCOMP, INC.

3b Administrator's EIN
34-1607331

1226 HURON ROAD EAST
CLEVELAND, OH 44115

3C Administrator’s telephone
number
216-696-6900

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 85
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 35
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 39
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 80
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 4
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 84
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 9
Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) .......| 7

8a

1A 1D 1G 3D

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)
(3) SB (Single-Employer Defined Benefit Plan Actuarial (5) X D (DFE/Participating Plan Information)

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




SCHEDULE SB Single-Employer Defined Benefit Plan OMB 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 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 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
GREATER CLEVELAND HOSPITAL ASSOCIATION - GREATER CLEVELAND HOSPITAL 001
ASSOCIATION RETIREMENT PLAN plan number (PN) »
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
HEALTHCOMP, INC.
34-1607331
E Typeofplan: [X] Single [ ]| Multiple-A [ ] Multiple-B F Prior year plan size: [X| 100 or fewer [ | 101500 [ | 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 2976676
D AGHUANAI VAIUE ... 2b 3274343
3 Funding target/participant count breakdown (1) Number of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment............ 3a 10 1423285
b For terminated vested participants ...............ccccco.overeverererereesnenenn, 3b 39 968597
C  For active participants:
0
1354437
36 1354437
O TOMAl e 3d 85 3746319
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 6.60 %
6 Target normal cost 6 0

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 04/13/2011
Signature of actuary Date
FRANK T. VEDEGYS, FSA, EA 11-04752
Type or print name of actuary Most recent enrollment number
CBIZ BENEFITS & INSURANCE, INC. 216-447-9000
Firm name Telephone number (including area code)

6050 OAK TREE BLVD.
SUITE 500
CLEVELAND, OH 44131

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 2000630 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 2000630 0
10 Interest on item 9 using prior year's actual return of 163604 .o -327303
11 Prior year's excess contributions to be added to prefunding balance:
a Excess contributions (Item 38 from Prior YEar) ..........ocoo.ovveveeieeeeereeeresresesrenenn) 307740
b Interest on (a) using prior year's effective rate of 6.07 0f o) 18680
C Total available at beginning of current plan year to add to prefunding balance ........... 326420
d Portion of (c) to be added to prefunding balance.............c..cccevvverecrereeerecenen) 326420
12 Reduction in balances due to elections or deemed elections 1673327 49132
13 Balance at beginning of current year (item 9 + item 10 + item 11d — item 12) ...........] 0 277288
Part Ill Funding percentages
14 Funding target ttaiNMENt PEICENTAGE .............ovveeeeeeeeeeeeseeeseseeeseseeeesseesesesessssesssssesesesese s s esesess s s sseesssesessssses s sesssssssssssessssssssesessesessesssseand 14 80.00 oo
15 Adjusted funding target attaiNMENt PEICENTATE ............oeveeieeeeeesreeeeseeseeseesesesesseseeessesessesessssssesseseesesesssns st ensseessesesensetesseestensneesesasanenens 15 80.00 o
16 Prior year's ’funding percen‘tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16 99.60 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
06/30/2010 400000 0

Totals » | 18(b) 400000 | 18(c)
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 377079

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 5.63 0 6.65 04 6.72 o |:| N/A, full yield curve used

b Applicable MONth (ENEEF COUEY ..........cvveeeeeeeeeeee e e ettt enen et en s enee et en s e saeees 21b 0
22 Weighted average FetirEMENT AQE .........c.ccereeeeeeeeeeeeeeeeeeeeeeseeeteeeteeesee e esee et e e e ees e e e s esesesees e s eanaeseanseneneneseenaenene 22 61
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

oL £= Tt 0] 0 01T o PP PRSP PPR PR 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

