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), 6057(b), 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

2011

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2011 or fiscal plan year beginning

01/01/2011

and ending  12/31/2011

A This return/report is for:

B This return/report is:

C Ifthe plan is a collectively-bargained plan, check here

D cCheck box if filing under:

D a multiemployer plan;

a single-employer plan;

D the first return/report;

D an amended return/report;

Form 5558;

|:| a multiple-employer plan; or
D a DFE (specify)

D the final return/report;

|:| a short plan year return/report (less than 12 months).

|:| automatic extension;

|:| special extension (enter description)

|:| the DFVC program;

Part Il

Basic Plan Information—enter all requested information

1la Name of plan

WESTERN MARYLAND HEALTH SYSTEM RETIREMENT PLAN

1b Three-digit plan 001
number (PN) »

1c Effective date of plan
01/01/1999

2a Plan sponsor’s name and address, including room or suite number (Employer, if for single-employer plan)

WESTERN MARYLAND HEALTH SYSTEM CORPORATION

12500 WILLOWBROOK RD.
CUMBERLAND, MD 21502

2b Employer Identification
Number (EIN)
52-0591531

2C Sponsor's telephone
number
240-964-7000

2d Business code (see
instructions)
622000

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

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

SIGN [Filed with authorized/valid electronic signature. 10/10/2012 MARK SULLIVAN, VICE PRESIDENT HR
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN  [Filed with authorized/valid electronic signature. 10/10/2012 MARK SULLIVAN, VICE PRESIDENT HR
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 (2011)
v.012611




Form 5500 (2011) Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
WESTERN MARYLAND HEALTH SYSTEM CORPORATION 52-0591531
12500 WILLOWBROOK RD. 3C Administrator's telephone
CUMBERLAND, MD 21502 number
240-964-7000
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 3402
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
@ ACHVE PAITICIPANTS . .....vveveeeeecectete it eeeeet ettt e st ettt e sae s et et e st ess s e s eae st es s s e s e s esessssns s s et et b s s s s eaea et et s s snsnsssesesesssenanseeeee ] 6a 1807
b Retired or separated participants reCeIVING DENETILS.............c..ccivireeuereeseireeeseeeeeeese s eesee st eses s ss et ee s st eneseeneensed 6b 827
C Other retired or separated participants entitled to FUTUre DENETILS............c.coiiiieieiieieeeeee ettt 6¢C 665
A Subtotal. Add INES B, BB, ANA BC.........eueeeeeeeeeeeeeeeeeeee et e e ettt e et e e e sttt et ee et ee et et ee e s s et ee et eeseeeeeeee s et ee et eeeeeeeeeeeeeseed 6d 3299
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefitS..........coccviiiie i 6e 56
T Total. Add INES B ANA BE........eeeeeececeeeeeeeee ettt ee s et s s ee e e s s s e s s st et eeesen e ans e ae st s ennsesanenneeeneneneasenend 6f 3355
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvieeece ettt ettt a ettt s st s et ee s e s st et st n s st ses e s e s et ettt e s s s et es s s s s esesesesas s s e 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 10096 VESIEM...........eveiesieseiresessesestesesesssessesesessesessssessssssassssestssesessssesssnssessssesssnesassessssessansssssssesssnesssnssssssesssnesssnssessad 6h 67
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ......., 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1G 3H
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) Trust
4) General assets of the sponsor 4) 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
Q) R (Retirement Plan Information) o) H (Financial Information)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) _2 A (Insurance Information)
actuary (4) C (Service Provider Information)
©) SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2011
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2011 or fiscal plan year beginning  01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit 001
WESTERN MARYLAND HEALTH SYSTEM RETIREMENT PLAN plan number (PN) »
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION 52-0591531
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
PRUDENTIAL RETIREMENT INSURANCE AND ANNUITY CO.

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
06-1050034 93629 003150 01/01/2011 12/31/2011

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose (e) Organization code

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2011

v.012611



Schedule A (Form 5500) 2011 Page 2 -

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

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2011

Page 3

Part Il

this report.

Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account at year end..................ccccooveveveverererereecennnn.. 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5 0
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums PAIH t0 CAITIET ........c.viveieeeieeee et ettt s sttt se et en st ne st e s et en st s et en s sneeseneneanss 6b
C  Premiums due but unpaid at the end Of the YEAI .........coiiiiiiiiii e 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCy, ENTEr @MOUNL. ..........cueiiiiiiiiie e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) |:| deposit administration 2 D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ............c..covoveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 8581365
C Additions: (1) Contributions deposited during the year..............ccccceveveven.n.) 7c(1)
(2) Dividends and credits ...................
() Interest credited during the year 468411
(4) Transferred from Separate aCCOUNL ..............co.evrveeereerreeseerseeseeeesesneens] 7c(4)
(5) Other (specify below)
4
(B)TOLAI AATIIONS ....cv.veoveeeeceee et s ettt e s e e s s s en s st eneensesenseneenessensnennens 7c(6) 468411
d Total of balance and additions (A0 B ANA C(B)). ....cuevvervriieireieereeseeeeeeseeeessesese s s st sees e ssennees s seneneeneeens l 7d 9049776
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 905709
(2) Administration charge made by Carfier..........cccooeeueveeveererieeeeeeereeesinon ] 7e(2)
() Transferred to SEPArate ACCOUNL ..........c.c.ceveeeruerereererseesereeseresseseeeesenesesend 7¢e(3)
(4) Other (SPECITY DEIOW)..........veveeeeeeeeeeeeeeeeeeeeeeseee o) 7e(4) 36263
) ADMIN EXP
(5) Total dedUCHONS ..........cceveveeereeeeeeeeeee e 941972
f Balance at the end of the current year (subtract e(5) from d) 8107804




Schedule A (Form 5500) 2011 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccocveeneenncennne.
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reServVe........cccceevveeeriveeesnnes 9a(3)

(4) Earned ((1) + (2) = (3)) ccvveeervreemrrreenireeenireesseeeennes

b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESEIVES...........cccceevereeeveeeeeeeeere e 9b(2)
(3) Incurred claims (AAd (1) @NA (2)) rveeiereirieriiereesiereseet ettt ettt et s ese st ese e ssese st eseseesesessesesesseseseesensasenens 9b(3)
(4) ClAIMS CRAIGEM........c.eveveeecteeeeeetieteteeeeee et et te ettt e et e et et et st et e et et e e et ese et et eseetese et etese et esee et steseesatenssaeteesatesnsentesans 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....ocuvveueieriietee ettt teee et eseere st sete e esetesseaereesaaeaeas 9c(1)(A)
(B) Administrative service or other fEes ...........ccccovevrrineeieiciseeeas 9c(1)(B)
(C) Other specific aCqUISItION COSES ......cvcuvieeiiireeiiieesiiee e seee e 9c(1)(C)
(D) OhEr EXPENSES .......eeeeeeeeeeeeeeeseseeeeeeeses et ee s 9c(1)(D)
(E) TAXES...ueiuietiiteiteiteiere et ettt et et sttt se v st et seteebe st e sae st e s eneabeabens 9c(1)(E)
(F) Charges for risks or other CONtingencies ..............cc.ccvwerveererereerrenen. 9c(1)(F)
(G) Other retention Charges .......ccceevuveerieeesiiee e see e see e see e 9c(1)(G)
(H) TOLAI FEEEMEION ...ttt ettt ettt ettt ettt et et et e e et ese et e te s et ese et ete s et et ebe s et ess et esensetensseetensatessesenin 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeveieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. ... 9d(1)
(2) ClRIM FESEIVES ...ttt ettt te ettt ete e te st s e et e e e b e st e s et e s e b e st esese s ebe e eseseebs s e b esesses et e b enessete s eneseenesensee 9d(2)
(B) ONEI FESEIVES ......ocveeveee et eeeee ettt ettt e et e et et et st e e et st est st et e s et e st et et et et est st ete s e tatenssaete s atensseeteasateneseereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEr ...........cccociiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............ccccceueee. 10b
Specify nature of costs P
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2011
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2011 or fiscal plan year beginning  01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit 001
WESTERN MARYLAND HEALTH SYSTEM RETIREMENT PLAN plan number (PN) »
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION 52-0591531
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
MASSACHUSETTS MUTUAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
04-1590850 65935 SA 12804 01/01/2011 12/31/2011

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose (e) Organization code

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2011

v.012611
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2011 Page 3

Part Il Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account at year end..................ccccooveveveverererereecennnn.. 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end 5 107946653
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums PAIH t0 CAITIET ........c.viveieeeieeee et ettt s sttt se et en st ne st e s et en st s et en s sneeseneneanss 6b
C  Premiums due but unpaid at the end Of the YEAI .........coiiiiiiiiii e 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POIICY, ENLETN AMOUNT..........ccuiiiiiiee e see e esee e e e s e e et eesta e e e ssteeesaeeeessaeeesseeeesnnenes
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) |:| deposit administration 2 D immediate participation guarantee
(3) |:| guaranteed investment 4 B other » GROUP ANNUITY
b Balance at the end of the PrEVIOUS YOI ............c..covoveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 0
C Additions: (1) Contributions deposited during the year..............ccccceveveven.n.) 7c(1)
(2) Dividends and credits ...................
(3) Interest credited during the year
(4) Transferred from Separate aCCOUNL ..............co.evrveeereerreeseerseeseeeesesneens] 7c(4)
(5) Other (specify below)
4
(B)TOLAI AATIIONS ....cv.veoveeeeceee et s ettt e s e e s s s en s st eneensesenseneenessensnennens 7c(6) 0
d Total of balance and additions (A0 B ANA C(B)). ....cuevvervriieireieereeseeeeeeseeeessesese s s st sees e ssennees s seneneeneeens l 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier..........cccooeeueveeveererieeeeeeereeesinon ] 7e(2)
(3) Transferred t0 SEPArate @CCOUNL ..............oevevevereeeeeeeeereeeeseesenenssese] 7¢e(3)
(4) Other (SPECITY DEIOW).........cureririiririeieneeeieis i) 7e(4)
4
(5) Total dedUCHONS ......c.veeverceeieeeeiieee e 0
f Balance at the end of the current year (subtract e(5) from d) 0




Schedule A (Form 5500) 2011 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccocveeneenncennne.
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reServVe........cccceevveeeriveeesnnes 9a(3)

