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;

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

CONSOLIDATED HEALTH SERVICES, INC. RETIREMENT PLAN

1b Three-digit plan 002
number (PN) »

1c Effective date of plan
01/01/2011

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

CATHOLIC HEALTH INITIATIVES

3900 OLYMPIC BOULEVARD - SUITE 400

ERLANGER, KY 41018-1099

2b Employer Identification
Number (EIN)
31-1085414

2C Sponsor's telephone
number
859-594-3267

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. 10/15/2012 SCOTT HERDTNER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN  [Filed with authorized/valid electronic signature. 10/15/2012 SCOTT HERDTNER
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”)

CATHOLIC HEALTH INITIATIVES

3b Administrator's EIN
31-1085414

3900 OLYMPIC BOULEVARD - SUITE 400
ERLANGER, KY 41018-1099

3C Administrator's telephone
number

859-594-3267

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 5 836
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 990
b Retired or separated participants reCeIVING DENETILS.............c..ccivireeuereeseireeeseeeeeeese s eesee st eses s ss et ee s st eneseeneensed 6b 0
C Other retired or separated participants entitled to future DENEFItS..........cuii e 6¢C 0
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 990
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefitS..........coccviiiie i 6e 0
T Total. AdA lINES BA AN BE..........cvevicveiieiiece ettt ettt sttt s s s s st s a et s et a et en st s e b s s st en s s et en st es s sane 6f 990
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 0
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thaN 100U VESEA. ... e et et eees et et eeesteeteetseses st esteeses st eneesses et emseeses et ensenseesssensensee et ees et ensenses et ntenses et ntsnsensetentsnsensssneed 6h 0
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:
1C 1G
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 ®) ___ A (Insurance Information)
actuary (4) C (Service Provider Information)
©) SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)

Information) - signed by the plan actuary 6)

G (Financial Transaction Schedules)




H H H OMB No. 1210-0110
SCHEDULE SB Single-Employer Defined Benefit Plan °
(Form 5500) Actuarial Information 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 |ncomelr?ti(r:rl;lglt);zé\(;tegL;.gggd(eEgl]zp(\%Oe:jned).Sectlon 6059 of the This Forrln IS OF;_e” to Public
Pension Benefit Guaranty Corporation nspection
» 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
CONSOLIDATED HEALTH SERVICES, INC. RETIREMENT PLAN plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
CATHOLIC HEALTH INITIATIVES 31-1085414
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 ...t ettt ettt b bbbttt 2a
D AGHUANAI VAIUE ... 2b 0
3 Funding target/participant count breakdown: (1) Number of participants (2) Funding Target
a  For retired participants and beneficiaries receiving payment ........... 3a 0
b For terminated vested participants .............ccccceeeeueveeereeerereeeernnae. 3b 0
C  For active participants:
0
0
812 0
Lo TR v SO TR TR 3d 812 0
4 Ifthe plan is in at-risk status, check the box and complete lines () and (0) ......ccocevvervrereerennne 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 6.38 %
6  Target normal cost 6 2036042

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE
Signature of actuary Date
JUDY M. KRUSE 11-05907
Type or print name of actuary Most recent enrollment number
TOWERS WATSON PENNSYLVANIA INC. 312-525-2500
Firm name Telephone number (including area code)

191 NORTH WACKER DRIVE, SUITE 2100
CHICAGO, IL 60606-1615

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




Schedule SB (Form 5500) 2011

Page 2 -

‘ Part Il | Beginning of year carryover and prefunding balances

7

(a) Carryover balance

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior
ST L) OSSPSR

Portion elected for use to offset prior year’s funding requirement (line 35 from
prior year)

Amount remaining (liNe 7 MiNUS lIN€ 8) .......ueiiiiiiiiiiii e

10

Interest on line 9 using prior year’s actual return of

11

a Present value of excess contributions (line 38 from prior year)

b Interest on (a) using prior year's effective rate of
otherwise provided (see instructions)

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

Prior year’s excess contributions to be added to prefunding balance:

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

0.00 9 except as

12

Other reductions in balances due to elections or deemed elections.....

