
 

Form 5500 
 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security 

 Administration 

Pension Benefit Guaranty Corporation 

Annual Return/Report of Employee Benefit Plan 
This form is required to be filed for employee benefit plans under sections 104 

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and 
       sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 

 Complete all entries in accordance with 
the instructions to the Form 5500. 

OMB Nos. 1210-0110 
1210-0089 

 

2009 
 

This Form is Open to Public 
Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                         

A  This return/report is for:       X  a multiemployer plan;        X  a multiple-employer plan; or 

       X  a single-employer plan;        X  a DFE (specify)        _C_ 

   

B  This return/report is:       X  the first return/report;        X  the final return/report; 

       X  an amended return/report;        X  a short plan year return/report (less than 12 months). 

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  X 

D  Check box if filing under:                        X  Form 5558;             X  automatic extension;            X  the DFVC program; 
       X  special extension (enter description) ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Part II  Basic Plan Information—enter all requested information 
1b Three-digit plan 

number (PN)  001
1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  1c Effective date of plan 

YYYY-MM-DD 
2a  Plan sponsor’s name and address (employer, if for a single-employer plan) 
      (Address should include room or suite no.) 

2b Employer Identification 
Number (EIN) 
012345678 

2c Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB, ST 012345678901 
UK  

 

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, I declare that I 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. 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE SIGN 

HERE 
Signature of plan administrator Date Enter name of individual signing as plan administrator 
 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE SIGN 

HERE 
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 
 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 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 

  
 

  

BELL MEMORIAL HOSPITAL NON-UNION PENSION PLAN

906-486-4431

001

Filed with authorized/valid electronic signature.

622000

11/01/2009

11/01/1959

RUTH A SOLINSKI

901 LAKESHORE DRIVE
ISHPEMING, MI 49849-2151

10/31/2010

X

BELL MEMORIAL HOSPITAL

X

38-1394903

X

08/15/2011
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3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

3a Plan administrator’s name and address (if same as plan sponsor, enter “Same”) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB, ST 012345678901 
UK  

 

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 
the plan number from the last return/report: 

4b EIN 
012345678 

a Sponsor’s name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

4c PN 
012 

5 Total number of participants at the beginning of the plan year 5 123456789012
6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6c, and 6d).  
  
a Active participants..................................................................................................................................................................... 6a 123456789012
  
b Retired or separated participants receiving benefits................................................................................................................. 6b 123456789012
  
c Other retired or separated participants entitled to future benefits............................................................................................. 6c 123456789012
  
d Subtotal.  Add lines 6a, 6b, and 6c........................................................................................................................................... 6d 123456789012
  
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits................................................... 6e 123456789012
  
f Total.  Add lines 6d and 6e. ...................................................................................................................................................... 6f 123456789012
  
g Number of participants with account balances as of the end of the plan year (only defined contribution plans  

complete this item).................................................................................................................................................................... 6g 123456789012
  
h Number of participants that terminated employment during the plan year with accrued benefits that were  

less than 100% vested.............................................................................................................................................................. 6h 123456789012
7  Enter the total number of employers obligated to contribute  to the plan (only multiemployer plans complete this item) ........ 7  
8a  If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions: 

   1x   1x   1x   1x   1x   1x   1x   1xx  1xx  1xx 

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:  
         1x   1x   1x   1x   1x   1x   1x   1x   1xx  1xx 
 

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  X  Insurance (1)  X  Insurance 
(2)  X Code section 412(e)(3) insurance contracts (2)  X  Code section 412(e)(3) insurance contracts 
(3)  X Trust (3)  X  Trust 
(4)  X  General assets of the sponsor (4)  X  General assets of the sponsor 

10 Check 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 
(1)  X  R  (Retirement Plan Information) (1)  X H  (Financial Information) 

(2)  X  I   (Financial Information – Small Plan) 
(3)  X    ___ A  (Insurance Information) 

(2)  X  MB  (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary (4)  X  C  (Service Provider Information) 

(5)  X  D  (DFE/Participating Plan Information) (3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          
Information) - signed by the plan actuary (6)  X  G  (Financial Transaction Schedules) 

     
     
     

 

246

104

X

X

64

X

249

1A

38-1394903

1I

906-486-4431

1G

X

3

BELL MEMORIAL HOSPITAL

901 LAKESHORE DRIVE
ISHPEMING, MI 49849-2151

X

243

X

75

0



SCHEDULE SB 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Single-Employer Defined Benefit Plan 
Actuarial Information 

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

Retirement Income Security Act of 1974 (ERISA) and section 6059  of the 
Internal Revenue Code (the Code). 

 File as an attachment to Form 5500 or 5500-SF. 

OMB No. 1210-0110 

 

2009
 

This Form is Open to Public 
Inspection 

For calendar plan year 2009 or fiscal plan year beginning                                                                             and ending                                                        

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. 

B Three-digit 
plan number (PN)          001

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI   
C  Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

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

Part I   Basic Information  

3  Funding target/participant count breakdown (1) Number of participants (2) Funding Target 
 a For retired participants and beneficiaries receiving payment ............ 3a 12345678 -123456789012345

 b For terminated vested participants .................................................... 3b 12345678 -123456789012345

 c For active participants:  
  (1) Non-vested benefits................................................................... 3c(1)  -123456789012345

  (2) Vested benefits.......................................................................... 3c(2)  -123456789012345

  (3) Total active ................................................................................ 3c(3)  -123456789012345

 d Total................................................................................................... 3d 12345678 -123456789012345

4 If the plan is at-risk, check the box and complete items (a) and (b) ...........................................X  
a Funding target disregarding prescribed at-risk assumptions .......................................................................... 4a -123456789012345

b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been 
at-risk for fewer than five consecutive years and disregarding loading factor ................................................ 4b -123456789012345

5 Effective interest rate .............................................................................................................................................. 5 123.12%

6 Target normal cost.................................................................................................................................................. 6 -123456789012345

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    

Signature of actuary  Date 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  YYYY-MM-DD

Type or print name of actuary  Most recent enrollment number 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  1234567

Firm name  Telephone number (including area code) 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
UK  

1234567890

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 
instructions 

X 

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

1 Enter the valuation date:                     Month _________    Day _________    Year _________  

2 Assets:  
a Market value.................................................................................................................................................... 2a -123456789012345

b Actuarial value................................................................................................................................................. 2b -123456789012345

11

2606186

90

BELL MEMORIAL HOSPITAL NON-UNION PENSION PLAN

6339411

38-1394903

0

001

11/01/2009

11-06598

8276170

3427494

64

502-244-7828

10/31/2010

2009

6.73

3365904

01

BPS&M, LLC

95

61590

6973352

WESLEY J. WICKENHEISER, FSA,EA,MAAA

07/15/2011

249

11807 BRINLEY AVENUE, SUITE 101
LOUISVILLE, KY 40243-1090

BELL MEMORIAL HOSPITAL

X

2242490

X
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Part II   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 

year) ............................................................................................................................
-123456789012345 -123456789012345 

 8 Portion used to offset prior year’s funding requirement (Item 35 from prior year) -123456789012345 -123456789012345

 9 Amount remaining (Item 7 minus item 8)..................................................................... -123456789012345 -123456789012345

10 Interest on item 9 using prior year’s actual return of                   % ............................. -123456789012345 -123456789012345

11 Prior year’s excess contributions to be added to prefunding balance:   
 a Excess contributions (Item 38 from prior year) ......................................................  -123456789012345

 b Interest on (a) using prior year’s effective rate of                   % ............................  -123456789012345

 c Total available at beginning of current plan year to add to prefunding balance ...........  -123456789012345

 d Portion of (c) to be added to prefunding balance...................................................  -123456789012345

12 Reduction in balances due to elections or deemed elections...................................... -123456789012345 -123456789012345

13 Balance at beginning of current year (item 9 + item 10 + item 11d – item 12) ............ -123456789012345 -123456789012345

Part III   Funding percentages 
14 Funding target attainment percentage................................................................................................................................................................. 14 123.12%