(4) Earned ((1) + (2) = (3)) ccvveeervreemrrreenireeenireesseeeennes

b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESEIVES...........cccceevereeeveeeeeeeeere e 9b(2)
(3) Incurred claims (AAd (1) @NA (2)) rveeiereirieriiereesiereseet ettt ettt et s ese st ese e ssese st eseseesesessesesesseseseesensasenens 9b(3)
(4) ClAIMS CRAIGEM........c.eveveeecteeeeeetieteteeeeee et et te ettt e et e et et et st et e et et e e et ese et et eseetese et etese et esee et steseesatenssaeteesatesnsentesans 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....ocuvveueieriietee ettt teee et eseere st sete e esetesseaereesaaeaeas 9c(1)(A)
(B) Administrative service or other fEes ...........ccccovevrrineeieiciseeeas 9c(1)(B)
(C) Other specific aCqUISItION COSES ......cvcuvieeiiireeiiieesiiee e seee e 9c(1)(C)
(D) OhEr EXPENSES .......eeeeeeeeeeeeeeeseseeeeeeeses et ee s 9c(1)(D)
(E) TAXES...ueiuietiiteiteiteiere et ettt et et sttt se v st et seteebe st e sae st e s eneabeabens 9c(1)(E)
(F) Charges for risks or other CONtingencies ..............cc.ccvwerveererereerrenen. 9c(1)(F)
(G) Other retention Charges .......ccceevuveerieeesiiee e see e see e see e 9c(1)(G)
(H) TOLAI FEEEMEION ...ttt ettt ettt ettt ettt et et et e e et ese et e te s et ese et ete s et et ebe s et ess et esensetensseetensatessesenin 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeveieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. ... 9d(1)
(2) ClRIM FESEIVES ...ttt ettt te ettt ete e te st s e et e e e b e st e s et e s e b e st esese s ebe e eseseebs s e b esesses et e b enessete s eneseenesensee 9d(2)
(B) ONEI FESEIVES ......ocveeveee et eeeee ettt ettt e et e et et et st e e et st est st et e s et e st et et et et est st ete s e tatenssaete s atensseeteasateneseereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEr ...........cccociiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............ccccceueee. 10b
Specify nature of costs P
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

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



SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2011

Department of the Treasury

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

Department of Labor i i i . . .
Employee Benefits Security Administration Retirement Incomel rii?#;rﬁéstegLégggd(eEgl]ngozn; .sectlon 6059 of the This Forrl?']Iss eocF;:?onnto Public
Pension Benefit Guaranty Corporation P

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

For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending  12/31/2011

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

A Name of plan B  Three-digit
WESTERN MARYLAND HEALTH SYSTEM RETIREMENT PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION 520591531
E Typeofplan: X Single [ ] Multiple-A [ ] Multiple-B F Prior year plan size: | | 100 or fewer [ | 101500 [X| More than 500
Part | | Basic Information
1  Enter the valuation date: Month _01 Day 01 Year 2011
2  Assets:
B MAIKEE VAIUE.......cooceeeeececeseecee e ae et s s st s et es s e s st s ens st s saes e nsensenss s sensenansenens 2a 140131631
D AGHUANAI VAIUE ... 2b 134432197
3 Funding target/participant count breakdown: (1) Number of participants (2) Funding Target
a For retired participants and beneficiaries receiving payment ........... 3a 830 58752940
b For terminated vested participants .............ccccceeeeueveeereeerereeeernnae. 3b 684 19189860
C  For active participants:
7371419
57589869
1888 64961288
O TOMAl e 3d 3402 142904088
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (0) ..........cccevvevererennne. D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........cooiiiiiiiiiiiiiiiie it 4a
b Funging target reflecting at—ri;k assumptiqns, but disrega_rding trapsition r.ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccccoccvveevineenne
D EMfECHVE INEIEST FALE .....cvviieieisiecteteieii ettt sttt bbb s e bbb st s e s bbb es st b b s 5 6.34 %
6  Target normal cost 6 4725363

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 10/08/2012
Signature of actuary Date
JON S. KETZNER, FCA, MAAA 11-01826
Type or print name of actuary Most recent enrollment number
CBIZ BENEFITS AND INSURANCE SERVICE 301-777-1500
Firm name Telephone number (including area code)

44 BALTIMORE STREET
CUMBERLAND, MD 21502

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2011

v.012611
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‘ Part Il | Beginning of year carryover and prefunding balances

(a) Carryover balance (b) Prefunding balance

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

(LS L TP PSP TP P PP URUP PR PPPRPPOPPPPPIOY 14670045 8371395
8 Portion elected for use to offset prior year’s funding requirement (line 35 from

PIOT YBAL) .vvvveveeeeeeceeasieteeeseeeseeas e et esesesae et et s sasassesnsassnnasasaesssssenasesansssnsanensnaeed 0 0
9  Amount remaining (line 7 MiNUS INE 8) ..........c.veviveueeeeeeeeeeeeee e 14670045 8371395
10 Interest on line 9 using prior year's actual return of 8.650f ... 1268959 724126
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38 from prior year).............ccc.ccovu..) 870919

b Interest on (a) using prior year's effective rate of 6.63 9% except as

otherwise provided (SEE INSLUCHONS) .........ov.eveveveeeeeeeeeeeeeereeeeeeeeeseseseee ] 57742

C Total available at beginning of current plan year to add to prefunding balance...........] 928661

d Portion of (c) to be added to prefunding balANCe............c.ccevieeeeeeeeeseeeeeeeeeen) 928661

12 Other reductions in balances due to elections or deemed elections .......................... 5854260 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)................] 10084744 10024182
Part Ill Funding percentages
14 Funding target attaiNnMENT PEICENTAGE. ..........cvvevveereeereesseesssesseesssessssssssessssesssessssssssssssses s ssssessesesssessssesssesssesssessseesssenssssesssesssessesnssessassssas 14 80.00 %
15 Adjusted funding target attaiNMENt PEICENTAGE ............c.ev.cuiveeeeeereceeteseteseseetesesseseseesesssaesessesessssesessesesaesesssses st essneesesseaesneesenssaesneeseneeeas 15 80.00 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 16
CUITENt YEAr'S FUNAING FEQUITEIMENT.........cuiitiiieieteiteitetet et et ete et et eteetesteste st eseesestestes s e s eseebesbesse et ensensebeebessessessessaresbebensensabestessesseseereeed 85.16 %
17 Ifthe current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...............c.cc.oo........ 17 %
Part IV Contributions and liquidity shortfalls
18 cContributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
05/29/2012 8000000 0

Totals » | 18(b) 8000000 | 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years. ..........cccccvecvveevcveesrenennn 19a 0

b Contributions made to avoid restrictions adjusted to VAlUALION JALE ...............covoveieeeeeeeeeeeeeeeeeeeeeee s 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 7336607

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding Shortfall” fOr the PrIOF YEAI? .........eeiiiiiii ittt e et e e e s s e e e sabn e e s abne e e sbreeenaneeas Yes D No

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

C If 20ais “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th
0 0 0 0




Schedule SB (Form 5500) 2011 Page 3

Part V [Assumptions used to determine funding target and target normal cost

21 Discount rate:

1st segment:
3.78%

2nd segment:
6.31%

3rd segment:
6.57 %

a Segment rates:

D N/A, full yield curve used

b Applicable MONth (ENEEF COUERY .........c.cvvieeeeeeeeeee oot et e ee et e ettt en et en et en e

21b

22 Weighted average FetirEMENT AQE .........c.ocreeeevereeeeeeeeeeeeeeeeeeteeeeeete e es s eseseteeeseseseeseneseseseseee et easseseaseneneseesseeeaees

22

64

23 Mortality table(s) (see instructions) |:| Prescribed - combined Prescribed - separate

D Substitute

Part VI |Miscellaneous items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

F= L0 =T 10 1T | PP RSPTOY

|:| Yes No

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

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment

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

regarding AttACHIMENT. ..ottt ettt ettt ettt 27
Part VII |Reconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contributions fOr @ll PriOr YEATS ............cceievieeeieieeeeeeeees et ee e es e 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(A= = OO 0
30 Remaining amount of unpaid minimum required contributions (line 28 MiNUS liN€ 29) .........ccccoeveveveveecceeeene. 30 0
Part VIII | Minimum required contribution for current year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAI COSE (N B) .....cu.eeeeeeeeeeececeeeeee et te et eeeee et et s e e e e ee et e et ee s s eseeeeetesee et ees e eaeanenenenaseeen 3la 4725363
b Excess assets, if applicable, but Not greater than 31a ...........c.ccevcvoeereereeieeeeeeeee e ee e eneneneeeeesenans 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INSLAIIMENT ...........c.ccoi i 28580817 4702388
b Waiver amortization inStallMeNnt..............c.cceveveeveieeueieeeeeeeeeseeee e 0 0
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 .............cccceeveeiiicnnnncneene 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) .. 34 9427751
Carryover balance Prefunding balance Total balance
oo 01 58 10 TSI e 5895084 0 5895084
36 Additional cash requirement (line 34 MINUS INE 35) ............cc.ceueviveiieeeieeeeieiereseeeese et esese s esasse e seses s 36 3532667
37 C_ontributions allocated toward minimum required contribution for current year adjusted to valuation date 37 7336607
(LTSI Lo TP PT R UUR RPN
38 Present value of excess contributions for current year (see instructions)
A Total (excess, if any, Of [INE 37 OVEF lINE BB) .....c.cvvveveveeereeeeeeeeeeseeeeeeeeeee e tes sttt es st tes st ene s e senenens 38a 3803940
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances ....... 38b 3803940
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) .........c.ccccccee...... 39 0
40 Unpaid minimum required CONtHBULIONS fOF @Il YEAIS............ccoveiveeeeeeeeeeeeeeeee s eeee e st 40 0

Part IX Pension funding relief under Pension Relief Act of 2010 (see instructions)

41 If a shortfall amortization base is being amortized pursuant to an alternative amortization schedule:

QL SCNEAUIE EIECIEA ........eeieeeiee ettt e e e ettt e e e s et a et e e e e e e saaabeeeeeeesaaatseeeeesntbeseaeeeaasssseeaaeeesasntaneaeeesanasrnns

|:| 2 plus 7 years

D 15 years

b Eligible plan year(s) for which the election in line 418 Was MAAE .............cocvieieeeeeeeeeeeeeeeeeeeeee oo

42 Amount of acceleration AdJUSIMENT ............c.cciiioroeeeeeeeeeeceee e et e et e e e et ee et e et e ee s s eneseee et e e eeeeneneneneseeen

[ ]2008 [ ]2009 [ ]2010 [ | 2011
42

43 Excess installment acceleration amount to be carried over to future plan Years ...........ccoceveveueeeceereeereneenenns

43




SCHEDULE C Service Provider Information OMB No. 12100110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2011
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Ber))efits Security Administration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending  12/31/2011
A Name of plan B Three-digit 001
WESTERN MARYLAND HEALTH SYSTEM RETIREMENT PLAN
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION 52-0591531

Part | |[Service Provider Information (see instructions)

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

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. ... ........... Yes D 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
MASSACHUSETTS MUTUAL LIFE INS CO

04-1590850
(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) 2011

v.012611
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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
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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).