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)................]

Part Il

Funding percentages

14

Funding target attainment percentage

14 100.00

%

15

Adjusted funding target attainment percentage

15 100.00

%

16

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

16

%

17

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

17

%

Part IV

Contributions and liquidity shortfalls

18 cContributions made to the plan for the plan year by employer(s) and employees:

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

06/24/2011

1109123

09/30/2011

601250

03/22/2012

900000

04/26/2012

300000

Totals » | 18(b)

2910373

18(c) |

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

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

b Contributions made to avoid restrictions adjusted to valuation date

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

19a

0

19b

0

19c

2762267

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 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) 4t




Schedule SB (Form 5500) 2011 Page 3

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

21 Discount rate:

1st segment: 2nd segment: 3rd segment:

a Segment rates:

D N/A, full yield curve used

3.78% 6.31% 6.57 %

b Applicable MONth (ENEEF COUERY .........c.cvvieeeeeeeeeee oot et e ee et e ettt en et en et en e 21b 4
22 Weighted average FetirEMENT AQE .........c.ocreeeevereeeeeeeeeeeeeeeeeeteeeeeete e es s eseseteeeseseseeseneseseseseee et easseseaseneneseesseeeaees 22 65
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

oL £= Tt o]0 0T o PP TP PR PP PR |:| Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ..............cccc.covevvrunn. |:| Yes No

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

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

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 2036042
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 inStallment ..., 0
b Waiver amortization inStallMeNnt..............c.cceveveeveieeueieeeeeeeeeseeee e 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 2036042
Carryover balance Prefunding balance Total balance
35 Bala_nces elected for use to offset funding 0 0
FEQUIrEMENT. ...ttt
36 Additional cash requirement (line 34 MINUS INE 35) ............cc.ceueviveiieeeieeeeieiereseeeese et esese s esasse e seses s 36 2036042
37 C_ontributions allocated toward minimum required contribution for current year adjusted to valuation date 37 9762267
(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 726225
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances ....... 38b 0
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 41a Was MAE .............cocoiieeoeeeeeeeeeeeeeeeeeee e

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 Benefits Security Administration » 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 002
CONSOLIDATED HEALTH SERVICES, INC. RETIREMENT PLAN

plan number (PN) 4

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

D Employer Identification Number (EIN)
CATHOLIC HEALTH INITIATIVES

31-1085414

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 No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

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

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

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

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2011

v.012611



Schedule C (Form 5500) 2011 Page 2- |1

(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




Schedule C (Form 5500) 2011

Page3-[1 |

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)

POLSINELLI SCHUGHART PC

161 N. CLARK STREET - SUITE 4200
CHICAGO, IL 60601-3316

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

()
Did indirect compensation
include eligible indirect
compensation, for which the

(¢))

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
29 NONE 16312

Yes |:I No

Yes D No D

Yes |:| No D

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

LORETO SERVICES & TECHNOLOGIES

2625 BUTTERFIELD ROAD - SUITE 313E
OAK BROOK, IL 60523

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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?

NONE

49 8853
YesD No YesD NoD Yes|:| N0|:|
(@) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) () (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

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?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D




Schedule C (Form 5500) 2011

Page 3 - |2

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)

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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 |:I No D

Yes D No D

Yes |:| No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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




Schedule C (Form 5500) 2011 Page 4- |1

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
(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 (¢) Enter amount of indirect
(see instructions) 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 (¢) Enter amount of indirect
(see instructions) 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.




Schedule C (Form 5500) 2011

Page 5- |1

‘ 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

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

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

P File as an attachment to Form 5500.

