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

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

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 2010
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2010 or fiscal plan year beginning  01/01/2010 and ending  12/31/2010
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; D the final return/report;
an amended return/report; |:| a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . ... ... .. . . . . . . . » D
D cCheck box if filing under: Form 5558; |:| automatic extension; |:| the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 005
THE CHRIST HOSPITAL ANNUITY PLAN number (PN) »
1c Effective date of plan
07/19/1976
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
THE CHRIST HOSPITAL 31-0538525
2C Sponsor's telephone
number

513-585-6000

2139 AUBURN AVENUE -
CINCINNATI, OH 45219 2d Business code (see
instructions)

622000

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN [Filed with authorized/valid electronic signature. 08/10/2011 CHRIS E BERGMAN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2010)

v.092307.1




Form 5500 (2010) Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
THE CHRIST HOSPITAL 31-0538525

2139 AUBURN AVENUE 3C Administrator’s telephone

CINCINNATI, OH 45219 number
513-585-6000

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

a Sponsor's name 4c PN

5  Total number of participants at the beginning of the plan year 5

6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).

@ ACHVE PAITICIPANES. ........vvvetetieies ettt ettt ettt eae e ee s b et s et s e e s s e s e s e b et esese e s e s e b et e s e s et e s et s eas et es s et et et et ess e s s b sesesesenn ] 6a
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C
A Subtotal. Add INES B, BB, ANA BC........c.eeeeeeeeeeeeeeeeeeeet et e ettt et et e e e et et etee et et e et ee e st et ee et e st eeeee s s et ee et eesaeeeee e eesaeed 6d
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e
T Total. Add INES B ANA BE........eeeeececeeeeieeee ettt e s et s s ee e esen s s e et et e e es s e s eae e e st esennensasenneesseneneasened 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvseeececeete ettt sttt e st s st e s e e s e sttt s s s s b e st e s e s et et e st et sn s s s et es s s s s eanseseses s s e 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h
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:
2L

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

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

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

a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) 1) H (Financial Information)
2 MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 ___ A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)

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




B KDLLP

CPAs & Advisors

312 Walnut Street, Suite 3000 P.O. Box 5367  Cincinnati, OH 45201-5367 513 621-8300

E R I

The Christ Hospital Annuity Plan
Instructions for Filing
Form 5500
Annual Return / Report of Employee Benefit Plan

h ok ok kK

Signature . . .
Page 1 of Form 5500 should be signed and dated by the plan administrator.

Paymentoftax . . .
There is no payment due with the return.

Filing . .
Please return pages 1 (signed) and 2 of Form 5500 at your earliest convenience via
email to JKeene@bkd.com.

Do NOT separately file Form 5500 with the Department of Labor. Doing so will
delay the processing of your return.

We must receive signed pages 1 and 2 of Form 5500 before we can electronically
transmit your return. The Department of Labor will notify us when your return is
accepted. Your return is not considered filed until the Department of Labor
confirms their acceptance. We will notify you once we receive confirmation.


mailto:toJKeene@bkd.com

Form 5500

Depariment of the Treasury
{nternal Revenue Service

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee bensfit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA} and

OMB Nos, !210-01 10
100089

Doparimont of Labor sections 6047(e), and 6058(a) of the Interal Revenue Code (the Code). 2010
Employss Benelits Secunity
Administration N .
» COmpl_ete alt e_ntnes in accordance with This Form is Open to Public
Pension Benelit Guaranty Corporation the instructions to the Form 5500, Inspection

| Partl |  Annual Report Identification Information

For calendar plan year 2010 or fiscal plan year beginning 01/01/2010 andendng 12/31/2010
A This retumireport is for: ﬁ a multiemployer plan; H a multiple-employer plan; or
¥X| a single-employer plan; a DFE (specify)
B This return/report is: 3 the first return/report; H the final returnireport;
an amended return/report; a short plan year return/report (less than 12 months).
C If the plan is a collectively-bargained plan, CheCK NErE |, |, . . v v v v v v v s s a e e s s s o s s s amscrnsnssneencs P
D  Check box if filing under: X| Form 5558, automatic extension; D the DFVC program;
special extension (enter description)
[Partll | Basic Plan Information -enter all requested information

1a Nameofplan
THE CHRIST HOSPITAL ANNUITY PLAN

1b Three-digit
plannumber (PN) » | 005

1c Effective date of plan
07/19/1976

2a Pilan sponsor's name and address (employer, if for a single-employer plan)
(Address should include room or suite no.)

THE CHRIST HOSPITAL

2139 AUBURN AVENUE

CINCINNATI OH 45219

2b Employer Identification
Number (EIN)
31-0538525

2¢  Sponsor's telephone
number

513-585-6000

2d Business code (see
instructions)

622000

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties Wuw and other penalties set forth in the instructions, | declare that | have examined this relum/report, including accompanying schedules,

statements zﬁd a ments, as well as J\e elecironic version of this retumnirepont, and to the best of my knowledge and belief, it is true, corredt, and complete.
SIGN J T . / /
RERE (/éf/l/v W /4711 |curis & sEroan

Signp(pre ;} plan admfnistra)@'\ Date Enter name of individual signing as plan administrator

wo | [ Y & Pldw | S

CHRIS E. BERGMAN

Slbﬂ’;ture of employerlplan spo,{so?\ Date

Enter name of individual signing as employer or plan sponsor

SIGN
HERE

Signature of DFE Date

Enter name of individual signing as DFE

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

0AB704 2.000

Form 8800 (2010)
v.082307.1

Page 4



Form 5500 (2010) Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter "Same"} 3b Administrator's EIN

SAME

3¢ Administrator's telephone
number

4 Ifthe 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:
a Sponsor's name

4b EIN

4¢ PN

Total number of participants at the beginning of the plan year

|

Number of participants as of the end of the plan year (welfare plans complete only lines  6a, 6b, 6¢c, and 8d).
a Active participants
b Retired or separated participants receiving benefits
C Other retired or separated participants entitied to future benefits

d Subtotal. Add lines 6a, 6b, and 8¢ |

P R R T T R S R P R S N L R

€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits

f Total Addfines 6d and 6e _

B T T e L L T T S R I S

g Number of participants with account balances as of the end of the plan year (only defined contribution plans
compiete this item}

D T T T e S B T T D

h Number of participants that terminated employment during the plan year with accrued benefits that were

lessthan 100% vested . ., . . & @ v v o e h u e e 4 v e e ek e e e s a4 e i e e a v s & v e a w e s s e 4 s

I T S S T I T T T T S S T T T T T R T T T S S R O

6a

D T T T T T S T

6b

6¢c

6d

6e

6f

69

6h

7  Enter the total number of employers obligated fo contribute to the plan (only multiemployer plans complete this item)

7

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

2L

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

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

10 Checkall applicable boxes in 10a and 10b o indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

@ Pengion Schedules b General Schedules
(1) 1—1 R (Retirement Plan Information} {1) H (Financial Information)
(2y L.l MB (Multiemployer Defined Benefit and Certain Money (2) I (Financial information — Small Plan})
Purchase Plan Actuarial Information) - signed by the plan {3) —— A (Insurance Information)
actuary {4) C {Service Provider Inforration)
{3) D 8B (Single - Employer Defined Benefit Plan Actuarial {5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (8) G (Financial Transaction Schedules)

BAB705 2,000

Page 5
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