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

CBIZ BENEFITS & INSURANCE S

ERV INC

52-1396995
(b) (c) (d) (e) () 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
formula instead of

organization, or
person known to be
a party-in-interest

by the plan. If none,

enter -0-.

compensation? (sources

other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

compensation for which you

service provider excluding
eligible indirect

answered “Yes” to element
(f). If none, enter -0-.

an amount or
estimated amount?

SHAREHOLDER
SERVICE

17 56 59

Yes No D

Yes D No

1826

Yes |:| No

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

PRUDENTIAL RETIREMENT INSURANCE

06-1050034
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

13 CONTRACT ADMIN

36263

Yes D No

Yes D No D

Yes |:| No D

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

MASSACHUSETTS MUTUAL LIFE INS CO

04-1590850
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect

answered “Yes” to element
(f). If none, enter -0-.

compensation for which you

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

52 60 63 68
72

CONTRACT
ADMINISTRATOR

Yes No D

Yes E No D

Yes No D
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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).

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

CBIZ FINANCIAL SOLUTIONS, INC

52-1971675
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(¢))

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

SHAREHOLDER

17 27 37 56
59 SERVICES

Yes No D

Yes No D

Yes No D

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

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(b)
Service
Code(s)

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D

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

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(b)
Service
Code(s)

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

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

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

CBIZ BENEFITS & INSURANCE SERV INC

56 1826

(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.

MASSACHUSETTS MUTUAL LIFE INS CO

04-1590850

PLAN RELATED EXPENSES

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

60 0

(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.

EUROPACIFIC GRWTH (AMERICAN)

95-6810128

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

60 0

(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.

GLOBAL STRATEGIC INCOME (OFI)

84-1120195

BASIS POINTS * PLAN ASSETS
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

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

(b) service Codes (C) Enter amount of indirect
(see instructions) compensation

MASSACHUSETTS MUTUAL LIFE INS CO

60 0

(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.

GROWTH AMERICA (AMERICAN)

52-0792143

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

60 0

(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.

MID CAP VALUE (PERKINS)

84-1458637

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

60 0

(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.

RISING DIVIDENDS (OFI)

13-3035629

BASIS POINTS * PLAN ASSETS
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

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

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72

0

(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.

PREM INFLAT-PORT AND INCM (BABSON)

03-0532475

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72 0

(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.

PREM SHT-DURATION BD (BABSON)

04-3212057

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72 0

(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.

PREM DIVERSIFIED BD (BABSON)

04-3464165

BASIS POINTS * PLAN ASSETS
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

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

(b) service Codes (C) Enter amount of indirect
(see instructions) compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72 0

(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.

PREM MONEY MKT (BABSON)

04-3212059

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72 0

(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.

SEL SMCOVAL (FED CLOV/TRP/ERNST)

04-3584140

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72 0

(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.

SELECT FOCUSED VALUE (HARRIS)

04-3512590

BASIS POINTS * PLAN ASSETS
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

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

(b) service Codes (C) Enter amount of indirect
(see instructions) compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72 0

(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.

SELECT FUNDAMENTAL VAL (WELLINGTON)

04-3584138

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72 0

(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.

SELECT MID CAP GR Il (TRP/FRONTIER)

04-3512596

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72 0

(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.

SELECT PIMCO TOTAL RETURN

27-2377446

BASIS POINTS * PLAN ASSETS
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

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

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS CO

72

0

(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.

SELECT SM CAP GR (W&R/WELLINGTON)

04-3464205

BASIS POINTS * PLAN ASSETS

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

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

(b) service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a  Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Retirement Income Security Act of 1974 (ERISA).

Department of Labor » File as an attachment to Form 5500.

Employee Benefits Security Administration

DFE/Participating Plan Information

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

OMB

No. 1210-0110

2011

This Form is Open to Public

Inspection.
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit
WESTERN MARYLAND HEALTH SYSTEM RETIREMENT PLAN 001
plan number (PN) >

C Plan or DFE sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION 52-0591531
Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFES)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-SI ADVISOR MID CAP VALUE
b Name of sponsor of entity listed in (a): MMLIC
C EIN-PN 04-1590850-023 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 103 2455074
code 12 |IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YC SELECT SMALL CAP GR
MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-135 d Entity =) € Dollar value of interest in MTIA, CCT, PSA, or 103 1100145
code 12 |IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  SIA-YG PREMIER MONEY MARKET
MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-139 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 103- 1720111
code 12 |IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YP PREMIER DIVERSIFIED BOND
MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-145 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 103- 26217810
code 12 |IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-Y PREM INFLATION-PROTECTED BND
MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-183 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 103- 10183202
code 12 |IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YK SELECT FUNDAMENTAL VALUE
MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-185 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 103- 11081627
code 12 |IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YT SELECT MID CAP GROWTH II
MMLIC
b Name of sponsor of entity listed in (a):
C EIN-PN 04-1590850-186 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 103- 2434767

code 12 |IE at end of year (see instructions)

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

Schedule D (Form 5500) 2011

v.012611
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Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YY SEL SM CO VALUE

MMLIC
Name of sponsor of entity listed in (a):
EIN-PN 04-1590850-187 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 103- 1223051
code 12 |IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |E: SIA-VB EUROPACIFIC GROWTH
MMLIC
Name of sponsor of entity listed in (a):
EIN-PN 04-1590850-276 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 103- 4393310
code 12 |IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: SIA-TZ TOTAL RETURN
MMLIC
Name of sponsor of entity listed in (a):
EIN-PN 04-1590850-362 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 103- 12230552
code 12 |IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |E: SIA-HW GROWTH AMERICA
o MMLIC
Name of sponsor of entity listed in (a):
EIN-PN 04-1590850-419 d Ent|ty P € Dollar value of interest in MTlA, CCT, PSA, or 103- 12028853
code 12 |IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: SIA-YF PREM SHT-DURATION BD
MMLIC
Name of sponsor of entity listed in (a):
EIN-PN 04-1590850-138 d Enity P € Dollar value of interest in MTIA, CCT, PSA, or 103- 11019369
code 12 |IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: SIA-Q8 PREM STRATEGIC INCOME
MMLIC
Name of sponsor of entity listed in (a):
EIN-pN 04-1590850-343 d Enity P € Dollar value of interest in MTIA, CCT, PSA, or 103- 11858784
code 12 |IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-
code 12 |IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-
code 12 |IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-
code 12 |IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):
EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-
code 12 |IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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).

2011

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
For calendar plan year 2011 or fiscal plan year beginning  01/01/2011 and ending  12/31/2011
A Name of plan B  Three-digit
WESTERN MARYLAND HEALTH SYSTEM RETIREMENT PLAN 001
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500
WESTERN MARYLAND HEALTH SYSTEM CORPORATION

52-0591531

D Employer Identification Number (EIN)

Part | |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 le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ..o la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS ... 1b(1) 7000000 8000000
(2) Participant CONTBULIONS ...............corveeeieeeeeeeseseerse s s 1b(2)
L) 1111 SO 1b(3) 420255
C General investments:
Q) Interest-b_earing cash (include money market accounts & certificates 1c(1) i3 —
OF AEPOSIL) ettt
(2) U.S. GOVEINMENT SECUNES. .......veeveeereeeeeeeeeeseseeeeeseeeeieseeeseneseeeseeeeesenees 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEU ..o 1c(3)(A)
(B) AlLOtNET .....cooviceieceeeeeeeeeee e 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred... lc(4)(A)
(B) COMMON ..., 1c(4)(B)
(5) Partnership/joint venture interests .................... 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PartiCiPants) ............cccceeereeereeresresessseeessensesnnen. 1c(7)
(8) PartiCIPANT IOBNS ........ovoveeeeieeeeeeeeeseeeeee s eees et 1c(8)
(9) Value of interest in common/collective trustsS...........cocveevieeeiiieeeniieeee 1c(9)
(10) Value of interest in pooled separate aCCOUNtS...........co.cvevevvreeereeeennennn. 1c(10) 110897554 107946654
(11) Value of interest in master trust investment accounts .............ccoccceeeeee. 1c(11)
(12) Value of interest in 103-12 investment entitieS ..............cccovevevereeernnnn. 1c(12)
e compemes (o0, e Le(13) 13628525 14242059
oIS e e (et | e 8581366 8107804
(15) ONET ..ottt 1c(15)

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

Schedule H (Form 5500) 2011
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYET SECUNHES ....vvvoveeveeeeeeeeceeseeeeeessesseeestesesessenessas s seneseeseeeeseneneeses 1d(1) 6271079
(2) EMPIOYET FAI PIOPEILY .....vrvevereereeeeeeeeeesseeseesteseseeseeessenesies et eneseennessnens 1d(2)
€ Buildings and other property used in plan operation..........cccceeeeieeeeniieeeinieenn. le
f Total assets (add all amounts in lines 1a through 1€) ..........cccccooveveeveverecinnns 1f 140307888 145003085
Liabilities
g Benefit Claims PAYADIE ........cvruriieeeeicieie et 19
N Operating PAyabIES ...........ccovveieeeeeeeeeeee e 1h
I AcQUISItion INAEDLEANESS .........ceevevieeeeeieeeeceee et 1i
J Oher ABIlES. .......ovoevrvrieiececeie st 1j
K Total liabilities (add all amounts in lines 1g throughj) ........c.cccoevevevevrerenennnne. 1k 0 0
Net Assets
| Net assets (subtract line 1k from liN@ 1f)........c.ccoevevemrerrecrerieereeeeseee e | 1l ‘ 140307888 145003085