15 Adjusted funding target attainment percentage...................................................................................................................................... 15 123.12%

16 Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 
current year’s funding requirement......................................................................................................................................................... 16 123.12%

17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............................... 17 123.12%

Part IV   Contributions and liquidity shortfalls 
18 Contributions made to the plan for the plan year by employer(s) and employees: 

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234 YYYY-MM-DD 12345678901234 123456789012345-

YYYY-MM-DD 12345678901234 12345678901234    

 Totals  ►  18(b)  18(c) 

Liquidity shortfall as of end of Quarter of this plan year 
(1)   1st (2) 2nd (3) 3rd (4) 4th 

-123456789012345 -123456789012345 -123456789012345 -123456789012345 
 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

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........................................ 19a -123456789012345

 b  Contributions made to avoid restrictions adjusted to valuation date ...................................................................... 19b -123456789012345

 c Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c -123456789012345

20 Quarterly contributions and liquidity shortfalls:  

 a Did the plan have a “funding shortfall” for the prior year? .............................................................................................................................X Yes X No 

 b If 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? ...........................................................X Yes X No 

 c If 20a is “Yes,” see instructions and complete the following table as applicable:  

1

0

0

0 0

0

X

0

15.02

94.77

31814

211813

0

81.31

0

0

0

8.12

0

0

0

0

0

X

0

81.31

0

0

243627

0

0

0

211813
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Part V Assumptions used to determine funding target and target normal cost 
21 Discount rate: 

 a Segment rates: 1st segment: 
123.12_% 

2nd segment: 
123.12_% 

3rd segment: 
123.12 % X N/A, full yield curve used 

 b Applicable month (enter code) .......................................................................................................................... 21b 1

22 Weighted average retirement age .......................................................................................................................... 22 12

23 Mortality table(s)  (see instructions)              X    Prescribed - combined            X  Prescribed - separate          X  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  
 attachment. ........................................................................................................................................................................................................X Yes X No 

25 Has a method change been made for the current plan year?  If “Yes,” see instructions regarding required attachment. ................................X Yes X No 

26 Is the plan required to provide a Schedule of Active Participants?  If “Yes,” see instructions regarding required attachment..........................X Yes X No 

27 If the plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 
regarding attachment.............................................................................................................................................. 27 

Part VII Reconciliation of unpaid minimum required contributions for prior years 
28 Unpaid minimum required contribution for all prior years ....................................................................................... 28 -123456789012345

29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 
(item 19a)................................................................................................................................................................ 29 -123456789012345

30 Remaining amount of unpaid minimum required contributions (item 28 minus item 29)........................................ 30 -123456789012345

Part VIII Minimum required contribution for current year 
31 Target normal cost, adjusted, if applicable (see instructions)................................................................................. 31 -123456789012345

32 Amortization installments: Outstanding Balance Installment 

a  Net shortfall amortization installment .......................................................................... -123456789012345 -123456789012345

b  Waiver amortization installment .................................................................................. -123456789012345 -123456789012345

33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval            
(Month _________    Day _________    Year _________ )_and the waived amount ........................................... 33 

-123456789012345

34 Total funding requirement before reflecting carryover/prefunding balances (item 31 + item 32a + item 32b – 
item 33)................................................................................................................................................................... 34 -123456789012345

  Carryover balance Prefunding balance Total balance 

35 Balances used to offset funding requirement ........ -123456789012345 -123456789012345 -123456789012345

36 Additional cash requirement (item 34 minus item 35)............................................................................................. 36 -123456789012345

37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 
(Item 19c)................................................................................................................................................................ 37 -123456789012345

38 Interest-adjusted excess contributions for current year (see instructions).............................................................. 38 -123456789012345

39 Unpaid minimum required contribution for current year (excess, if any, of item 36 over item 37).......................... 39 -123456789012345

40 Unpaid minimum required contribution for all years ............................................................................................... 40 -123456789012345
 

 

177147

6.84

0

0

X

X

1049875

X

177147

177147

4

5.21

0

0

0

0

0

0

0

0

177147

6.74

0

X

0

61



  

SCHEDULE C 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Service Provider Information 
 

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

���� File as an attachment to Form 5500. 

OMB No. 1210-0110 

 

2009 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                        

B  Three-digit 

plan number (PN)         � 001 

A  Name of plan 
ABCDEFGHI  
 
  
C  Plan sponsor’s name as shown on line 2a of Form 5500 
ABCDEFGHI  
 
 

D   Employer Identification Number (EIN) 
012345678 

Part I Service Provider Information (see instructions) 
 
You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000 
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the 
plan during the plan year.  If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to 
answer line 1 but are not required to include that person when completing the remainder of this Part.   
 

1  Information on Persons Receiving Only Eligible Indirect Compensation 
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible 
    indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . . . . . . . . . . . . .    X Yes   X No 
 
b  If you answered line 1a  “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who  
    received only eligible indirect compensation.  Complete as many entries as needed (see instructions).  
 

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

 
 
 
 
 
 

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

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500  Schedule C (Form 5500) 2009
v.092308.1

X

76-0528004

04-2679462

GOLDMAN SACHS

HARBOR

FEDERATED

BELL MEMORIAL HOSPITAL NON-UNION PENSION PLAN

38-1394903

001

11/01/2009

INVESCO AIM

BELL MEMORIAL HOSPITAL

13-5108880

10/31/2010

25-1111467
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

 

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

 

 

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

 

1

JP MORGAN

MAINSTAY

JANUS

METROPOLITAN WEST FUNDS

MFS

13-2624428

43-1804048

THORNBURG

04-2747644

95-4597302

WELLS FARGO ADVANTAGE

52-2206685

41-0449260

85-0301299
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

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

 

 

 

  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-. 

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-. 

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-. 

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

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

 

 

 

  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-. 

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

 

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

 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-. 

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 
 

Yes  X    No  X 

 

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

 
 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-. 

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

1
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Part I Service Provider Information (continued) 
3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary 

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes 
(see instructions) 

(c) Enter amount of indirect 
compensation 

 

 
  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 
 

 

 

(a) Enter service provider name as it appears on line 2 (b) Service Codes 
(see instructions) 

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 

 

 

 

(a) Enter service provider name as it appears on line 2 (b) Service Codes 
(see instructions) 

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 

  

1
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Part II Service Providers Who Fail or Refuse to Provide Information 

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

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

(b) Nature of 
Service  
Code(s) 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 
12 13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

(b) Nature of 
Service 
Code(s) 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 
12 13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

(b) Nature of 
Service 
Code(s) 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

(b) Nature of 
Service 
Code(s) 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

(b) Nature of 
Service 
Code(s) 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

(b) Nature of 
Service 
Code(s) 

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

 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

  

1
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a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:  123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:   123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN; 123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN; 123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 

Part III Termination Information on Accountants and Enrolled Actuaries (see instructions)  
(complete as many entries as needed) 

1

517-332-6200

38-1357951

AUDITOR

A NEW AUDITOR WAS SELECTED THROUGH A COMPETITIVE BIDDING PROCESS

1111 MICHIGAN AVENUE
EAST LANSING, MI 48823

PLANTE & MORAN, PLLC



 

SCHEDULE H 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Financial Information 
 

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

Internal Revenue Code (the Code). 

 File as an attachment to Form 5500. 