27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions

[=To 1o [T gl Je= Vi r= ol o0 01T o | SO SO UUUSOUSR PO 27
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€ INSTUCHONS).............cceuiveveeeiieeeeeeere et 31 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INSAMENT ...............ereeeeeeeeeeeeeeeeeeeeee e eeeee e 524485 88911
b Waiver amortization iNStallMENt ..............c.oooeuieeeeeeeeee e 0 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 88911
(1] T ) PO T T O T U TP TPV P PP TR UPRO
Carryover balance Prefunding balance Total balance
35 Balances used to offset funding requirement ........ 88911 88911
36 Additional cash requirement (item 34 MINUS IEM 35).........c.cvriueueieeeeeeeeeeeeeieseeereeeeee s s eeee et esenneneeeeessnas 36 0
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date
37 377079
(LT LI T T PO P PO PSP PURPUPPRPTO:
38 Interest-adjusted excess contributions for current year (SEe iNSUCHONS)...........covcevevereeeerceeeereeeeseseseeseesenennes 38 377079
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 D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2009

This Form is Open to Public

Inspection.
For calendar plan year 2009 or fiscal plan year beginning 07/01/2009 and ending 06/30/2010
A Name of plan B Three-digit
GREATER CLEVELAND HOSPITAL ASSOCIATION - GREATER CLEVELAND HOSPITAL | b > 001
ASSOCIATION RETIREMENT PLAN plan number (PN)

C Plan or DFE sponsor's name as shown on line 2a of Form 5500

HEALTHCOMP, INC.

34-1607331

D Employer Identification Number (EIN)

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

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

a Name of MTIA, CCT, PSA, or 103-12 IE: HEALTHCOMP, INC. GROUP TRUST

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

HEALTHCOMP, INC.

c emen seosoon |0 Sy o [© Coll el i s cor o o

a Name of MTIA, CCT, PSA, or 103-12 IE:

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_ PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_ PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_ PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_ PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_ PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_ PSA, or
code 103-12 IE at end of year (see instructions)

For Paperwork Reduction Act Notice and OMB Control Numbers,

see the instructions for Form 5500.

Schedule D (Form 5500) 2009
v.092308.1



Schedule D (Form 5500) 2009

Page 2-|1

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)




Schedule D (Form 5500) 2009 Page 3-|1

Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULE |
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information—Small Plan

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 07/01/2009 and ending 06/30/2010
A Name of plan _digi
p B  Three-digit 001

GREATER CLEVELAND HOSPITAL ASSOCIATION - GREATER CLEVELAND HOSPITAL

ASSOCIATION RETIREMENT PLAN

plan number (PN)

»

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

HEALTHCOMP, INC.

34-1607331

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 2976676 3459523
b Total plan Habilities.............ccvveveeerereeeeeeeeeeeeeee e 1b
Net plan assets (subtract line 1b from line 1a).......cccccccccvvvviveeiinnnnn, 1lc 2976676 3459523
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) 400000
(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 362602
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 762602
€ Benefits paid (including direct rollovers) ..........c.ccoevrienieniieeneennenn 2e 210297
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
| OthEr EXPENSES.........cveceveeeceeeeeseeeieeeese s es s sen s 2i 69458
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccceceiieennnn, 2j 279755
K Netincome (loss) (subtract line 2j from line 2d).........c..cccocevevrunn. ) 2k 482847
| 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 10000000
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
GREATER CLEVELAND HOSPITAL ASSOCIATION - GREATER CLEVELAND HOSPITAL ASSOCIATION plan number
RETIREMENT PLAN (PN) 3 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEALTHCOMP, INC.
34-1607331

‘ 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):

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

36-1561860

YA, o.oeeeeititete sttt ettt et s s a et bbbt et b et s A s A bbb s A AR b e e s h R bbb s ARt b bae s At et bt s At b bt s st b et s s s 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 N/A

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

Part Il

Amendments

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

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

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

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

Schedule R (Form 5500) 2009

v.092308.1



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

| 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):




Schedule SB, line 26 —
Schedule of Active Participant Data

Years of credited service:

<1,1-45-9| 10- | 15-| 20- | 25-|30-| 35- | > 40 | Total
14 19 24 29 | 34 39

Attained

Age

Under 25

25 t0 29

30 to 34

35to 39

W W N - O

40 to 44

DO IO 0|00

45 to 49 1

()

50 to 54

55 to 59

60 to 64

65 to 69

IO | |O | BN |WIN =IO

SO | W SN

70 & up

SO IOC0CICIC|ICIO IO |IC|IC
CIC|IOCICI0OIC|ICO|IC|IO |||
N O O = INNNO O I0 0o
B IOICIOI=IOINI=|OIC OO
W o0 |0 |I= IO OO |0
WO IO |- OO 0|0 |
S I0CICIC|ICICIC IO IO |IO |
SO0 QIO IO IO |00 |

hlo|lo|o|=|m

Total 36

-y
9]