Part Il |Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |Es do not complete
lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (@) Amount (b) Total
a Contributions:
(1) Received or receivable in cash from: (A) EMPIOYErS........ccccovvvvvvrireenrenen. 2a(1)(A) 8000000
(B)  PAtCIDANES .....ceoveveeeeeeeeeevee et ene s 2a(1)(B)
(C) Others (INCIUAING FOIOVEIS) .........veevvereeeeeeeeeeeeee oo 2a(1)(C)
(2) NONCASh CONLIDULIONS ... 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ................. 2a(3) 8000000
b Earnings on investments:
(1) Interest:
B Certtcates of deposit e B A 2b(1)(A) 214
(B) U.S. GOVEIMMENT SECUNES ........vveeeeeeeeeeeeeeeeeseeee e 2b(1)(B)
(C) Corporate debt iINSIIUMENES ..........c.ccvveveeeeeeeeeeeeeeeeeee oo 2b(1)(C) 60388
(D) Loans (other than to PArtiCiPANS) ...........cccevruerrereerreererereseeesseneeeaes 2b(1)(D)
(E) PartiCipant I0NS ..........c.coeveveruerieeeeereeeseseieseseesessies s ses s senesanas 2b(1)(E)
(F)  OHNET ..ottt 2b(1)(F)
(G) Total interest. Add lines 2b(1)(A) through (F) ......c.ccccvevererevrrererennnn. 2b(1)(G) 60602
(2) Dividends: (A) Preferred StOCK. ...........ccovveveuevcuereeeeieeeeeseseeeeeees e sesesienens 2b(2)(A)
(B)  COMMON SEOCK ... ee e 2b(2)(B)
(C) Registered investment company shares (e.g. mutual funds).............. 2b(2)(C) 229479
(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 229479
(B) RENES ...ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ....................... 2b(4)(A)
(B) Aggregate carrying amount (See inStructions) ............cococoovevevreuennn. 2b(4)(B)
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result.................. 2b(4)(C) 0
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(a) Amount (b) Total
2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate.............cc.o....... 2b(5)(A) 229841
(= Y O OO OO 2b(5)(B)
() 105 20E)A) A (B) e e 26(5)(C) 229841
(6) Net investment gain (loss) from common/collective trusts.......................... 2b(6)
(7) Net investment gain (loss) from pooled separate accounts....................... 2b(7) 1605980
(8) Net investment gain (loss) from master trust investment accounts ............ 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities....................... 2b(9)
(10) Net inve‘stment gain (loss) from registered investment 2b(10)
companies (€.g., MULUAl fUNDS).........c.cceeveereeieirieeeeeceee et nns 184055
€ OtEI INCOME......ecvoeeee ettt eeenae e aen e enaen e aene e 2c 468411
d Total income. Add all income amounts in column (b) and enter total...................... 2d 10778368
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers .............. 2e(1) 6347614
(2) To insurance carriers for the provision of benefits.............cccocoovveveeeennn.. 2e(2)
)T OO OSSOSO 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3)........coeveeeeereresennn. 2e(4) 6347614
f Corrective distributions (SE€ INSTUCHONS) ...........cevrueveeereeieeeeseeeeeenseneees 2f
g Certain deemed distributions of participant loans (see instructions)................. 29
Nl INEEIESE EXPENSE. ...ttt 2h
i Administrative expenses: (1) Professional fees .............ccceerievriseressvensnnns 2i(1)
(2) Contract admiNIStratOr FEES..........ceveveveeereeieereeeeee et seeere s 2i(2) 36263
(3) Investment advisory and management fEES ............coeceeveeveveereeeeeeeeseeneneas 2i(3) 4519
(B) ONET ... 2i(4) -305225
(5) Total administrative expenses. Add lines 2i(1) through (4)...........cccceceune.. 2i(5) -264443
| Total expenses. Add all expense amounts in column (b) and enter total......... 2j 6083171
Net Income and Reconciliation
K Netincome (loss). Subtract line 2j from line 2d 2k 4695197
| Transfers of assets:
(1) TO RIS PIAN... oo ee st 21(1)
(2) FTOM IS PIAN <.t senoe 21(2)

Part Ill | Accountant’s Opinion

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

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
@[] unquaiified  (2)[ ] Qualified (3) [{ Disclaimer @) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? B Yes D No

C Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name:COHEN, RUTHERFORD & KNIGHT, P.C. (2) EIN: 52-1202280

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

4

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

103-12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l.
During the plan year:

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.)......

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

close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEA.) .ttt b ettt ettt

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

Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is
CRECKEA.) .ttt ettt b ettt ettt

Was this plan covered by a fidelity DONA?.........cc.oooiiiiiiiiii e

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF dISNONESLY? .....oiieiii et e e e

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? .........ccccoeerieeeinieeenineeens

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? .........

Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format reqUIrEMENTS.)........cccuuiiiiiiee i se e seee e iee e eae e e naee s

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.) . .....eeiiureeiiie e e e s e sre e e e e e steeesnneeeas

Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control Of the PBGC?........c.cuiiiiiiiiiiieeieee e

Has the plan failed to provide any benefit when due under the plan? ..........ccccoveeeiiiiecciiee s

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
Sy I 0 1 7 PSP UPP PN

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. .......cccceviiveeriineene

Yes

No

Amount

4a

4b

4c

4d

4e

500000

Af

49

4h

4i

4

4k

4

4m

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

5b

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

Amount:

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

transferred. (See instructions.)
5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)




OMB No. 1210-0110

SCHEDULE R Retirement Plan Information

b This schedule is required to be filed under section 104 and 4065 of the
epartment of the Treasury . . .
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
6058(a) of the Internal Revenue Code (the Code).

Department of Labor

Employee Benefits Security Administration This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit
WESTERN MARYLAND HEALTH SYSTEM RETIREMENT PLAN plan number 001
(PN) 4
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WESTERN MARYLAND HEALTH SYSTEM CORPORATION
52-0591531
‘ Part | ‘ Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the
IMSEIUCTIONS ... evevteee ettt ettt et ettt et et et e st et et et ebese et ebe st et esessebe st et ese b ebe s et ese b ese s et eseebebebe s ebeseebese s ebensebeseseebenssteresnas 1 0

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

EIN(S): 04-1590850 06-1050034

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

YA, o.oeeeeititete st eees ettt ettt s e a et bbb a et et h et s e A s A b s b s A AR bt A Rt LAt b eb s h bbb At bbb st bt s s 3 41
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part)
4 |sthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?........cccvvrerrvernnee D Yes No D N/A

If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

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

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6
a
deficiency not waived) .......................................................................................................................................
b Enter the amount contributed by the employer to the plan for this plan Year ............ccc.ccoeeveeveceieeereereerenenn, 6b
Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEQALtiVE AMOUNT).........ccciieiiiiieeiie e e e e e e e sneee s 6c
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ...................cccooovevevnnnnn. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNGE?.............ii it Yes D No D N/A

Part Il | Amendments

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

Dox. 110, oheck 116 N0 DO et et [] Increase  [pecrease  [] Botn [ No
Part IV ESOPSs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,
skip this Part. _
10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. | | Yes D No
11 a Does the ESOP hold @ny Preferred SIOCK? .........coiriiriuririeriesiereeeseneseeses e eeseesesssse s sesessesssesessessssessasssesessssssessessssssesssesssnsseens : Yes D No
b Ifthe _ESOP has an outs_tgr)ding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No
(See instructions for definition of “Dack-t0-DACK” I0AN.) .......c.uuiiiiiiii ettt
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ...............cococoererreereisniesnenens D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2011

v.012611
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

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

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




Schedule R (Form 5500) 2011 Page 3

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

@ THE CUITEINE YEAY ......veeevieeveeeeeteee ettt et ettt eae et et e e et ese et et e s et ese et et eas et ese et etess et ese et etesseeesese et etenssaeseesetesssaesesatnnnas l4a
b The plan year immediately preceding the CUMTENt PIAN YEAT ...........c.cceviveeevreeiieseeeeee et 14b
C  The SecoNd PreCediNg PIAN YEAT ......c.uiiiiiiieiie ittt ettt e bt e st e et e e sttt et e eabrenbeeseneestreareenbeeanne l4c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ...........ccccceeevvveeenen. 15a

b The corresponding number for the second preceding PIaN YEar ................cccc.coevveveeeeeeeeeeerreeseeeeenerrerenns 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year .........ccccoccoeiiiiiiiniiie e 16a

b Ifitem 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such WithdraWn €MPIOYETS .......uiiiiiiiiii ittt sr e e s st e sinesinesereaeees

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. ... ... it e s s e et e e e s s s e e e et s s e e e rnta e s ran e ananenenens

| 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 t0 be INCIUAE @S AN AHACHMENT ..........ciiiie e e s e e et eesste e e e saeeeeeteeeaaeeeeasbeeeaasteeeasseee e sseeeansseeesaseeeansseeennteeeansseeeanneeeenseeennnenenns

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: 40% Investment-Grade Debt: 57% High-Yield Debt: 0% Real Estate: 0% Other: 3%
b  Provide the average duration of the combined investment-grade and high-yield debt:

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

@ Effective duration D Macaulay duration D Modified duration D Other (specify):
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COHEN
RUTHERFORD
+ KNIGH Te

Certified Public Accountants

Report of Independent Auditors

The Plan Administrator
Western Maryland Health System, Inc. Retirement Plan

We were engaged to audit the accompanying statements of net assets available for benefits of the
Western Maryland Health System, Inc. Retirement Plan (the Plan) as of December 31, 2011 and
2010, the related statements of changes in net assets available for plan benefits for the years then
ended, and the supplemental schedules of assets (held at end of year) and reportable transactions as
of and for the year ended December 31, 2011. These financial statements and supplemental
schedules are the responsibility of the Plan's management.

As permitted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and Regulations for
Reporting and Disclosure under the Employee Retitement Income Secutity Act of 1974, the Plan
administrator instructed us not to perform, and we did not perform, any auditing procedures with
respect to certain information summarized in Nofe B, which was certified by Prudential Insurance
Company (Prudential), the Plan trustee, and Massachusetts Mutual Life Insurance Company (Mass
Mutual), a provider of certain investment and administrative services for the Plan, except for
comparing such information with the related information included in the financial statements and
supplemental schedules. We have been informed by the Plan administrator that Prudential and
Mass Mutual hold primarily all of the Plan’s investment assets and execute investment transactions.
The Plan administrator has obtained certifications from Prudential and Mass Mutual as of and for
the years ended December 31, 2011 and 2010 that the information provided to the Plan
administrator is complete and accurate.

Because of the significance of the information that we did not audit, we are unable to, and do not,
express an opinion on the accompanying financial statements and supplemental schedules taken as a
whole. The form and content of the information included in the financial statements and
supplemental schedules, other than that derived from the information certified by Prudential and
Mass Mutual, have been audited by us in accordance with auditing standards generally accepted in
the United States of America and, in our opinion, are presented in compliance with the Department
of Labor’s Rules and Regulations for Reporting and Disclosure undet the Employee Retirement
Income Security Act of 1974.

(lon, Ritognl) v gt PC.