OMB No. 1210-0110 

 

2009 
 

This Form is Open to Public 
Inspection  

For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                         

B Three-digit 
plan number (PN)          001

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI   
C  Plan sponsor’s name as shown on line 2a of Form 5500 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

Part I  Asset and Liability Statement 
1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report 

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

Assets  (a) Beginning of Year (b) End of Year 
 a  Total noninterest-bearing cash ....................................................................... 1a -123456789012345 -123456789012345

 b  Receivables (less allowance for doubtful accounts):    

(1)  Employer contributions ...........................................................................  1b(1) -123456789012345 -123456789012345

(2)  Participant contributions .........................................................................  1b(2) -123456789012345 -123456789012345

(3)  Other.......................................................................................................  1b(3) -123456789012345 -123456789012345

 c  General investments:   
(1)  Interest-bearing cash (include money market accounts & certificates  

of deposit) .............................................................................................  1c(1) -123456789012345 -123456789012345

(2)  U.S. Government securities....................................................................  1c(2) -123456789012345 -123456789012345

(3)  Corporate debt instruments (other than employer securities):   

(A)  Preferred ..........................................................................................  1c(3)(A) -123456789012345 -123456789012345

(B)  All other............................................................................................  1c(3)(B) -123456789012345 -123456789012345

(4)  Corporate stocks (other than employer securities):   

(A)  Preferred ..........................................................................................  1c(4)(A) -123456789012345 -123456789012345

(B)  Common ..........................................................................................  1c(4)(B) -123456789012345 -123456789012345

(5) Partnership/joint venture interests ..........................................................  1c(5) -123456789012345 -123456789012345

(6) Real estate (other than employer real property) .....................................  1c(6) -123456789012345 -123456789012345

(7) Loans (other than to participants) ...........................................................  1c(7) -123456789012345 -123456789012345

(8) Participant loans .....................................................................................  1c(8) -123456789012345 -123456789012345

(9) Value of interest in common/collective trusts..........................................  1c(9) -123456789012345 -123456789012345

(10) Value of interest in pooled separate accounts........................................  1c(10) -123456789012345 -123456789012345

(11) Value of interest in master trust investment accounts ............................  1c(11) -123456789012345 -123456789012345

(12) Value of interest in 103-12 investment entities .......................................  1c(12) -123456789012345 -123456789012345
(13) Value of interest in registered investment companies (e.g., mutual  
        funds)......................................................................................  1c(13) -123456789012345 -123456789012345

(14) Value of funds held in insurance company general account (unallocated 
contracts)................................................................................................  1c(14) -123456789012345 -123456789012345

(15) Other .......................................................................................................  1c(15) -123456789012345 -123456789012345

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500  Schedule H (Form 5500) 2009 
v.092308.1
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1d Employer-related investments:  (a) Beginning of Year (b) End of Year 
(1)  Employer securities .................................................................................... 1d(1) -123456789012345 -123456789012345

(2)  Employer real property ............................................................................... 1d(2) -123456789012345 -123456789012345

1e Buildings and other property used in plan operation......................................... 1e -123456789012345 -123456789012345

1f Total assets (add all amounts in lines 1a through 1e) ...................................... 1f -123456789012345 -123456789012345

Liabilities    

1g Benefit claims payable ...................................................................................... 1g -123456789012345 -123456789012345

1h Operating payables ........................................................................................... 1h -123456789012345 -123456789012345

1i Acquisition indebtedness .................................................................................. 1i -123456789012345 -123456789012345

1j Other liabilities................................................................................................... 1j -123456789012345 -123456789012345

1k Total liabilities (add all amounts in lines 1g through1j) ..................................... 1k -123456789012345 -123456789012345

Net Assets    

1l Net assets (subtract line 1k from line 1f)........................................................... 1l -123456789012345 -123456789012345
 

 Part II Income and Expense Statement 
2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained 

fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete 
lines 2a, 2b(1)(E), 2e, 2f, and 2g. 

Income (a) Amount (b) Total 
 a Contributions:   

(1) Received or receivable in cash from: (A) Employers.................................. 2a(1)(A) -123456789012345 

(B) Participants ......................................................................................... 2a(1)(B) -123456789012345 

(C) Others (including rollovers)................................................................. 2a(1)(C) -123456789012345 

(2) Noncash contributions ................................................................................ 2a(2) -123456789012345 

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ................. 2a(3)  -123456789012345

 b Earnings on investments: 

(1) Interest:    

(A) Interest-bearing cash (including money market accounts and 
certificates of deposit) ......................................................................... 2b(1)(A) -123456789012345  

(B)  U.S. Government securities ................................................................ 2b(1)(B) -123456789012345 

(C)  Corporate debt instruments ................................................................ 2b(1)(C) -123456789012345 

(D)  Loans (other than to participants) ....................................................... 2b(1)(D) -123456789012345 

(E)  Participant loans ................................................................................. 2b(1)(E) -123456789012345 

(F)  Other ................................................................................................... 2b(1)(F) -123456789012345 

 

(G)  Total interest. Add lines 2b(1)(A) through (F) ..................................... 2b(1)(G)  -123456789012345

(2) Dividends: (A) Preferred stock.................................................................... 2b(2)(A) -123456789012345 

(B) Common stock .................................................................................... 2b(2)(B) -123456789012345 

(C) Registered investment company shares (e.g. mutual funds).............. 2b(2)(C)  

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) -123456789012345

(3) Rents........................................................................................................... 2b(3)  -123456789012345

(4) Net gain (loss) on sale of assets:  (A) Aggregate proceeds ....................... 2b(4)(A) -123456789012345 

(B)  Aggregate carrying amount (see instructions) .................................... 2b(4)(B) -123456789012345 

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result .................. 2b(4)(C)  -123456789012345

169

7074431

548501

6339411

0

6339411 7074431

548501

169

0 0

111300

111300

0
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 (a) Amount (b) Total 
2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate......................... 2b(5)(A) -123456789012345 

(B) Other ................................................................................................... 2b(5)(B) -123456789012345  

(C) Total unrealized appreciation of assets.  
Add lines 2b(5)(A) and (B).................................................................. 2b(5)(C) -123456789012345

(6) Net investment gain (loss) from common/collective trusts .......................... 2b(6) -123456789012345

(7) Net investment gain (loss) from pooled separate accounts........................ 2b(7) -123456789012345

(8)  Net investment gain (loss) from master trust investment accounts ............ 2b(8) -123456789012345

(9) Net investment gain (loss) from 103-12 investment entities ....................... 2b(9) -123456789012345
(10) Net investment gain (loss) from registered investment  

companies (e.g., mutual funds)................................................................... 2b(10) -123456789012345

  c Other income..................................................................................................... 2c -123456789012345

  d Total income. Add all income amounts in column (b) and enter total...................... 2d  -123456789012345

Expenses    

  e Benefit payment and payments to provide benefits:  

(1) Directly to participants or beneficiaries, including direct rollovers .............. 2e(1) -123456789012345 

(2) To insurance carriers for the provision of benefits ...................................... 2e(2) -123456789012345 

(3) Other ........................................................................................................... 2e(3) -123456789012345 

(4) Total benefit payments. Add lines 2e(1) through (3)................................... 2e(4) -123456789012345

  f Corrective distributions (see instructions) ......................................................... 2f -123456789012345

  g Certain deemed distributions of participant loans (see instructions)................. 2g -123456789012345

  h Interest expense................................................................................................ 2h  -123456789012345

  i Administrative expenses:  (1) Professional fees ............................................... 2i(1) -123456789012345 

(2) Contract administrator fees......................................................................... 2i(2) -123456789012345 

(3) Investment advisory and management fees ............................................... 2i(3) -123456789012345 

(4) Other ........................................................................................................... 2i(4) -123456789012345  

(5) Total administrative expenses. Add lines 2i(1) through (4)......................... 2i(5)  -123456789012345

  j Total expenses. Add all expense amounts in column (b) and enter total......... 2j  -123456789012345

Net Income and Reconciliation    

  k Net income (loss). Subtract line 2j from line 2d............................................................. 2k  -123456789012345

  l Transfers of assets:    

(1) To this plan.................................................................................................. 2l(1)  -123456789012345

(2) From this plan ............................................................................................. 2l(2)  -123456789012345
 

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

attached. 
a The attached opinion of an independent qualified public accountant for this plan is (see instructions): 

 (1) X  Unqualified         (2) X  Qualified          (3) X  Disclaimer          (4) X  Adverse 
b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? X Yes    X No 
c Enter the name and EIN of the accountant (or accounting firm) below:  

 (1) Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD (2) EIN: 123456789 

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

 

317166

0

315124

1052186

938660

2042

2057

X

2042

WIPFLI LLP 39-0758449

315124

X

735020
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 Part IV  Compliance Questions 
4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GIAs do not complete 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.  