The Greater Cleveland Hospital Association Retirement Plan
Plan Sponsor EIN: 34-1607331 Plan Number: 001




Schedule SB, line 32 —
Schedule of Amortization Bases

Years
Date Balance Remaining
Type of Base Established 7/1/2009 Payment 7/1/2009
Shortfall 7/1/2009 $524,485 88,911 7

Total $524,485 $88,911

The Greater Cleveland Hospital Association Retirement Plan
Plan Sponsor EIN: 34-1607331 Plan Number: 001



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

Age Qr Paa Qr x Paa Qr x Paa x Age
55 0.1 1.0000 0.1000 5.5000
56 0.05 0.9000 0.0450 2.5200
57 0.05 0.8550 0.0428 2.4368
58 0.05 0.8123 0.0406 2.3555
59 0.05 0.7716 0.0386 2.2763
60 0.1 0.7331 0.0733 4.3983
61 0.1 0.6598 0.0660 4.0245
62 0.25 0.5938 0.1484 9.2035
63 0.2 0.4453 0.0891 56112
64 0.2 0.3563 0.0713 4.5602
65 1 0.2850 0.2850 18.5258

1.00 61.41
avg ret age

The Greater Cleveland Hospital Association Retirement Plan
Plan Sponsor EIN: 34-1607331 Plan Number: 001




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

This plan was valued under the actuarial cost method known as “Unit Credit” using the
following assumptions:

1.

2.

Employees Excluded from Cost

Interest Rate

Expenses

Salary Scale

Retirement Rates

Mortality Rates

Disability Rates

Termination Rates

Employees hired after December 31, 2004

5.63% 1* Segment Rate

6.65% 2™ Segment Rate
6.72% 3™ Segment Rate
None
N/A
Rates are based on age as follows:
Age Rate
55 10%
56-59 5%
60-61 10%
62 25%
63-64 20%
65+ 100%

2009 Optional Small Plan Mortality Table

Rates are based on age and gender. Representative
rates are as follows:

Age Male Rate Female Rate
25 .03% .03%
35 .04% 07%
45 .16% 24%
55 .69% .64%

Age based rates. Illustrative rates below.

Age % Withdrawing

25 19.0%
35 14.2%
45 8.0%
55 0.0%

The Greater Cleveland Hospital Association Retirement Plan
Plan Sponsor EIN: 34-1607331 Plan Number: 001




10.

11.

12.

Schedule SB, Part V —

Statement of Actuarial Assumptions/Methods

Asset Valuation Method

Marriage

Form of Payment

Changes to Assumptions

The actuarial value of assets is determined by
defering 66.67% of the gain or loss from the prior
year and 33.33% of the gain or loss from the second
prior year. The gain or loss is calculated as the
difference of the expected market value of assets
and the actual market value of assets. The actuarial
value must be between 90% and 110% of the
market value.

85% of Actives assumed to be married. Females are
4 years younger than male spouses.

90% elect a lump sum and 10% elect a straight life
annuity.

The mortality table, interest rates and actuarial
value of assets were changed to comply with the
Pension Protection Act of 2006.

The Greater Cleveland Hospital Association Retirement Plan
Plan Sponsor EIN: 34-1607331 Plan Number: 001




Schedule SB, Part V —

Summary of Plan Provisions

1. Anniversary Date
2. Eligibility

3. Average Monthly Compensation

4. Eligibility of Benefits

a) Normal Retirement

b) Early Retirement

¢) Late Retirement

d) Deferred Vested

e) Disability

f) Spouse’s Pension

g) Death

July 1

Age 21 and one year of Credited Service. Any
employee who has not satisfied the -eligibility
requirements as of December 31, 2004, shall not
become a participant in the Plan.

The sum of a participant’s compensation during the
three highest consecutive completed calendar years
out of the last ten years prior to the date of

termination, divided by 36.

The first day of the month coinciding with or
immediately preceding the 65 birthday and 5 years
of participation.