September 21, 2012
Bethesda, Maryland

6903 Rockledge Drive, Suite 500, Bethesda, MD 20817 Tel: 301.828.1000 Fax: 301.530.3625



Western Maryland Health System, Inc.
Retirement Plan

Statements of Net Assets Available for Benefits
(Dollars in thousands)

Net assets available for benefits
Massachusetts Mutual Life Insurance Company investment
accounts:
Mutual funds
Prudential Financial, Inc. investment accounts:
Immediate participation guarantee fund
CBIZ Financial Solutions cash, cash equivalents and
investment accounts:
Mutual fund and money market
Fixed income

Net assets available for benefits

Accumulated plan benefits:
Actuarial present value of vested benefits:
Participants currently receiving benefits
Other participants

Actuarial present value of nonvested benefits
Total actuarial present value of accumulated plan
benefits
Excess of net assets available for benefits
ovet actuatial ptesent value of accumulated
benefits

December 31

2011 2010
$ 107,947 § 110,899
8,108 8,581
14,257 13,829
6,270 0
$ 136,582 §$ 133,309
51,377 45,337
67,231 68,235
118,608 113,572
8,802 5,863
127,410 119,435
$ 9172 § 13,874

The accompanying notes are an integral part of the financial statements.



Western Maryland Health System, Inc.
Retirement Plan

Statements of Changes in Net Assets Available for Benefits (Dollats in thousands)
Year Ended December 31

Net increase in net assets available for benefits:
Net changes in Massachusetts Mutual Life Insurance Company

investment accounts:
Employet contributions
Investment income
Benefits paid to participants
Transfer to CBIZ Financial Solutions
Administrative expenses

Net changes in Prudential Financial, Inc. investment accounts:
Investment income
Benefits paid to participants
Administrative expenses

Net changes in CBIZ Financial Solutions investment accounts:
Transfer from Massachusetts Mutual Life Insurance Company
Investment income
Administrative expenses

Net inctease in net assets available for benefits
Net increase in actuarial present value of accumulated plan benefits:
Increase during the year attributable to:
Benefits accumulated
Increase for interest duc to decrease in discount period
Benefits paid
Net increase in actuarial present value of accumulated
plan benefits
Change in excess of net assets available
for benefits over actuarial present value of
accumulated plan benefits
Excess of net assets available for benefits over actuarial
present value of accumulated plan benefits:

Beginning of year

End of year

2011 2010
$ 7,000 § 6,000
1,606 9,738
(5,862) (5,594)
(6,000) 0
305 (114)
(2,951) 10,030
468 505
(906) (957)
(36) (36)
(474) (488)
6,000 0
705 647
0, 0 .
6,698 647
3,273 10,189
4,441 496
9,882 9,574
(6,348) (6,541)
7975 3,529
(4,702) 6,660
13,874 7,214
$ 9,172 § 13,874

The accompanying notes are an integral part of the financial statements.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies

Plan Description

The Western Maryland Health System, Inc. Retirement Plan (the Plan) was established January 1,
1999. Assets of approximately $32,600 and $53,000 were transferred into the Plan to provide for
benefits of active and inactive participants from the plan assets of the Memorial Hospital and
Medical Center of Cumbetland, Inc. Pension Plan and the Medilab of Cumberland Retirement Plan,
respectively.  Assets of approximately $18,000 were transferred from the Ascension Health
Retirement Plan into the Plan to provide for the benefits of the active participants of Sacred Heart
Hospital, St. Vincent DePaul Nursing Center, and Haystack Consolidated Services, Inc.

The Plan is a noncontributory, defined benefit plan. It is subject to the provisions of the Employee
Retirement Income Security Act of 1974 (ERISA). The Plan covers all eligible employees of
Western Maryland Health System, Inc. (WMHS) and the following participating organizations, each
of which is wholly owned or controlled, as applicable, by WMHS:

e Frostburg Nursing and Rehabilitation Center

e Haystack Consolidated Services, Inc.

e Memorial Hospital and Medical Center of Cumberland, Inc.
e DBraddock Hospital

Eligibility for participation begins on January 1 or July 1 coinciding with or following a year of
eligible service. One year of eligible service is credited to an employee at the end of the 12 months
during which 832 or more hours have been completed. The Plan was amended effective January 1,
2010, to offer an Eatly Retirement Incentive Program (ERIP) to certain employees. The ERIP was
offered for a limited time only, beginning May 14, 2010 and ending July 6, 2010. Participation in the
ERIP was voluntary. Additional information regarding the ERIP is published in the Plan document
and other sources. In 2011, Plan management elected to freeze eligibility to participate in the Plan.
Employees hired or re-hired after June 30, 2011 are not eligible to become a participant in the Plan
on or after July 1, 2011. Employees re-hired after June 30, 2011 are not eligible to accrue any
additional benefit under the Plan based on service or compensation after June 30, 2011. Benefits will
continue to accrue in the Plan for current participants, and no changes to the formula used to
calculate benefits will be made.

Retirement Benefits

Generally, Plan benefits are based on the benefit formula adopted by WMHS, participant earnings,
covered compensation, and credited service. An employee is 100% vested in his or her accrued
benefit after completing five years of vesting service. The Plan also provides for full benefits on an
eatly retirement date if certain conditions are met.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollats in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies -
Continued

Death Benefits

The Plan includes provisions for death benefits to be paid to the sutviving spouse or family unit,
commencement of which would begin in the first month after the participant’s death.

Funding Policy

The funding policy of WMHS is to remit amounts sufficient to provide the Plan with assets with
which to pay pension benefits to Plan participants. The Plan has met the minimum funding
requirements for 2011 and 2010 under ERISA.

Plan Termination

Although it has not expressed any intention to do so, WMHS has the right under the Plan to

discontinue its operations at any time and to terminate the Plan subject to the provisions set forth in
ERISA.

In the event the Plan terminates, the net assets of the Plan will be allocated, as prescribed by ERISA
and its related regulations, generally to provide the following benefits in the order indicated:

* Retitement income called for under the Plan for those former patticipants ot
beneficiaties who have been receiving monthly payments for three years, or who would
have been receiving monthly payments for three years if they had been eligible to and
elected to retire three years ago; in both cases based on the terms of the Plan in effect
five years preceding the date of termination of the Plan.

= Other vested benefits insured by the Pension Benefit Guatanty Cotporation (PBGC), a
U.S. government agency, up to the applicable limitations.

* All other vested benefits not insuted by the PBGC.
= All nonvested benefits.

Whether all participants receive their benefits should the Plan terminate at some future time will
depend on the sufficiency, at that time, of the Plan’s net assets to provide those benefits and may
also depend on the level of benefits guaranteed by the PBGC.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies -
Continued

Tax Status

The Plan has received a determination letter from the Internal Revenue Service dated October 24,
2003 stating that the Plan is qualified under Section 401(a) of the Code; therefore, the related trust is
exempt from taxation.

Management has also considered the impact of unrelated business activities, and has concluded that
the Plan is not subject to unrelated business tax or any other taxes that could be imposed by the
Internal Revenue Code or state taxing authorities. As such, no provision is made for income taxes
and no asset or liability has been recognized for deferred taxes.

Current accounting standards require the Plan to recognize the impact of an uncertain tax position
in its financial statements if that position is more likely than not to be sustained on audit, based on
the technical merits of the position. In the opinion of Plan management, there are no uncertain tax
positions required to be accrued or disclosed in the Plan’s financial statements.

Basis of Accounting

The financial statements are prepared using the accrual method of accounting except for
contributions to the Plan, which are recorded in the period paid.

Uses of Estimates

The preparation of financial statements in conformity with U.S. generally accepted accounting
principles requires management to make estimates and assumptions that affect the amounts reported
in the financial statements and accompanying notes. Actual results could differ from those
estimates.

Investment V aluation and Income Recognition

The fair value of fixed maturity securities and common stock is determined by Prudential Financial
Inc. (Prudential), Massachusetts Mutual Life Insurance Company (Mass Mutual), and CBIZ
Financial Solutions (CBIZ) based on the last reported sales price on the last business day of the yeat.
If no sale was reported on that date, they are valued at the average of the bid and asked price on the
last business day of the year.

A portion of the Plan’s assets are invested in mutual funds managed by Mass Mutual and CBIZ that
are valued at the net asset value of shares held by the Plan at year end.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies —
Continued

Investment V aluation and Income Recognition- Continued

A portion of the Plan’s assets is in an unallocated fund account (the immediate participation
guarantee fund) held by Prudential at December 31, 2011 and 2010. The unallocated fund account
contains assets commingled with other assets of Prudential and is stated at fair value, which is
estimated by Prudential discounting cash flows based on current yields of similar instruments with
comparable durations. Purchases and sales of securities are recorded on a trade date basis. Interest
income is recorded on the accrual basis. Dividends ate recorded on the ex-dividend date.

Payment of Benefits
Benefit payments to participants are tecorded upon distribution.
Actuarial Present Value at Accumnlated Plan Benefits

Accumulated plan benefits are those estimated future petiodic payments and lump-sum distributions
that are attributable under the Plan’s provisions to services rendered by the employees as of the
valuation date. Accumulated plan benefits include benefits expected to be paid to (a) retired or
terminated employees or their beneficiaries and (b) present employees or their beneficiaries.
Benefits payable under all circumstances — retirement, death, disability, and termination of
employment — are included to the extent they are deemed atttibutable to employee setvice rendered
as of the valuation date.

The Plan’s consulting actuary estimated the actuarial present value of accumulated plan benefits,
which is the amount that results from applying actuarial assumptions to adjust the accumulated plan
benefits earned by participants to reflect the time value of money (through discounts for interest)
and the probability of payment (by means of decrements for events such as death, disability,
withdrawal, or retirement) between the valuation date and the expected date of payment.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies —
Continued

Actuarial Present Value at Accumulated Plan Benefits - Continned

Actuarial assumptions at December 31, 2011 and 2010 are as follows:

2011 010

Pre-Retirement for Retirement and Spousal Benefits

Interest Discount Segment Rates (Zero month look Segment Rates (Zero month look
back) back)
First Segment:  3.78% First Segment:  4.60%
Second Segment: 6.31% Second Segment: 6.65%
Third Segment: 6.57% Third Segment: 6.76%
Mortality 2011 Static Mortality for non- 2010 Static Mortality for non-
annuitants annuitants
Salary Scale 2.0% per year through 2012 and 3.5% 2013 and beyond
Retirement Age Varying by age as shown below:
Rate Age

6.00% 57-61
10.00% 62-63
20.00% 64
17.50% 65-66

100.00% Al others

Expenses Based on estimated administrative expenses paid from plan assets



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note A - Plan Description and Summary of Significant Accounting Policies —
Continued

Actuarial Present Value at Accumulated Plan Benefits — Continned

2011 2010

Post-Retirement for Retirement Beneifts

Interest Discount Same as pre-retitement assumption  Same as pre-retitement assumption

Mortality 2011 Static Mortality for annuitants 2010 Static Mortality fot annuitants
Asset Valuation Method 24 month average limited by 90%/110% cortidot
Effective Interest Rate 6.34% 6.63%
Assumed Earnings Rate 7.00% 6%
Compliance testing Based on the data provided, the Plan meets the requitements of IRC

Sections 401 (a)(4), 401(2)926), 410(b) and 415(b) for the current plan year.
The Plan is not considered "top heavy" for the current Plan year.