103-12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l. 
 During the plan year:  Yes No Amount 

   
a Was there a failure to transmit to the plan any participant contributions within the time  

period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures 
until fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) ...... 4a   -123456789012345

 
  b Were any loans by the plan or fixed income obligations due the plan in default as of the  

close of the plan year or classified during the year as uncollectible? Disregard participant loans 
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part I if “Yes” is 
checked.)...................................................................................................................................... 4b   -123456789012345

   c Were any leases to which the plan was a party in default or classified during the year as 
uncollectible? (Attach Schedule G (Form 5500) Part II if “Yes” is checked.) .............................. 4c   -123456789012345

   d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 4a. Attach Schedule G (Form 5500) Part III if “Yes” is  
checked.)...................................................................................................................................... 4d   -123456789012345

e Was this plan covered by a fidelity bond?.................................................................................... 4e   -123456789012345
   f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 

by fraud or dishonesty? ............................................................................................................... 4f   -123456789012345
   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? ......................................... 4g   -123456789012345

   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? ......... 4h   -123456789012345

   i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, 
and see instructions for format requirements.)............................................................................. 4i   

   j Were any plan transactions or series of transactions in excess of 5% of the current  
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and  
see instructions for format requirements.).................................................................................... 4j   

   k Were all the plan assets either distributed to participants or beneficiaries, transferred to another 
plan, or brought under the control of the PBGC?......................................................................... 4k   

l Has the plan failed to provide any benefit when due under the plan? ......................................... 4l   -123456789012345
   m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR 

2520.101-3.)................................................................................................................................. 4m   
   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. ............................. 4n   

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?  
If yes, enter the amount of any plan assets that reverted to the employer this year .............................   X  Yes   X No       Amount:  -123456789012345 

5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were 
transferred. (See instructions.) 

 5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)
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Employee Retirement Income Security Act of 1974 (ERISA) and section 

6058(a) of the Internal Revenue Code (the Code). 
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2009 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                         
B    Three-digit 

plan number 
(PN)          001

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI   
C  Plan sponsor’s name as shown on line 2a of Form 5500 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

Part I   Distributions 

1 Total value of distributions paid in property other than in cash or the forms of property specified in the 
instructions..............................................................................................................................................................  1 -123456789012345

Part II 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) 

 If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule. 

 If you completed line 6c, skip lines 8 and 9. 
7 Will the minimum funding amount reported on line 6c be met by the funding deadline? ......................................
  

  X   Yes    X   No X   N/A 

   8 If a change 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 the change?....................................................................................................................................................  X   Yes   X   No X   N/A 

Part III   Amendments 
    9 If this 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 
box(es). If no, check the “No” box...................................................................................... X  Increase X Decrease X  Both X  No 

Part IV     ESOPs (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?.............. X  Yes X   No 

11 a Does the ESOP hold any preferred stock? .................................................................................................................................... X  Yes X   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?  
 (See instructions for definition of “back-to-back” loan.) .................................................................................................................. 

X  Yes X   No

12 Does the ESOP hold any stock that is not readily tradable on an established securities market? ........................................................ X  Yes X   No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.   Schedule R (Form 5500) 2009 

v.092308.1
 

All references to distributions relate only to payments of benefits during the plan year. 

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 
year. .......................................................................................................................................................................... 3 12345678

4 Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.........................   X   Yes    X   No X   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 _________ 

6    a    Enter the minimum required contribution for this plan year ................................................................................ 6a -123456789012345

      b    Enter the amount contributed by the employer to the plan for this plan year ..................................................... 6b -123456789012345

      c    Subtract the amount in line 6b from the amount in line 6a. Enter the result  
      (enter a minus sign to the left of a negative amount).......................................................................................... 6c -123456789012345
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X
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10/31/2010

X

X

BELL MEMORIAL HOSPITAL



Schedule R (Form 5500) 2009 Page 2-
 

 

 Part V   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 X      
and see instructions regarding required attachment.  Otherwise, enter the applicable date.)    Month _______    Day _______    Year _______ 

e Contribution rate information (If more than one rate applies, check this box X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

and see instructions regarding required attachment.  Otherwise, enter the applicable date.)    Month _______    Day _______    Year _______ 

e Contribution rate information (If more than one rate applies, check this box X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

and see instructions regarding required attachment.  Otherwise, enter the applicable date.)    Month _______    Day _______    Year _______ 

e Contribution rate information (If more than one rate applies, check this box X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

and see instructions regarding required attachment.  Otherwise, enter the applicable date.)    Month _______    Day _______    Year _______ 

e Contribution rate information (If more than one rate applies, check this box X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

and see instructions regarding required attachment.  Otherwise, enter the applicable date.)    Month _______    Day _______    Year _______ 

e Contribution rate information (If more than one rate applies, check this box X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

and see instructions regarding required attachment.  Otherwise, enter the applicable date.)    Month _______    Day _______    Year _______ 

e Contribution rate information (If more than one rate applies, check this box X 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: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): 

1
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14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the 

participant for:  
 a The current year ................................................................................................................................................... 14a 123456789012345

 b The plan year immediately preceding the current plan year................................................................................. 14b 123456789012345

 c The second preceding plan year .......................................................................................................................... 14c 123456789012345

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 ................................ 15a 123456789012345

 b The corresponding number for the second preceding plan year .......................................................................... 15b 123456789012345

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  ................................................. 16a 123456789012345

 b If item 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 
assessed against such withdrawn employers ......................................................................................................

16b 
123456789012345

17 If 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. .......................................................................................................................X 

 

Part VI Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans 
18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants 

and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental 
information to be included as an attachment ............................................................................................................................................................................X 

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:   

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

X Effective duration     X Macaulay duration     X Modified duration     X Other (specify):
 



















































Schedule SB, Line 26 - Schedule of Active Participant Data Plan Year: 2009
Plan Name: Bell Memorial Non-Union Pension Plan EIN/PN: 38-1394903 / 001

AGE YEARS OF SERVICE
GROUP Under 1 1 - 4 5 - 9 10 - 14 15 - 19 20 - 24 25 - 29 30 - 34 35 - 39 40 - UP

1 - 24 Number 0 0 0 0 0 0 0 0 0 0
Avg Comp* 0 0 0 0 0 0 0 0 0 0

25 - 29 Number 1 3 0 0 0 0 0 0 0 0
Avg Comp* N/A N/A 0 0 0 0 0 0 0 0

30 - 34 Number 2 6 0 0 0 0 0 0 0 0
Avg Comp* N/A N/A 0 0 0 0 0 0 0 0

35 - 39 Number 0 4 1 0 0 0 0 0 0 0
Avg Comp* 0 N/A N/A 0 0 0 0 0 0 0

40 - 44 Number 0 2 5 1 0 0 0 0 0 0
Avg Comp* 0 N/A N/A N/A 0 0 0 0 0 0

45 - 49 Number 0 11 5 3 1 0 0 0 0 0
Avg Comp* 0 N/A N/A N/A N/A 0 0 0 0 0

50 - 54 Number 0 7 3 2 3 3 2 0 0 0
Avg Comp* 0 N/A N/A N/A N/A N/A N/A 0 0 0

55 - 59 Number 1 1 5 5 1 0 1 1 0 0
Avg Comp* N/A N/A N/A N/A N/A 0 N/A N/A 0 0

60 - 64 Number 0 2 1 4 1 0 0 0 0 0
Avg Comp* 0 N/A N/A N/A N/A 0 0 0 0 0

65 - 69 Number 0 0 1 1 0 0 0 0 0 0
Avg Comp* 0 0 N/A N/A 0 0 0 0 0 0

70 - UP Number 0 0 0 0 0 0 0 0 0 0
Avg Comp* 0 0 0 0 0 0 0 0 0 0

* Average compensation is omitted since the plan has fewer than 1,000 active participants.