The first day of the month coinciding with or
following age 55 and 5 years of participation.

A participant may remain in employment beyond
the Normal Retirement Date.

Five years of credited service. Each Participant in
active employment as of December 31, 2004, shall
become 100% in his accrued benefit determined as
of December 31, 2004.

Any age with 10 years of Credited Service upon
total and permanent disability.

Eligible for Deferred Vested Pension.

None except Spouse’s Pension.

The Greater Cleveland Hospital Association Retirement Plan
Plan Sponsor EIN: 34-1607331 Plan Number: 001




Schedule SB, Part V —
Summary of Plan Provisions

5. Benefit Amounts

a) Normal Retirement The greater of (i) and (ii) plus (iii) where

(1) 1.35% of Average Monthly Compensation plus
0.50% of Average Monthly Compensation in excess
of Social Security Covered Compensation for each
year of Benefit Service up to a maximum of 35 years.

(ii) $15.00 per month for each year of Benefit Service
up to a maximum of 35 years.

(iii) Accrued benefit under the plan provisions as of
December 31, 2003..

The accrued benefit was frozen effective December 31,
2004.

(b) Early Retirement A monthly pension for life commencing at Normal
Retirement Date equal to employee's accrued monthly
pension using his Credited Service and "Average Monthly
Compensation" as of early retirement date. Alternatively,
the employee may elect to have the monthly payments
commence earlier, reduced by the tabled early retirement
factors (ERF) below based on the age at benefit

commencement.
Age ERF
62 1.00
61 .900
60 811
59 732
58 .662
57 .599
56 543
55 493
¢) Late Retirement A monthly pension for life commencing at Late

Retirement Date, calculated as of the employee's
Normal Retirement and actuarially increased to Late
Retirement Date.

The Greater Cleveland Hospital Association Retirement Plan
Plan Sponsor EIN: 34-1607331 Plan Number: 001



Schedule SB, Part V —
Summary of Plan Provisions

5. Benefit Amounts (Continued)

d) Deferred Vested A monthly pension for life commencing at Normal
Retirement Date, equal to employee's accrued
monthly pension using his Credited Service and
"Average Monthly Compensation" as of the date of
termination. Alternatively if the credited service
requirement for early retirement was attained, the
employee may elect to have monthly payments
commence earlier, in an amount reduced as in

paragraph 5(b) above.

e) Disability A monthly pension for life commencing 5 months
following the Disability Date, equal to employee's
Accrued Benefit.

f)  Spouse's Pension Joint & 50% Survivor coverage is automatic for the

spouse of any vested participant regardless of age.
Benefit is payable after the later of (1) the
participant's death, or (2) the date the participant
would have reached the earliest permissible
retirement age.

g) Death Same as Spouse's Pension [5(f) above].

The Greater Cleveland Hospital Association Retirement Plan
Plan Sponsor EIN: 34-1607331 Plan Number: 001




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2009
Department of the Trea§ury
iniemal 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
Employee Benefits Securtty Administraton internal Revenue Code (the Code). lnspeé;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.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
plan number (PN) > 001
GCHA Retirement Plan
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
HealthComp, Inc. 34-1607331
E Type of plan: @ Single D Multiple-A D Multiple-B F Prior year plan size: @ 100 or fewer D 101-500 D More than 500
LPart I I Basic Information
1 Enter the valuation date: Month 7 Day 1 Year 2009
2  Assets:
@ MAIKEE VAU ...eveerieieer et s ess s besssesasear et stetssabeserasesaseassomtentasonsossassaesssnnsetassamtinsonss et 2a 2,976,676
B ACIIAHAI VAU .....oveeeeere et ceneta e v st s st e aaa sttt en e ma st ene s s ssmes et e e etr b bt e 2b 3,274,343
3 Funding farget/participant count breakdown {1) Number of participants (2} Funding Target I
a  For retired participants and beneficiaries receiving payment........... 3a 10 1,423,285
b For terminated vested PATtiCIPANTS .........cocovcveeieeienrinee s enseenesernanns 3b 39 968,597
C  For active participants: '
(1) NON-VEStEd DENETIES........rveie e st et ieeeeeecrems s eesenneneens 3c(1) 0
(2) Vested DENefiS........cco.ooeeviueiverir e vieae 3c(2) 1,354,437
{3)  TOMAI GCHVE .v.vueeeeeeceseeretns s ssense s eerm e s snasis e s sres 3¢(3) 36 1,354,437
A TOl ettt r et es st es s ee e se s et setasser e eneeen 85 3,746,319
4  Ifthe plan is at-risk, check the box and complete items (a) and (b) D
@ Funding target disregarding prescribed at-risk assumptions ... 4a
b Funging target reflectir)g at-risk assymptions. but Qisregarqing tran§ition rule for plans that have been 4b
at-risk for fewer than five consecutive years and disregarding loading factor..........c.coeeeveevieiiiioicinicncnns
5 EHECHVE INTEIESt FALE ........cvevoceeceecrecteiaecreteeeeeeee e eeaene et trstaes i esees e reasaes e sesssesenscasseseeeasnssesensnesnssenssseennensassmsras 5 6.60 %
B TGO NOMNAI COSt. it ooueieite ettt eeee oo ee e eee et eet oot eee e s eer e es e v en e ee s e vee e bn s s et [ 0