These actuarial assumptions are based on the presumption that the Plan will continue. Were the
Plan to terminate, different actuarial assumptions and other factors might be applicable in
determining the actuarial present value of accumulated plan benefits.

Subsequent Events

Subsequent events have been evaluated by management through September 21, 2012, which is the
date the financial statements were available to be issued.



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note B - Investments

The investment information summarized below and included in the Plan’s financial statements is
unaudited (except for investments held by CBIZ) and has been certified as complete and accurate by
Prudential or Mass Mutual, as applicable, as of and for the years ended December 31:

2011 2010
Investments:

Unallocated fund account with Prudential

Immediate participation guarantee fund $ 8,108 § 8,581
Investments with Mass Mutual

Mutual funds 107,947 110,899
Investments with CBIZ Financial Solutions

Mutual fund / money market 14,257 13,829

Fixed maturity 6,270

§ 136,582 § 133,309

Investment income:
Unallocated fund account with Prudential
Interest income § 468 $ 505

Investments with Mass Mutual
Net appreciation in fair value of investments 1,606 9,738

Investments with CBIZ Financial Solutions

Net appreciation in fair value of investments 415 430
Dividend and interest income 290 217
3 2,779 % 10,890

10



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note B - Investments - Continued

Based upon the information certified by Prudential or Mass Mutual and provided by CBIZ, the
following table summarizes the fair value of those investments representing 5% or more of the
Plan’s net assets available for benefits at December 31:

2011 2010
Immediate participation guarantee $ 8,108 § 8,581
Mass Mutual Inflation Protected Bond 10,183 20,553
Mass Mutual Diversified Bond 26,218 24,770
Mass Mutual Short Duration Bond 11,019 N/A
Mass Mutual Total Retutn 12,231 25,675
Mass Mutual Global Strat Income 11,859 N/A
Mass Mutual Fundemental Value 11,082 11,243
Mass Mutual Growth Ametican 12,029 14,173
CBIZ Gateway Fund Class A 14,242 13,829

Cutrently applicable standards define fair value as the price that would be received to sell an asset or
paid to transfer a liability in an ordetly transaction between market participants at the measurement
date, and establish a fair value hierarchy that prioritizes the inputs to valuation techniques used to
measure fair value. The hierarchy gives the highest priority to unadjusted quoted prices in active
markets for identical assets or liabilities (Level 1 measurements) and the lowest priority to
measurements involving significant unobservable inputs (Level 3 measurements). The three levels
of the fair value hierarchy are as follows:

® Jlevel 1 inputs are quoted prices (unadjusted) in active markets for identical assets or
liabilities that the Plan has the ability to access at the measurement date.

e level 2 inputs are inputs other than quoted prices included within Level 1 that are
obsetvable for the asset or liability, cither directly or indirectly.

® Level 3 inputs are unobservable inputs for the asset or liability.

11



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note B - Investments - Continued

The level in the fair value hierarchy within which a fair value measurement is determined is based on
the lowest level input that is significant to the fair value measurement in its entirety. The following
table presents assets that are measured at fair value on a recurting basis as of December 31, 2011.

TLevel 2 Level 3 Total
Money Market Funds 1,735 0 1,735
Mutual Funds
Inflation-Protected Bond 10,183 0 10,183
Intermediate-Term Bond 38,449 0 38,449
Short-Term Bond 11,019 11,019
Foreign Large Blend 4,393 0 4,393
Large Value 11,082 0 11,082
Large Blend 14,242 0 14,242
Large Growth 12,029 0 12,029
Mid-Cap Value 2,455 0 2,455
Mid-Cap Growth 2,435 0 2,435
Multisector Bond 11,859 11,859
Small Growth 1,100 0 1,100
Small Blend 1,223 0 1,223
Fixed Income 6,270 0 6,270
Immediate participation guaranty fund 0 8,108 8,108
$128,474 § 8,108 $§ 136,582

No significant transfers were made between the fair value level hierarchies shown above during 2011
and 2010.

The change in the fair value of Level 3 assets from the beginning of the Plan year to the end of the

Plan year result from credited interest of $468 less benefits and administrative expenses paid of
$942.

12



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note B - Investments - Continued

The following table presents assets that are measured at fair value on a recurring basis as of
December 31, 2010.

TLevel 2 Tevel 3 Total
Money Market Funds 3,367 0 3,367
Mutual Funds
Inflation-Protected Bond 20,553 0 20,553
Intermediate-Term Bond 50,445 0 50,445
Foreign Large Blend 3,498 0 3,498
Large Value 11,243 0 11,243
Large Blend 13,829 0 13,829
Large Growth 14,173 0 14,173
Mid-Cap Value 2,862 0 2,862
Mid-Cap Growth 3,218 0 3,218
Small Growth 770 0 770
Small Blend 770 0 770
Immediate participation guaranty fund 0 8,581 8,581
$124,728 § 8,581 § 133,309

The change in the fair value of Level 3 assets from the beginning of the Plan year to the end of the

Plan year result from credited interest of $505 less benefits and administrative expenses paid of
$993.

Note C- Risks and Uncertainties

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

Plan contributions are made and the actuarial present value of accumulated plan benefits are
teported based on certain assumptions pertaining to interest rates, inflation rates and employee
demographics, all of which are subject to change. Due to uncertainties inherent in the estimations
and assumptions process, it is at least reasonably possible that changes in these estimates and
assumptions in the near term would be material to the financial statements.

13



Western Maryland Health System, Inc.
Retirement Plan

Notes to the Financial Statements-Continued
(Dollars in thousands)

Note C - Risks and Uncertainties - Continued

During September 2008, certain large U.S. financial institutions failed, primarily as a result of
holdings in troubled subprime loans or assets collateralized with such distressed loans. These
institutional failures, and the negative economic conditions that contributed to these failures,
generated substantial volatility in global financial markets and substantial uncertainty regarding
access to capital and the continued viability of many other financial institutions. Despite the federal
legislative initiatives to ameliorate these conditions, global credit markets remain volatile and the
health of the global economy remains uncertain. These conditions create uncertainty regarding the
future valuation of the Plan’s invested funds and the resulting impact on the future financial position
of the Plan could be material.

Note D - Diffetences Between Financial Statements and Federal Form 5500

The following is a reconciliation of net assets available for benefits per the accompanying Plan
financial statements to the federal Form 5500:

2010
Net assets available for benefits per the financial statements $ 133,309
Employer contributions made in 2011 applied to the 2010 plan
year in the federal Form 5500 7,000
Net assets available for benefits pet the federal Form 5500 $§ 140,309
2011
Net assets available for benefits per the financial statements $ 136,582
Employer contributions made in 2012 applied to the 2011 plan
year in the federal Form 5500 8,000
Net assets available for benefits per the federal Form 5500 $ 144,582

Note E - Parties-In-Interest Transactions

Certain Plan investments are managed by CBIZ, Prudential and Mass Mutual. Fees paid by the Plan
to Prudential amounted to $36 for the years ended December 31, 2011 and 2010. Investment
management fees to Mass Mutual and CBIZ are paid from investment income of the Plan. Certain
other fees are paid by the Plan Sponsot.

14



Western Maryland Health System, Inc.
Retirement Plan

Schedule of Assets (Held at End of Year) December 31, 2011
(Dollars in thousands)

Identity of

party involved Description of investment Cost Current value
* MassMutual Premier Money Matket 1,720  § 1,720
* MassMutual Advisor Mid Cap Value 2,090 2,455
* MassMutual Select Fundamental Value 9,367 11,082
* MassMutual American Growth 11,105 12,029
* MassMutual Total Return 9,644 12,231
* MassMutual EuroPacific Growth 4,750 4,393
* MassMutual Premier Inflation-Protected Bond 8,084 10,183
* MassMutual Premier Diversified Bond 20,700 26,218
* MassMutual Select Mid Cap Growth II 1,812 2,435
* MassMutual Select Small Company Value 1,006 1,223
* MassMutual Select Small Cap Growth 898 1,100
* MassMutual Premier Strat Income 11,900 11,859
* MassMutual Premier Sht-Duradon Bond 10,721 11,019
* Prudential Immediate Participation Guatantee Fund 8,108 8,108
* CBIZ Gateway Fund Class A 13,708 14,242

* CBIZ Prime Fund Dailey Money Class 15 15

* CBIZ MD St Health & Higher Ed 5.0 7/1/16 54 55

* CBIZ MD St Health & Higher Ed 5.0 7/1/21 250 269

* CBIZ MD St Health & Higher Ed 4.5 1/1/22 95 102

* CBIZ MD St Health & Higher Ed 5.0 7/1/22 1,764 1,857

* CBIZ MD St Health & Higher Ed 5.0 7/1/23 25 27

* CBIZ MD St Health & Higher Ed 5.0 7/1/24 51 54

* CBIZ MD St Health & Higher Ed 5.0 7/1/25 114 122

* CBIZ MD St Health & Higher Ed 5.0 7/1/25 99 106

* CBIZ MD St Health & Higher Ed 5.0 7/1/34 138 153

* CBIZ MD St Health & Higher Ed 5.0 7/1/36 3,378 3,525
121596  § 136,582

*Represents a party-in-interest.
P P

Note: The above data is based upon information which has been certified (except as relates to
CBIZ) as complete and accurate by Prudential Insurance Company and Massachusetts Mutual Life

Insurance, as applicable.

The accompanying notes are an integral part of this schedule.
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Western Maryland Health System, Inc.
Retirement Plan

Schedule of Reportable Transactions For the Year Ended December 31, 2011

Description of asset (include Current Value of Net
Identity of interest rate and maturity in asset on gain or
party involved case of a loan) Units Purchase Price Selling Price Cost of asset  transaction date loss
Mass Mutual Premier Strat Income 14,470 S 14,470 $ 14,470
Mass Mutual Total Return 14,500 11,423.00 14,500 3,077
Mass Mutual Premier Infation-Pro Bond 11,800 10,541.00 11,800 1,259
Mass Mutual Premier Sht-Duration Bd 13,185 13,185.00 131,850
Mass Mutual Premier Money Market 6,190 6,190.00 6,190
Mass Mutual Premier Money Market 9,100 9,100.00 9,100

Note: The above data is based upon information which has been certified (except as relates to
CBIZ) as complete and accurate by Prudential Insurance Company and Massachusetts Mutual Life

Insurance, as applicable.