Schedule SB, Part V – Statement of Actuarial Assumptions/Methods PLAN YEAR: 2009
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Summary of Actuarial Assumptions

(Sample Values per 1,000 Lives)

AGE

25 40 55 60

Mortality Rates

IRS Generational Mortality Tables with Pre and Post Commencement Rates
Males (pre-commencement) 0.38 1.08 3.03 4.88
Females (pre-commencement) 0.21 0.71 2.53 3.93
Males (post-commencement) 0.38 1.08 5.91 8.20
Females (post-commencement) 0.21 0.71 3.53 6.20

With projected mortality improvements after year 2000 under Projection Scale AA (male and female scales)

Withdrawal Rates

T-5 Table from the Pension Actuary’s Handbook 77.24 51.50 9.39 0.90

Disablement Rates

Florida Municipal Plans Disability 0.34 0.67 4.68 8.28

Salary Scale

Not applicable

Rate of Retirement

Retirement between ages 55 – 65 are assumed at the following rates:
Attained Age Rate

55 10.5%
56-59 5%
60-61 15%

62 25%
63-64 20%

65 100%

Rate of Investment Return

Segment 1
(0 to 5 Years)

Segment 2
(5 to 20 Years)

Segment 3
(More than 20 Years)

Funding Target 5.21% per annum 6.74% per annum 6.84% per annum
Effective Interest Rate 6.73% per annum 6.73% per annum 6.73% per annum
PBGC Premium Funding Target 5.21% per annum 6.74% per annum 6.84% per annum
Plan termination value 3.61% per annum 4.77% per annum 4.94% per annum
FASB 35 7.00% per annum 7.00% per annum 7.00% per annum
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Actuarial Valuation Method

Unit Credit

Asset Valuation Method

Market value adjusted for any accruals and further adjusted for weighted gains and losses during the prior
2 years. Weighted gains and losses for each plan year reflect interest at the applicable third segment rate. The
resulting value shall not be more than 110% or less than 90% of market value.

Form of Payment

100% of vested decrementing active participants are assumed to elect a straight life monthly annuity.

Provision for Expenses

None – assume expenses paid by employer.

Other Assumptions

Marital status at benefit commencement -- 75% married with female spouses 3 years younger than male spouses.

Top-Heavy status -- not top-heavy.

Current Code section 401(a)(17) compensation limitation -- $245,000

Current Code section 415(b) annual benefit limitation -- $195,000

Cost-of-Living escalation for Code section 401(a)(17) and 415(b) -- none.

Changes in Assumptions From Prior Actuarial Valuation

Previous Current
Funding Target Interest Rates Full Yield Curve Applicable for

November 1, 2008
Three Segment Yield Curve

5.21%, 6.74% & 6.84%
Reason: In recognition of interest rate environment as measured by methodology set forth in Code §430(h)(2).



Schedule H, Item 4j - Schedule of Reportable Transactions Plan Year: 2009
Plan Name: Bell Memorial Hospital Non-Union Pension Plan EIN/PN: 38-1394903 / 001

(f) Expense (h) Current Value
(a) Identity of (b) Description (c) Purchase (d) Selling (e) Lease Incurred with (g) Cost of Asset on (i) Net Gain

Party Involved of Asset Price Price Rental Transaction of Asset Transaction or (Loss)

Wells Fargo Advantage Cash Investment Fund 533,166 N/A N/A 0 533,166 533,166 0

Wells Fargo Advantage Cash Investment Fund N/A 548,493 N/A 0 548,493 548,493 0

Evergreen Intrinsic Value I Fund 117,039 N/A N/A 0 117,039 117,039 0

Evergreen Intrinsic Value I Fund N/A 335,113 N/A 0 340,652 335,113 (5,539)

Goldman Sachs Structured Intl Equity 205,083 N/A N/A 0 205,083 205,083 0

Goldman Sachs Structured Intl Equity N/A 628,669 N/A 0 619,493 628,669 9,176

Harbor International Fund 162,578 N/A N/A 0 162,578 162,578 0

Harbor International Fund N/A 275,668 N/A 0 218,016 275,668 57,652

Janus Overseas Fund Class A 157,716 N/A N/A 0 157,716 157,716 0

Janus Overseas Fund Class A N/A 294,859 N/A 0 218,084 294,859 76,775

MFS Value Fund Class W 227,232 N/A N/A 0 227,232 227,232 0

MFS Value Fund Class W N/A 571,869 N/A 0 625,915 571,869 (54,046)

Wells Fargo Advantage Equity Value Fund 110,358 N/A N/A 0 110,358 110,358 0

Wells Fargo Advantage Equity Value Fund N/A 295,364 N/A 0 323,401 295,364 (28,037)

Wells Fargo Advantage Capital Growth Fund 481,495 N/A N/A 0 481,495 481,495 0

Wells Fargo Advantage Capital Growth Fund N/A 41,160 N/A 0 40,073 41,160 1,087
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Bell Memorial Hospital Non-Union Pension Plan

BASIS OF VALUATION

This summary is not a Summary Plan Description or a plan document. You should not rely solely on this summary
in making a determination of eligibility for the plan or its benefits.

Summary of Provisions of the Plan

Effective Date and Plan Year

The plan was established effective November 1, 1959, with the latest plan restatement effective November 1,
1989. The plan year ends on each October 31, while the employer’s fiscal year ends on each June 30.

Eligibility

Each employee is eligible to become a participant in the plan on the earlier of the November 1 or May 1
immediately following completion of at least 1,000 hours commencing with his date of employment and attainment
of age 21. No employee shall become a participant in the plan on or after October 31, 2005.

Service

Service benefit purposes is credited according to the following schedule of calendar year hours, subject to
certain break in service rules:

Hours of Service Credited Service
1,000-1,199 0.6
1,200-1,399 0.7
1,400-1,599 0.8
1,600-1,799 0.9

1,800 or more 1.0

Effective October 31, 2005, no further benefit service will be credited. Service credited for vesting purposes
means the number of calendar years in which the employee completes at least 1,000 hours of service, subject to
certain break in service rules.

Compensation

Compensation for plan purposes means W-2 compensation for a calendar year, including certain employee pre-
tax contributions. If the employee has less than 1,800 hours of service, compensation shall be increased by a ratio of
1,800 and actual number of hours worked for such calendar year. A participant’s annual compensation for plan
purposes is limited as required under Code §401(a)(17).

Normal Retirement

Condition
For participants whose date of hire is on or after June 1, 1985, the normal retirement date is the first day of
the calendar month next following the later of the participant’s 65th birthday and the completion of five
years of plan participation. For participants whose date of hire is prior to June 1, 1985, the normal
retirement date is the first day of the calendar month next following the participant’s 65th birthday.

Benefit
The normal retirement benefit, 1/12th of which is payable monthly for the life of the participant, is equal to
the sum of the following:

• 1.25% of average earnings multiplied by the participant’s years of benefit service not in excess of 40
years, plus

• 0.50% of average earnings in excess of the current Covered Compensation for the participant,
multiplied by the participant’s years of benefit service not in excess of 40 years.
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“Average earnings” is the average annual compensation of a participant for the five consecutive calendar
years that produce the highest average.

“Covered Compensation” is the average of the taxable wage bases for the 35 years ending with the year the
participant attains Social Security retirement age.

No further benefits will accrue under the plan after October 31, 2005.

Accrued Benefit

The accrued benefit is the monthly benefit with payments beginning at normal retirement that has been earned
due to compensation and benefit service as of any determination date. The accrued benefit is payable for the life of
the participant and is computed in the same manner as for normal retirement, using the participant’s average earnings
and benefit service as of the date of determination, and Covered Compensation determined by assuming the current
taxable wage base will remain constant for all future years. No further benefits will accrue under the plan after
October 31, 2005.

Early Retirement

Condition
A participant may retire early after he has attained age 55 and completed 10 years of service.

Benefit
The deferred benefit, to commence at the participant’s normal retirement date, is equal to the participant’s
vested accrued benefit determined as of his early retirement date.

Upon written request to the retirement committee, the participant’s benefit may commence at any time after
his early retirement date. The accrued benefit is reduced 5/9 of 1% for each of the first 60 months and 5/18
of 1% for each of the next 60 months by which the participant’s date of benefit commencement precedes the
normal retirement date.