Statement by Enrolied 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 pian and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SN L =Towe A T Ucogt (5 LYzl

Signgﬁ of actbry Date

Frank T. Vedegys, FSA, EA 11-04752
Type or print name of actuary Most recent enroliment number

CBIZ Benefits & Insurance, Inc. (216)447-9000

Firm name Telephone number {including area code
6050 Oak Tree Blvd. P (including )
Suite 500
Cleveland ———OH 44131

Address of the firn

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 Paperwoﬁeduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SE-(?orm 5505') 2009

v.092308.1




Schedule SB (Form 5500) 2009

Page 24 |

l Part Il I Beginning of year carryover and prefunding balances

{a) Canryover balance {b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (litem 13 from prior
YBATY eeeeeevraescrveateataesesess asnsnssere saressenssersessatsssesnesessrsrsassasesssnssessasrarsarsatssssessereseasens . 2,000,630 0
8 Portion used to offset prior year's funding requirement (ltem 35 from prior year) 0 0
9  Amount remaining (item 7 minus item 8)................ erterre e ee et een e 2,000,630 0
10 interest on item 9 using prior year's actual retum of {16.36); . ... (327,303)
11 Prior year's excess contributions to be added to prefunding balance:
a Excess contributions (Item 38 from prior year) .......c.cceeeoecnrcvrrcee e eeeeenas 307,740
b Interest on (a) using prior year's effective rate of ___ 6. 07 o 18,680
C Total available at beginning of current plan year to add to prefunding balance .......... 326,420
d Portion of (c) to be added to prefunding balance.............cooo..oo.oouereveererveoeerenceene.. 326,420
12 Reduction in balances due to elections or deemed elections...............c.coovveecennn... 1,673,327 49,132
13 Balance at beginning of current year (item 9 + item 10 + item 11d - item 12) ........... 0 277,288
L Part lif I Funding percentages

14 Funding target atiainment percentage eeeeeverareseeaseressasanssests e tean R e s 4R AR ER R A48 £ e RR AR AR A4St RS Rt 14 80.00 %
15  Adjusted funding target attaiNMENE PEICENTAGE .................ovuieeeeeree e ioesse i sessseeess s senesssesssasesstssmsssaseasss s sansssssssesessos s ssssassassssaens 15 80.00 %
18 Prior year's funding percenjtage for purposes of determining whether carryover/prefunding balances may be used to reduce 16

CUITENt YEAr'S TUNING TEQUITBMENT.....c.......oivevieireiiieoceceeeeeeeeeee i eseeseeeetesete s cmsassss st emesetsasrseasesanssessassasebacossassaseeseasasssassssess et enresenenas 99.60 %
17 I the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage..........o...ocevereerenee. 17 %

PartIV | 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
06/03/2010 400,000 0