The accompanying notes are an integral part of this schedule.
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Plan Name: Western Maryland Health System Retirement Plan

Schedule SB, line 22 - Description of Weighted Average Retirement Age
EIN: 52-0591531

PN: 001

Year: 2011

Retirement Rates:

Surviving
Age Rate Percentage

57 6.0% 94%
58 6.0% 88%
59 6.0% 83%
60 6.0% 78%
61 6.0% 73%
62 10.0% 66%
63 10.0% 59%
64 20.0% 48%
65 17.5% 39%
66 17.5% 32%
67 100.0% 0%

Weighted retirement age: 64



Plan Name: Western Maryland Health System Retirement Plan

Schedule SB, Part V - Statement of Actuarial Assumptions/Methods
EIN/PN: 52-0591531 / 001

Funding Method: Unit Credit
Actuarial Assumptions:
Pre-Retirement for Retirement and Spousal Benefits:
Interest Discount: Segment Rates (Four month lookback)
First Segment: 3.78%

Second Segment: 6.31%
Third Segment: 6.57%

Mortality: 2011 Static Mortality for non-annuitants

Turnover: Varying by age and service as illustrated below:

Select (Service-Based)

Rate YOs
20.00% 1
20.00% 2
17.50% 3
15.50% 4
12.50% 5

Ultimate (Age-Based)

Rate Age
10.00% 25

7.50% 30

6.50% 35

5.50% 40

5.00% 45

4.50% 50

0.00% 55

Salary Scale: 2.00% per year through 2012

3.50% 2013 and beyond



Plan Name: Western Maryland Health System Retirement Plan

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

EIN/PN: 52-0591531 / 001
Retirement Age: Varying by age as shown below:
Rate Age
6.00% 57 -61
10.00% 62 -63
20.00% 64
17.50% 65 - 66
100.00% 67+
Expenses: Based on estimated administrative expenses paid from plan assets

Post-Retirement for Retirement Benefits:

Interest Discount: Same as pre-retirement assumption
Mortality: 2011 Static Mortality for annuitants
Effective Interest Rate: 6.34%
Valuation of Assets: 24 month average limited by 90%/110% corridor
Assumed Earnings Rate: 7.00% limited by maximum allowable rate
Compliance Testing: Based on the data provided, the plan meets the

requirements of IRC Sections 401(a)(4), 401(a)(26),
410(b) and 415(b) for the current plan year. The
company is not considered Top Heavy for the
current plan year.



Plan Name: Western Maryland Health System Retirement Plan

Schedule SB, Part V - Summary of Plan Provisions

EIN/PN:
Effective Date:
Plan Year:
Eligibility:
Minimum Age:

Service:

Other:

Normal Retirement Date:

Early Retirement Date:

Early Retirement Benefit:

Credited Service:

Normal Form of Benefit:

Compensation:

Vesting:

52-0591531 / 001

January 1, 1999

1/1/2011 to 12/31/2011

None
12 months with the completion of 832 hours of service.

Person employed by and receiving earnings from a Participating
Institution, excluding Leased employees and Persons covered by
collective bargaining agreements that do not provide for
participation in the Plan.

A participant shall be eligible for normal retirement benefits or
the first of the month coinciding with his/her 65th birthday.

Attainment of age 55 with 5 years of credited service.

Amount is age 65 benefit reduced 5/12% per month by which
commencement precedes 65. There is no reduction on or after
age 62 if sum of age and service equals or exceeds 90.

The sum of credited past service and credited future service.
Credited past service, if any, is defined by the Western Maryland
Health System’s Joinder Agreement. Credited future service
equals service earned as a result of hours of service with a
Participating Institution.

The normal form of payment is an annuity payable for the lifetime
of the participant.

Amounts earned for employment with a Participating Institution
including W-2 pay plus pay excluded under IRC Sections 125,
401(k), and 403(b). Earnings exclude IRC section 457 deferrec
compensation included in the year paid to the employee. Earnings
exclude IRC section 107 parsonage rental values. Earnings are
subject to the IRC section 401(a)(17) pay cap.

100% vesting on completion of 5 years of service or attainment of
normal retirement age, if earlier.



Plan Name: Western Maryland Health System Retirement Plan

Schedule SB, Part V - Summary of Plan Provisions
EIN/PN: 52-0591531 / 001

Accrued Benefit: Post 1/1/2008 Formula:

Accrued Benefit as of Prior Valuation Date PLUS 1.05%

(1.25% if years of service as of current valuation date equals or
exceeds 15) of annual compensation PLUS .50% of the

excess, if any, of annual compensation over covered
compensation (as limited by permitted disparity rules).

Grandfathered Formula:

1.05% of Highest Average Earnings times years of credited
service PLUS .50% of the excess, if any, of Highest Average
Earnings over Covered Compensation times years of credited
service limited to 35.

Highest Average Earnings is based on the highest 5 consecutive
years out of the past 10 years.

There is also a Minimum Annual Benefit of $180 per year of
credited service. This benefit applies to all participants.

Other Benefits: Benefits are payable to or on behalf of vested participants who
die prior to retirement, who become disabled and qualify for total
disability benefits under the plan and who retire early upon meeting 1
plans requirements for early retirement. Participants who continue v
the company after reaching normal retirement age will generally accr
additional benefits.



Plan Name: Western Maryland Health System Retirement Plan

Schedule SB, line 25 - Change in Funding Method

EIN: 52-0591531
PN: 001
Year: 2011

The following changes were made for the 2011 plan year as permitted
under published guidance with automatic approval.

A. Segment rate discount rate used was changed from a zero-month
lookback to a four-month lookback.



Plan Name: Western Maryland Health System Retirement Plan

Schedule SB, line 32 - Schedule of Amortization Bases

EIN: 52-0591531
PN: 001
Year: 2011
PV of Remaining  Valuation Yrs
Type Installments Date Remaining Installment
Shortfall 28,580,817 1/1/2011 7 4,702,388

Total: 28,580,817 4,702,388



SB Actuary Signature

SCHEDULESB Slngle Employer Deflned Beneflt Plan | omeNe.t2t0010
(Form 5500) Actuarial Information 2011

Department of Lhe Treasury
Inlernal Revenue Service

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

Department of Labor i i i . R .
Employee Benefits Securily Administration Retirement |nCOlTlelr?;(;;l;lll);{gstes[];gggd(f(f?r!lszc)oadﬂed).SeCtIOH 5059 ei llie This For'ir:]IsS Seliennto Public
Pension Benefit Guaranty Corporation pectio
) » File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2011 or fiscal plan year beginning ____ 01/01/2011 and ending _ - 12/31/2011

P Round off amounts to nearest dollar

A Name of plan B Three-digit ‘
plan number (PN) b 001

Western Maryland Health System Retirement Plan

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Western Maryland Health System Corporation 52-0591531
E Type of plan: I)Tq Single :l Multiple-A D Multiple-B F Prior year plan size: |] 100 or fewer [:] 101-500 M More than 500
_Part| | BasicInformation e R
o date;._._...._ oS SR Month s Day I S ST ————" s
2  Assets: ]
a Market value .. _23_ N 140,131,631
b Actuarial value .. 2b 134 432,197
3 Fundlng targetlparllmpant count breakd.c;\)v.ﬁ IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII __pg_qp(_;f:;;a_\_rﬁ_sﬂ__"_ [2) Fundmg Target
a  Forretired participants and beneficiaries receiving payment........f Ja S 83 O e = = 58,752,940
b For terminated vested parigipants .............o.esimomrsomesiil] 3b 684 19,189,860
€  For active participants:
(1) NON-vested BENEMS..............occcormrrresssmrrssermcesrresssnenscecseerd]__SC(1) 17,371,419
(2)  VESIEd BENETILS ..o oeveer st 3c(2) R 57 ,589,869
(3)  Total ACHVE....cicieriiaiiciiciei i 3¢(3) 64 961,288
. O Tolal. s s oot 3d ) 3,402 142, , 904 B 088
4  Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)
@ Funding target disregarding prescribed at-risk @sSUMPLONS ...t 4a
b  Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............................
5 Effective interestrate ........... 5 6.34 9
6 Target NOMMAl COBL oy resisssiocssssiissitis oo o o S B S e e eestessesstnststvrisiinty, O 4,725,363
Statement by Enrolled Actuary
To the best of my knowledge, ormation suppliedin 1h=5 schedule and ac panyir heduk its and attac If any, Is complete and accurate. Each prescribed assumption was applied in
accordance with appllwhl amj agulaﬁons In y opinion, each other a-umpmn |sraascnabra (taking inte account the oxperlanea of the plan and reasonable expectations) and such other assumptions, in
combination, offer my be ! perience under the plan.
SIGN / A\f /
HERE 10/08/2012
k/i Signalure of actuary Date
Jon S. Ketzner, FCA, ;:WRAA B 11-01826
'H/pe or print name of actuary Most recent enroliment number
CBIZ Benmefits and \nlsura_n_ce,_ﬁs_rvice B (301) 777-1500
44 Baltimore Stree Firm name Telephone number (including area code)
Cumberland MD 21502
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instruclions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2011

v.012611



SB Actuary Signature

Schedule SB (Form 5500) 2011 Page2-| |
Part Il | Beginning of year carryover and prefunding balances -
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (ine 13 from prior § | .
YEAT). et 14,670,045 8,371,395
8 Portion elected for use to offset prior year's funding requirement (line 35 from
T L T P 11 SO P . S . 0
9 Amount remaining (fine 7 minus Ilne 8) 14 ,67 15| 1 395
10 interest on line 9 using prior year's actu i S 724,126
11 Prior year's excess contributions to be added to prefundmg balance ______________________________________
a Present value of excess contributions (line 38 from prior year) ..ot 870919
b Interest on (a) using prior year's effective rate of 6.63 % except as
otherwise provided (see INSIrUCtoNS)..........ciimmici e 57,742
C Total available at beginning of current plan year to add to prefunding balance............ 928,661
d Porlion of (c) to be added to prefunding Balance. ............ovvecvvrciiicciiicicriciieriiins 928,661
12 Other reductions in balances due to elections or deemed elections..........ccccvverueurens 5,854,260 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)..._............. 10,084,744 10,024,182
Part llI I Funding percentages
14 FuNding 1arget @aUaINMENT PEICEMIAGE ......o....coiie it ssis 858 14 80.00 %
15 Adjusted funding target aHAINMENt PEICERNIATR ................oooieeccoeeercessiesesesoeesssseassessessesisessreesseeseesssi oo sasensisissiessseseessssssnnniecii st 1D 80.00 %
16 Prior year's funding percenlage for purposes of dete"rlrlnining whether carryover/prefunding balances may be used lo reduce 16
current year's funding requirement... 85.16 %
17 If the current value of the assets of the plan is less than 70 percent of the fundmg target, enter such percentage. .. 17 %
Part IV Contributions and liquidity shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by {c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
05/29/2012 8,000,000 0