Late Retirement

Condition
A participant may choose to postpone his retirement beyond his normal retirement date, in which event no
benefit shall be payable until actual retirement.

Benefit
The participant’s benefit, commencing on the first day of the month following his actual date of retirement,
shall be the greater of the actuarial equivalent of the benefit the participant would have received at his
normal retirement date, and the benefit computed using the participant’s compensation and benefit service
earned as of his actual retirement date.

Disability Retirement

Condition
A participant must be eligible for permanent disability payments under the Federal Social Security Act and
have completed 10 years of service.

Benefit
The disability retirement benefit, commencing the first day of the first month for which he is entitled to a
disability benefit under the Federal Social Security Act, is computed as the participant’s accrued benefit
determined as of the participant’s date of termination of employment due to disability without actuarial
adjustment for early commencement.
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Death Before Retirement

Condition
In the event of the death of a participant after becoming eligible for a vested benefit under the plan, and
while either (i) actively employed by the employer, or (ii) on deferred vested status but prior to receiving
any retirement benefits, a monthly survivorship benefit shall be payable to the participant’s surviving
spouse.

Benefit
The monthly benefit is payable on the first day of the calendar month following the participant’s date of
death or the earliest date the participant could have elected benefit payments to commence, whichever is
later, and continuing for the lifetime of the surviving spouse. The benefit is determined as 50% of the
benefit the spouse would have received if the participant had terminated employment the day before death
(or on his actual date of termination if earlier), had lived to the benefit commencement date, and elected an
immediate joint and 50% to survivor benefit.

Termination of Employment

Condition
If a participant terminates his employment after completing 5 or more years of vesting service, he is entitled
to a deferred vested benefit with payment commencing on his normal retirement date.

Benefit
The amount of the benefit is calculated as the product of a vesting percentage and the accrued benefit
determined as of the participant’s date of termination. The vesting percentage is determined from the
following table.

Years of Vesting
Vesting Service Percentage

Less than 5 0%
5 or more 100

Each participant is considered 100% vested in their accrued benefit effective October 31, 2005.

Top-Heavy Status

If in any year the plan is determined to be top-heavy, the following provisions will take effect:

• A minimum accrued benefit will be determined for each participant equal to 2% of the average earnings,
multiplied by the participant’s years of service during which the plan is top-heavy, limited to 10 such years.

• Participants will become vested in their accrued benefits according to the following schedule:

Years of Vesting
Vesting Service Percentage

less than 2 0%
2 20%
3 40%
4 60%
5 80%

6 or more 100%
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Optional Modes of Benefit Payments

Subject to the applicable plan conditions, a participant may select an optional method of benefit payment, in lieu
of the prescribed life income, which is actuarially equivalent thereto. The purpose of the optional method is to
permit the guarantee of retirement income payments for a different period of time (i.e., 10 or 15 years or life income
only) or to provide a continued life income to a surviving beneficiary after the death of the participant (for example,
50%, 75% or 100% of the participant’s actuarially reduced retirement income from the plan). However, if no option
is elected and the participant is married at the date the benefit commences, the monthly benefit will automatically be
paid in the form of a 50% joint and survivor annuity.

If the actuarial equivalent single sum amount due a terminated participant is less than $1,000, such amount shall
be distributed to the participant in lieu of any other benefits under the plan. If the actuarial equivalent single sum
amount due to a terminated participant is more than $1,000, but less than $5,000, the participant shall have the
option to elect such amount to be distributed in lieu of any other benefits under the plan.

Actuarial Equivalence

Actuarial equivalence is based on the UP-84 Mortality and 6% interest. For purposes of determining single sum
benefits, such benefit shall not be less than the amount based on the mortality and interest rates, as defined under
Code Section 417(e)(3), in effect for the month of September preceding the first day of the plan year in which the
benefit is to be paid.

Contributions to the Plan

The employer contributes actuarially determined amounts to finance the plan benefits. No contributions by
participating employees are required.

Investment of Plan Funds

The assets of the pension plan will be invested by the trustee in accordance with the terms of the trust agreement.
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Part II Beginning of year carryover and prefunding balances
(a) Ý¿®®§±ª»® ¾¿´¿²½» (b) Ð®»º«²¼·²¹ ¾¿´¿²½»

7 Þ¿´¿²½» ¿¬ ¾»¹·²²·²¹ ±º °®·±® §»¿® ¿º¬»® ¿°°´·½¿¾´» ¿¼¶«­¬³»²¬­ ø×¬»³ ïí º®±³ °®·±®
§»¿®÷ òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò

óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

8 Ð±®¬·±² «­»¼ ¬± ±ºº­»¬ °®·±® §»¿®ù­ º«²¼·²¹ ®»¯«·®»³»²¬ ø×¬»³ íë º®±³ °®·±® §»¿®÷ óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

9 ß³±«²¬ ®»³¿·²·²¹ ø×¬»³ é ³·²«­ ·¬»³ è÷òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

10 û òòòòòòòòòòòòòòòòòòòòòòòòòòòòò óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

11 Ð®·±® §»¿®ù­ »¨½»­­ ½±²¬®·¾«¬·±²­ ¬± ¾» ¿¼¼»¼ ¬± °®»º«²¼·²¹ ¾¿´¿²½»æ

a Û¨½»­­ ½±²¬®·¾«¬·±²­ ø×¬»³ íè º®±³ °®·±® §»¿®÷ òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò óïîíìëêéèçðïîíìë

b ×²¬»®»­¬ ±² ø¿÷ «­·²¹ °®·±® §»¿®ù­ »ºº»½¬·ª» ®¿¬» ±º û òòòòòòòòòòòòòòòòòòòòòòòòòòòò óïîíìëêéèçðïîíìë

c Ì±¬¿´ ¿ª¿·´¿¾´» ¿¬ ¾»¹·²²·²¹ ±º ½«®®»²¬ °´¿² §»¿® ¬± ¿¼¼ ¬± °®»º«²¼·²¹ ¾¿´¿²½» òòòòòòòòòòò óïîíìëêéèçðïîíìë

d Ð±®¬·±² ±º ø½÷ ¬± ¾» ¿¼¼»¼ ¬± °®»º«²¼·²¹ ¾¿´¿²½»òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò óïîíìëêéèçðïîíìë

12 Î»¼«½¬·±² ·² ¾¿´¿²½»­ ¼«» ¬± »´»½¬·±²­ ±® ¼»»³»¼ »´»½¬·±²­òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

13 Þ¿´¿²½» ¿¬ ¾»¹·²²·²¹ ±º ½«®®»²¬ §»¿® ø·¬»³ ç õ ·¬»³ ïð õ ·¬»³ ïï¼ ó ·¬»³ ïî÷ òòòòòòòòòòòò óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

Part III Funding percentages
14 Ú«²¼·²¹ ¬¿®¹»¬ ¿¬¬¿·²³»²¬ °»®½»²¬¿¹»òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 14 ïîíòïîû

15 ß¼¶«­¬»¼ º«²¼·²¹ ¬¿®¹»¬ ¿¬¬¿·²³»²¬ °»®½»²¬¿¹»òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 15 ïîíòïîû

16 »­ ±º ¼»¬»®³·²·²¹ ©¸»¬¸»® ½¿®®§±ª»®ñ°®»º«²¼·²¹ ¾¿´¿²½»­ ³¿§ ¾» «­»¼ ¬± ®»¼«½»
òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 16 ïîíòïîû

17 ×º ¬¸» ½«®®»²¬ ª¿´«» ±º ¬¸» ¿­­»¬­ ±º ¬¸» °´¿² ·­ ´»­­ ¬¸¿² éð °»®½»²¬ ±º ¬¸» º«²¼·²¹ ¬¿®¹»¬ô »²¬»® ­«½¸ °»®½»²¬¿¹»òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 17 ïîíòïîû