Totals » | 18(b) 400, 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 minmum required contribution from prior Years. .......ccevecvveveeinreeerenenseens 19a 0
b Contributions made to avoid restrictions adjusted t0 VAIUHON GAtE ...........eevecviveeeieivreresecsseiessesseeoreesessneeseeons 1%b 0
€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date.................... 19%¢ 377,079
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a "funding shortfall” for the Prior YEAI? ...t vta et sr et seve st se b sretessesnae e s mseseons @ Yes D No
b If 20a is "Yes," were required quarterly installments for the current year made in @ imely MANNEI7 ..o eeieeeecoeoeeecere e eeeese e @ Yes D No
C If 20a is “Yes," see instructions and complete the following table as applicable:
Liquidity shorifall as of end of Quarter of this plan year
(1) st (2) 2nd (3) 3rd (4) 4th
0 ] 0 0
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l PartV iAssumptions used to determine funding target and target normal cost
21 Discount rate:

a Segment rates: 15$f Zzgme“:/; 22"’ Zzgmer; 36(d ;ngen;; [JtwA. tul yield curve used

D ApplCable MONth (ENMBF COUR) .......o.e.evveerereerriecrieerrareere e ssgsrrasasaresesassssasssnese st ansessessenasssnaresensessssnsesensesed 21b
22 Weighted avVerage TEHIEMENt QE ..............ocuvverierrereerectesserisrsesseemsessessansirsiessessscsessessasssessssoseessnssrnsssesrasessens 22 61
23 Mortality table(s) (see instructions) @ Prescribed - combined D Prescribed - separate Substitute

l Part VI l Miscellaneous items
" 24 Hasa change been made in the non-prescribed actuarial assumptions for the current plan year? If "Yes," see instructions regarding required

AEACIITIENT. ..o e et ee e st ee s e e et e ae e e e er e ates e at e e s e et s s eeeseae s s as 2 sasnt e aseean s aas e s nneea s s et e aens senenee s anaeasntteeeen e neeateasanstneeevanenes ﬂ 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........c.cc.cocou...... @ Yes D No
27 Ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27

regarding @HAChMENT. .. ..ot eb sty en s
Part VI ]Reconciliation of unpaid minimum required contributions for prior years

28 Unpaid minimum required contribution TOr @ll PHOT YEATS ........ecuervueeieereeereeeese e s csssssessssensesasssvessesmsessessasbenaes 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(HBIM TOB).....cecvrimeieveteerteeeseereteareaeserrasesas s eeeasestessessassrsesesatstasasnssssasanesntanessssssssesatsssemtnnrassesesserserncsatasaseseronsorsaneas 0
30 Remaining amount of unpaid minimum required contributions (item 28 MINUS feM 29).......cccceeurreverrenreeesersieeranns 30
Part Viil fMinimum required contribution for current year
31 Target normal cost, adjusted, if applicable (S8€ INSIUCHONS)........c.co.evortrieuerneier e eesen e senssssrassesise e ses I 31 0 .
32 Amortization instaliments: Outstanding Balance Instaliment 1

a Net shortfall amortization installment ... e 524,485 88,911

b Waiver amontization inSEAIMENt. .........oovereeruiers et eceecvereesrisesesnessceneseannae -0 0
33 If a waiver has been approved for this plan year, enter thg date of the n.ﬂing_; letter granting the approval 33

(Month Day Year ) andthe waived amount ... 0
34 Total funding requirement before reflecting carryover/prefunding balances {item 31 + item 32a + item 32b - 34

FEBIM 33 i ciiteeieciriier e tre vttt e s ee e asens e e tee s e seraea s aae s rasaaasnasabat fsae s bane shate s i eeratad ss bR re et aa At e geeranees searene seseninsresaas 88,911

Carryover balance Prefunding balance Total balance

35 Balances used 1o offset funding requirement ........ 0 88,911 88,911
36 Additional cash requirement (iem 34 MINUS HEM 35)......c.co.cvcvecierieeiiriereeeeies et eevensssessenreass st sesasseasseensansace 36 0
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37

(HEIM 1OC) ettt e s st sh et st e nnt sttt nen SO UV ONPRUUU ST 377,079
38 Interest-adjusted excess contributions for current year (see instructions).. 38 377,079
39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37)......cccocoeeeune.t 39 0
40 Unpaid minimum required CONADULION fOF @l YEATS .......evuvvevieeerssveireeseeeterisssess s esses st ssseas tassaessssessarssssssssesensons 40 0