Totals « | 18(b) 8,000, 000| 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years. ... 19a 0

b Contributions made 1o avoid restrictions adjusted 10 valuation date...........c.c.wommmmmscrnissmnemsensssemessecsesesseneee, 19D 0

C Contributions allocated toward minimum required contribution for current year adjusled to valuation date...................... 19¢ 7,336,607

20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall" for the prior year”l@ Yes D No

b If 20ais "Yes," were required quarterly installments for the current year made in a timely manner? |)z| Yes ﬂ No

C If 20a is "Yes," see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year I
(1) 1st (2) 2nd (3) 3rd (4) 4th
0 0 0 0




SB Actuary Signature

Schedule SB (Form 5500) 2011 Page 3

Part V | Assumptions used to determine funding target and target normal cost

21 Discount rate:

a Segment rates: 135t s7e§men:/:0 ng ;elgmenoz 36rd ;&;gmenut/; ﬂ N/A, full yield curve used

D ApplCAble MONHN (EMHEEF COURY. o.rrvmermeeeeiaes ettt sttt sttt 21b 4
22 Weighted average reliFEMENT G0 .........oco.ouoruvimreereesemeeeeeomeeeteeieaeeteee et ses st s bbbt ss st ebbes s 22 64
23 Mortality table(s) (see instruclions) D Prescribed - combined E{I Prescribed - separate 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

P2V 7= Voiq | 00 T=) 1 1 SO o O = OO~ Ol O SO SO B T B P B S o P O e e e |_| Yes lﬁ No
25 Has a method change been made for the current plan year? If “Yes," see instructions regarding required attachment. E Yes | | No
26 |s the plan required to provide a Schedule of Active Participants? If “Yes," see instructions regarding required allachment. ...................... I)fl Yes No
27 |If the plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27

regarding attachment ..o
Part Vil lReconciliation of unpaid minimum required contributions for prior years
28 Unpaid minimum required contributions far all Prior YEAS ............cocooviviiieeis et 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(lINE TO@) ...ttt sr s
30 Remaining amount of unpaid minimum required contributions (line 28 minus iNe 29)..........cccovvevenmeeies 30
Part VIl { Minimum required contribution for current year
31 Target normal cost and excess assets (see instructions):

A Target NOMMal COSL (N B) .......oueeeereesseoceesesesesssensiasses st ssbssssssssesnessenssessssssssssssssnssesssensesssssssssessiesenned] 3 V@ 4,725,363

b Excess assets, if applicable, but not greater than 318 .................. OO Y ' 31b 0
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization installment ... 28,580,817 4,702,388

b Waiver amortization INStANMENL..............c.cciircviierccre st irasene { 0
33 If a waiver has been approved for this plan year, enter the date of the rl.JIing letter granting the approval 33

(Month Day Year } and the waived amount..........ccccouiieniieiiiniiccinnnns
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b-33)..| 34 9,427,751

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

FEQUITEIMENTE L....evieicrereeseesieececsaeseesnsseeness s aeseasrnesens 5,895,084 { 5,895,084
36 Additional cash requirement (line 34 MINUS N B5) .........cccvermriemreriemseiireesmseseriseassiesessesseesesssresecssrssressssesesssnees 36 3,532,667
37 Coniributions allocated toward minimum required contribution for current year adjusted to valuation date 37

(N8 19C) cossvsomosmissmssiseriveria s s i 3k sasss oy s b 3R 353 A S 7,336,607
38 Present value of excess contributions for current year (see instructions)

a Total (excess, if any, of N 37 OVEr lINE BB) .........rreeroreoerereeoroeoeeeeroreecsesssissssscaraesesssississssssrsssincs] | SO 3,803,940

b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances ......| 38b 3,803,940
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ............cc.......... 39 0
40 Unpaid minimum required contributions for all years... .| 40 0
Part IX l Pension funding relief under Pensmn Rellef Act of 2010 (see mstructlons)
41 If a shortfall amortization base is being amortized pursuant to an alternative amortization schedule:

A Schedule elected it n s i v e o i o o b TV T R By s G B s Sl e s e e H 2 plus 7 years |__| 15 years

b Eligible plan year(s) for which the election in line 412 was Made ... i

42

Amount of acceleration adjustment ..............coo i b

| |2008 [ ] 2009 [ |2010 ] 2011
42

43

Excess installment acceleration amount to be carried over lo future plan years ...

43




A. Name of Plan

Western Maryland Health System Retirement Plan

B. Three<digit

Plan Numbe

001

C. Plan sponsor's Name as shown on line 2a of form 5500

D. EmployeriD Number

Western Maryland Health System Corporation 520591531
Sch H, PART 4, Line 4(j) - Schedule of Tranactions in Excess of 5%
(a) Identity of (b) Description of asset (c) Purchase (d) Selling |(e)] (g) Costof  |(h) Current Value| (I} Net gain or
party involved Units Price Price Asset of asset on (loss)
transaction date
MassMutual Contract #SA 12804 - Pooled Sep Acct's
(Premier Strat Income)SIA-Q8 14,470,000 - 14,470,000 14,470,000
(Total Return) SIA-TZ 14,500,000 11,423,379 14,500,000 3,076,621
(Premier Infation-Pro Bond) SIA-Y 11,800,000 10,541,115 11,800,000 1,258,885
(Premier Sht-Duration Bd) SIA-YF 13,185,000 - 13,185,000 131,850,000
(Premier Money Markety SIA-YG 6,190,000 6,190,000 6,190,000 -
(Premier Money Market) SIA-YG 9,100,000 - 9,100,000 9,100,000




A. Name of Plan

Western Maryland Health System Retirement Plan

B. Three-digit

Plan Number

001

C. Plan sponsor's Name as shown on line 2a of form 5500

Western Maryland Health System Corporation

520591531

D. Employer Indentification Number

Sch H, Part 4, Line 4(l) Schedule of Assets Held for Investment Purposes

(a) (b) Identity of issue, borrower, lessor or similar | (c) Description of Investment including (d) Cost (e) Current Value
party maturity date, rate of interest, collateral,
par, or maturity value
= MassMutual Contract #SA 12804 - Pooled Sep Acct's
(Premier Money Market) SIA-YG 1,720,111 1,720,111
(Advisor Mid Cap Value) SIA-SI 2,089,673 2,455,074
(Select Fundamental Value) SIA-YK 9,367,028 11,081,627
(American Growth) SIA-HW 11,104,566 12,028,853
(Total Return) SIA-TZ 9,643,941 12,230,552
(EuroPacific Growth) SIA-VB 4,750,238 4,393,310
(Premier Infation-Pro Bond) SIA-Y 8,083,724 10,183,202
(Premier Diversified Bond) SIA-YP 20,700,488 26,217,810
(Select Mid Cap Growth 1) SIA-YT 1,811,676 2,434,767
(Select Small Co. Value) SIA-YY 1,005,813 1,223,051
(Select Small Cap. Grw Eqty) SIA- 898,209 1,100,145
(Premier Strat Income)SIA-Q8 11,899,945 11,858,784
(Premier Sht-Duration Bd) SIA-YF 10,720,797 11,019,369
& Prudential Retirement Insurance and Annuity C Contract IN-3150 - Ins Gen Acct
General Account 8,107,804 8,107,804
i CBIZ Financial Solutions Acct CLN-053082
Prime Fund Dailey Money CI - CEF 443 443
Gateway Fund CI A - MF - 193,533.958 13,708,479 14,242,059
CBIZ Financial Solutions Acct CLN-059714
Prime Fund Dailey Money Cl - CEF 14,792 14,792
MD St Health & Higher Ed 5.0 7/1/16 53,984 55,097
MD St Health & Higher Ed 5.0 7/1/21 250,341 269,434
MD St Health & Higher Ed 4.5 1/1/22 95,025 101,726
MD St Health & Higher Ed 5.0 7/1/22 1,763,893 1,857,262
MD St Health & Higher Ed 5.0 7/1/23 25,475 27,140
MD St Health & Higher Ed 5.0 7/1/24 50,867 53,931
MD St Health & Higher Ed 5.0 7/1/25 113,762 122,108
MD St Health & Higher Ed 5.0 7/1/25 98,766 106,181
MD St Health & Higher Ed 5.0 7/1/34 138,469 152,895
MD St Health & Higher Ed 5.0 7/1/36 3,377,525 3,525,305
121,595,834 136,582,831

= Party -in-interest to plan
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Western Maryland Health System
Actuarial Report for the Plan Year Beginning January 1, 2011

Schedule of Active Participants
Years of Service

Under 1 lto4 5to9 10to 14 15to 19 20to 24 25to0 29 30to 34 35to 39 40 & up
Age Avg. Avg. Avg. Avg. Avg. Avg. Avg. Avg. Avg. Avg.
No. Comp.| No. Comp.| No. Comp.|[ No. Comp.|[No. Comp.| No. Comp.| No. Comp.| No. Comp.| No. Comp.[No. Comp.| Total
Under 25 0 75 22,083 | 5 0 0 0 0 0 0 0 80
25to 29 0 70 37,518 | 69 34,863 4 0 0 0 0 0 0 143
30to 34 0 48 55761 | 69 42,188 | 37 45237 | 1 0 0 0 0 0 155
35to 39 0 41 29,808 | 49 43,723 [ 35 52,370 | 38 42351 | 1 0 0 0 0 164
40to 44 0 47 45,879 | 46 45,847 26 49,370 | 46 46,287 | 68 49,733 2 0 0 0 235
45 to 49 0 49 50219 | 43 41677 | 36 48,292 |44 49,001 | 71 51,332 |45 52,764 | 4 0 0 292
50 to 54 0 39 31,767 | 48 38,943 28 37,613 | 42 54,060 | 44 55429 | 41 58,076 | 81 51,180 2 0 325
55 to 59 0 33 42,060 | 37 41,648 | 21 48201 |34 51,396 [ 32 55858 | 32 57,146 | 46 54,219 | 81 51,180 | 3 319
60 to 64 0 14 12 5 20 57,332 |23 55572 | 7 19 25 54,219 |19 144
65 to 69 0 1 5 2 8 3 1 1 1 5 27
70 & up 0 1 0 0 0 0 0 1 0 2 4