Part IV Contributions and liquidity shortfalls
18 Ý±²¬®·¾«¬·±²­ ³¿¼» ¬± ¬¸» °´¿² º±® ¬¸» °´¿² §»¿® ¾§ »³°´±§»®ø­÷ ¿²¼ »³°´±§»»­æ

ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíì ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíìëó

ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíì ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíìëó

ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíì ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíìëó

ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíì ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíìëó

ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíì ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíìëó

ÇÇÇÇóÓÓóÜÜ ïîíìëêéèçðïîíì ïîíìëêéèçðïîíì
Totals 18(b) 18(c)

Ô·¯«·¼·¬§ ­¸±®¬º¿´´ ¿­ ±º »²¼ ±º Ï«¿®¬»® ±º ¬¸·­ °´¿² §»¿®
øï÷ ï­¬ øî÷ î²¼ øí÷ í®¼ øì÷ ì¬¸

óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

(a) Ü¿¬»
øÓÓóÜÜóÇÇÇÇ÷

(b) ß³±«²¬ °¿·¼ ¾§
»³°´±§»®ø­÷

(c) ß³±«²¬ °¿·¼ ¾§
»³°´±§»»­

(a) Ü¿¬»
øÓÓóÜÜóÇÇÇÇ÷

(b) ß³±«²¬ °¿·¼ ¾§
»³°´±§»®ø­÷

(c) ß³±«²¬ °¿·¼ ¾§
»³°´±§»»­

19 Ü·­½±«²¬»¼ »³°´±§»® ½±²¬®·¾«¬·±²­ ó ­»» ·²­¬®«½¬·±²­ º±® ­³¿´´ °´¿² ©·¬¸ ¿ ª¿´«¿¬·±² ¼¿¬» ¿º¬»® ¬¸» ¾»¹·²²·²¹ ±º ¬¸» §»¿®æ

a Ý±²¬®·¾«¬·±²­ ¿´´±½¿¬»¼ ¬±©¿®¼ «²°¿·¼ ³·²·³«³ ®»¯«·®»¼ ½±²¬®·¾«¬·±² º®±³ °®·±® §»¿®­ò òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 19a óïîíìëêéèçðïîíìë

b Ý±²¬®·¾«¬·±²­ ³¿¼» ¬± ¿ª±·¼ ®»­¬®·½¬·±²­ ¿¼¶«­¬»¼ ¬± ª¿´«¿¬·±² ¼¿¬» òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 19b óïîíìëêéèçðïîíìë

c Ý±²¬®·¾«¬·±²­ ¿´´±½¿¬»¼ ¬±©¿®¼ ³·²·³«³ ®»¯«·®»¼ ½±²¬®·¾«¬·±² º±® ½«®®»²¬ §»¿® ¿¼¶«­¬»¼ ¬± ª¿´«¿¬·±² ¼¿¬»òòòòòòòòòòòòòòòòòòòòò 19c óïîíìëêéèçðïîíìë

20 Ï«¿®¬»®´§ ½±²¬®·¾«¬·±²­ ¿²¼ ´·¯«·¼·¬§ ­¸±®¬º¿´´­æ

a Ü·¼ ¬¸» °´¿² ¸¿ª» ¿ þº«²¼·²¹ ­¸±®¬º¿´´þ º±® ¬¸» °®·±® §»¿®á òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòÈ Ç»­ È Ò±

b ×º îð¿ ·­ þÇ»­ôþ ©»®» ®»¯«·®»¼ ¯«¿®¬»®´§ ·²­¬¿´´³»²¬­ º±® ¬¸» ½«®®»²¬ §»¿® ³¿¼» ·² ¿ ¬·³»´§ ³¿²²»®á òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòÈ Ç»­ È Ò±

c ×º îð¿ ·­ þÇ»­ôþ ­»» ·²­¬®«½¬·±²­ ¿²¼ ½±³°´»¬» ¬¸» º±´´±©·²¹ ¬¿¾´» ¿­ ¿°°´·½¿¾´»æ

211,813 0
0 0

211,813 0
15.02 31,814 0

0
8.12 0

0
0

0 0
243,627 0

81.31
81.31

94.77

0 0

0
0
0

X
X

0 0 0 0

êééëðïòÎÚç
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Part V Assumptions used to determine funding target and target normal cost
21 Ü·­½±«²¬ ®¿¬»æ

a Í»¹³»²¬ ®¿¬»­æ ï­¬ ­»¹³»²¬æ
ïîíòïîÁû

î²¼ ­»¹³»²¬æ
ïîíòïîÁû

í®¼ ­»¹³»²¬æ
ïîíòïî û

È Òñßô º«´´ §·»´¼ ½«®ª» «­»¼

b ß°°´·½¿¾´» ³±²¬¸ ø»²¬»® ½±¼»÷ òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 21b ï

22 É»·¹¸¬»¼ ¿ª»®¿¹» ®»¬·®»³»²¬ ¿¹» òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 22 ïî
23 Ó±®¬¿´·¬§ ¬¿¾´»ø­÷ ø­»» ·²­¬®«½¬·±²­÷ È Ð®»­½®·¾»¼ ó ½±³¾·²»¼ È Ð®»­½®·¾»¼ ó ­»°¿®¿¬» È Í«¾­¬·¬«¬»

Part VI Miscellaneous items
24 Ø¿­ ¿ ½¸¿²¹» ¾»»² ³¿¼» ·² ¬¸» ²±²ó°®»­½®·¾»¼ ¿½¬«¿®·¿´ ¿­­«³°¬·±²­ º±® ¬¸» ½«®®»²¬ °´¿² §»¿®á ×º þÇ»­ôþ ­»» ·²­¬®«½¬·±²­ ®»¹¿®¼·²¹ ®»¯«·®»¼

¿¬¬¿½¸³»²¬ò òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòÈ Ç»­ È Ò±

25 Ø¿­ ¿ ³»¬¸±¼ ½¸¿²¹» ¾»»² ³¿¼» º±® ¬¸» ½«®®»²¬ °´¿² §»¿®á ×º þÇ»­ôþ ­»» ·²­¬®«½¬·±²­ ®»¹¿®¼·²¹ ®»¯«·®»¼ ¿¬¬¿½¸³»²¬ò òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòÈ Ç»­ È Ò±

26 ×­ ¬¸» °´¿² ®»¯«·®»¼ ¬± °®±ª·¼» ¿ Í½¸»¼«´» ±º ß½¬·ª» Ð¿®¬·½·°¿²¬­á ×º þÇ»­ôþ ­»» ·²­¬®«½¬·±²­ ®»¹¿®¼·²¹ ®»¯«·®»¼ ¿¬¬¿½¸³»²¬òòòòòòòòòòòòòòòòòòòòòòòòòòÈ Ç»­ È Ò±

27 ×º ¬¸» °´¿² ·­ »´·¹·¾´» º±® ø¿²¼ ·­ «­·²¹÷ ¿´¬»®²¿¬·ª» º«²¼·²¹ ®«´»­ô »²¬»® ¿°°´·½¿¾´» ½±¼» ¿²¼ ­»» ·²­¬®«½¬·±²­
®»¹¿®¼·²¹ ¿¬¬¿½¸³»²¬òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò

27

Part VII Reconciliation of unpaid minimum required contributions for prior years
28 Ë²°¿·¼ ³·²·³«³ ®»¯«·®»¼ ½±²¬®·¾«¬·±² º±® ¿´´ °®·±® §»¿®­ òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 28 óïîíìëêéèçðïîíìë

29 Ü·­½±«²¬»¼ »³°´±§»® ½±²¬®·¾«¬·±²­ ¿´´±½¿¬»¼ ¬±©¿®¼ «²°¿·¼ ³·²·³«³ ®»¯«·®»¼ ½±²¬®·¾«¬·±²­ º®±³ °®·±® §»¿®­
ø·¬»³ ïç¿÷òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò

29 óïîíìëêéèçðïîíìë
30 Î»³¿·²·²¹ ¿³±«²¬ ±º «²°¿·¼ ³·²·³«³ ®»¯«·®»¼ ½±²¬®·¾«¬·±²­ ø·¬»³ îè ³·²«­ ·¬»³ îç÷òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 30 óïîíìëêéèçðïîíìë

Part VIII Minimum required contribution for current year
31 Ì¿®¹»¬ ²±®³¿´ ½±­¬ô ¿¼¶«­¬»¼ô ·º ¿°°´·½¿¾´» ø­»» ·²­¬®«½¬·±²­÷òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 31 óïîíìëêéèçðïîíìë

32 ß³±®¬·¦¿¬·±² ·²­¬¿´´³»²¬­æ Ñ«¬­¬¿²¼·²¹ Þ¿´¿²½» ×²­¬¿´´³»²¬

a Ò»¬ ­¸±®¬º¿´´ ¿³±®¬·¦¿¬·±² ·²­¬¿´´³»²¬ òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

b É¿·ª»® ¿³±®¬·¦¿¬·±² ·²­¬¿´´³»²¬ òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

33 ×º ¿ ©¿·ª»® ¸¿­ ¾»»² ¿°°®±ª»¼ º±® ¬¸·­ °´¿² §»¿®ô »²¬»® ¬¸» ¼¿¬» ±º ¬¸» ®«´·²¹ ´»¬¬»® ¹®¿²¬·²¹ ¬¸» ¿°°®±ª¿´
øÓ±²¬¸ ÁÁÁÁÁÁÁÁÁ Ü¿§ ÁÁÁÁÁÁÁÁÁ Ç»¿® ÁÁÁÁÁÁÁÁÁ ÷Á¿²¼ ¬¸» ©¿·ª»¼ ¿³±«²¬ òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 33

óïîíìëêéèçðïîíìë

34 Ì±¬¿´ º«²¼·²¹ ®»¯«·®»³»²¬ ¾»º±®» ®»º´»½¬·²¹ ½¿®®§±ª»®ñ°®»º«²¼·²¹ ¾¿´¿²½»­ ø·¬»³ íï õ ·¬»³ íî¿ õ ·¬»³ íî¾ ó
·¬»³ íí÷òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 34 óïîíìëêéèçðïîíìë

Ý¿®®§±ª»® ¾¿´¿²½» Ð®»º«²¼·²¹ ¾¿´¿²½» Ì±¬¿´ ¾¿´¿²½»

35 Þ¿´¿²½»­ «­»¼ ¬± ±ºº­»¬ º«²¼·²¹ ®»¯«·®»³»²¬ òòòòòòòò óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë óïîíìëêéèçðïîíìë

36 ß¼¼·¬·±²¿´ ½¿­¸ ®»¯«·®»³»²¬ ø·¬»³ íì ³·²«­ ·¬»³ íë÷òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 36 óïîíìëêéèçðïîíìë

37 Ý±²¬®·¾«¬·±²­ ¿´´±½¿¬»¼ ¬±©¿®¼ ³·²·³«³ ®»¯«·®»¼ ½±²¬®·¾«¬·±² º±® ½«®®»²¬ §»¿® ¿¼¶«­¬»¼ ¬± ª¿´«¿¬·±² ¼¿¬»
ø×¬»³ ïç½÷òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò

37 óïîíìëêéèçðïîíìë

38 ×²¬»®»­¬ó¿¼¶«­¬»¼ »¨½»­­ ½±²¬®·¾«¬·±²­ º±® ½«®®»²¬ §»¿® ø­»» ·²­¬®«½¬·±²­÷òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 38 óïîíìëêéèçðïîíìë

39 Ë²°¿·¼ ³·²·³«³ ®»¯«·®»¼ ½±²¬®·¾«¬·±² º±® ½«®®»²¬ §»¿® ø»¨½»­­ô ·º ¿²§ô ±º ·¬»³ íê ±ª»® ·¬»³ íé÷òòòòòòòòòòòòòòòòòòòòòòòòòò 39 óïîíìëêéèçðïîíìë

40 Ë²°¿·¼ ³·²·³«³ ®»¯«·®»¼ ½±²¬®·¾«¬·±² º±® ¿´´ §»¿®­ òòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòòò 40 óïîíìëêéèçðïîíìë
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Schedule H, Item 4i - Schedule of Assets (Acquired and Disposed of Within Year) Plan Year: 2009
Plan Name: Bell Memorial Hospital Non-Union Pension Plan EIN/PN: 38-1394903 / 001

(a) Identity of issue, borrower, (b) Description of investment including maturity date, (c) Cost of (d) Proceeds of
lessor, or similar party rate of interest, collateral, par, or maturity value Acquisitions Dispositions

Wells Fargo Advantage 533,167.780 shares, Cash Investment Fund 533,168 533,168



Schedule H, Item 4i - Schedule of Assets (Held at End of Year) Plan Year: 2009
Plan Name: Bell Memorial Hospital Non-Union Pension Plan EIN/PN: 38-1394903 / 001

(b) Identity of issue, borrower, (c) Description of investment including maturity date, (e) Current

(a) lessor, or similar party rate of interest, collateral, par, or maturity value (d) Cost Value

* Wells Fargo Advantage 80,680.23 shares, Cash Investment Fund 80,680 80,680

Federated 47,847.431 shares, Total Return Bond Fund 503,708 546,053

Goldman Sachs 8,679.837 shares, Small Cap Value Fund Institutional Shares 228,131 324,886

Harbor 4,430.999 shares, International Fund 213,120 259,967

Invesco 12,448.875 shares, Small Cap Growth Fund 306,309 321,928

Janus 5,209.390 shares, Overseas Fund Class A 207,738 256,875

JP Morgan 18,574.210 shares, Small Cap Equity Fund 481,841 638,581

Mainstay 72,720.093 shares, Large Cap Growth I Fund 440,612 478,068

Metropolitan West 36,659.800 shares, Total Return Bond Fund Class M 355,018 393,726

MFS 26,401.248 shares, Value Fund Class W 592,499 568,947

Thornburg 9,871.338 shares, International Value Fund Class A 233,809 267,612

* Wells Fargo Advantage 27,303.861 shares, Intrinsic Value Fund 272,611 290,786

* Wells Fargo Advantage 72,612.926 shares, Total Return Bond Fund 889,270 951,229

* Wells Fargo Advantage 61,199.930 shares, Capital Growth Fund 888,994 925,955

* Wells Fargo Advantage 23,924.075 shares, Equity Value Fund 303,848 290,199

* Wells Fargo Advantage 15,491.345 shares, Growth Fund 404,207 476,824



Schedule SB, line 32 - Schedule of Amortization Bases PLAN YEAR: 2009
Plan Name: Bell Memorial Hospital Non-Union Pension Plan EIN/PN: 38-1394903 / 001

Amortization Charge Bases

Year Original Period Current Minimum

Description Established Amount Remaining Balance Payment

Shortfall Amortization Base 2009 $ 1,049,875 7 $ 1,049,875 $ 177,147

Total Charges $ 1,049,875 $ 177,147

Amortization Credit Bases

Year Original Period Current Minimum

Description Established Amount Remaining Balance Payment

None $ 0 $ 0

Total Credits $ 0 $ 0

Total Shortfall Amortization Charge $ 1,049,875 $ 177,147



Schedule SB, Line 22 - Weighted Average Retirement Age Plan Year: 2009
Plan Name: Bell Memorial Hospital Non-Union Pension Plan EIN/PN: 38-1394903 / 001

(1) (2) (3) (4)
Age Rate of Retirement Retirees (1) * (3)

55 10.50% 10.5000 577.50
56 5.00% 4.4750 250.60
57 5.00% 4.2513 242.32
58 5.00% 4.0387 234.24
59 5.00% 3.8368 226.37
60 15.00% 10.9347 656.08
61 15.00% 9.2945 566.96
62 25.00% 13.1673 816.37
63 20.00% 7.9003 497.72
64 20.00% 6.3203 404.50
65 100.00% 25.2811 1,643.27

Sum of Column 4 = 6,115.95
÷ 100

Weighted Normal Retirement Age 61.16