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
CONSOLIDATED HEALTH SERVICES, INC. RETIREMENT PLAN 002
plan number (PN) >

C Plan or DFE sponsor’s name as shown o
CATHOLIC HEALTH INITIATIVES

n line 2a of Form 5500

D Employer Identification Number (EIN)
31-1085414

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:

CHIMT AGREEMENT 103-12

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

CHI RET PLN FOR FOR-PROFIT ENTITIES

C EIN-PN 80-0000385-008

d Entity E

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

1453635

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

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

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103

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

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

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

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

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

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

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

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

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

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

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

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

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

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

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

C EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

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

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

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

C EIN-PN

d Entity

€ Dollar value of interest in MTIA, CCT, PSA, or 103-

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 |E:

Name of sponsor of entity listed in (a):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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):

d Entity € Dollar value of interest in MTIA, CCT, PSA, or 103-

EIN-PN 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
CONSOLIDATED HEALTH SERVICES, INC. RETIREMENT PLAN 002
plan number (PN) 4

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

31-1085414

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) 1200000
(2) Participant CONTBULIONS ...............corveeeieeeeeeeseseerse s s 1b(2)
L) 1111 SO 1b(3) 13
C General investments:
Q) Interest-b_earing cash (include money market accounts & certificates 1c(1)
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 aCcCoOUNtS...........ceecuveeerieeeinieeennne. 1c(10)
(11) Value of interest in master trust investment accounts .............ccoccceeeeee. 1c(11)
(12) Value of interest in 103-12 investment entitieS ..............cccovevevereeernnnn. 1c(12) 1453635
(13) Value of interest in registered investment companies (e.g., mutual 1c(13)
FUNAS) oottt nne e 184845
(14) Value of funds held in insurance company general account (unallocated 1c(14)
[o10] 11 =Tt ) TP OP RO PPPP PPN
(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
v.012611
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1d Employer-related investments:
(1) EMPIOYEN SECUNTIES ....eeiiiiieiiiiee ettt
(2) EMPIOYET r€al PrOPEILY ....veeeiieii ettt
€ Buildings and other property used in plan operation..........cccceeeeieeeeniieeeinieenn.
f Total assets (add all amounts in lines 1a through 1€) ..........cccccooveveeveverecinnns
Liabilities
g Benefit claims payable ...........cccooiiiiiiiiii e,
N Operating PAYADIES .............cceieeeeeeeeeeeeee e
I AcQUISItion INAEDLEANESS .........ceevevieeeeeieeeeceee et
J Other HADIItIES ... ... eeceeceieice ettt
K Total liabilities (add all amounts in lines 1g throughj) ........c.cccoevevevevrerenennnne.
Net Assets

| Net assets (subtract line 1k from iNe 1f).........cccoovueeeveveeeeeceeeeeeeeeeeeeeeenas

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

2838493

19

1h

1i

1j

1k

1l

2838493

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
a Contributions:
(1) Received or receivable in cash from: (A) Employers.........ccccocceviveenineeene
(B)  PAriCIPANTS ...ceeiiiieeiiiee ettt
(C) Others (iNCluding FOIIOVEIS) ......cciiuuiieiiiii e
(2) Noncash CONLHBULIONS .........coiiiiiiiiiie i
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .................
b Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIt) .......ccvevviiiiiiiiiii e

(B) U.S. GOVErNMENt SECUNLIES .....ccuvieiieriiiiiie ittt
(C) Corporate debt INStTUMENLS .........cooiiiiiiiiiiiieee e
(D) Loans (other than to participants) .........c.cccecuveieenieeiieneceeeeeseee
(E) Participant loaNnS .........cceiiiiiiiieiiieiie et
(F)  OtNET .
(G) Total interest. Add lines 2b(1)(A) through (F) .....cccccooiiniiiiiniiiiien

(2) Dividends: (A) Preferred StOCK........ccciiiiiiiiiiiiiiiciccsiceec e
(B)  COMMON SEOCK ...ttt
(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(B) RENES ..ttt

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ............cccueeennee
(B) Aggregate carrying amount (See iNStructions) ............cccevevveeneenneenen
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................

(a) Amount

(b) Total

2a(1)(A)

2910373

2a(1)(B)

2a(1)(C)

2a(2)

2a(3)

2910373

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

2b(1)(G)

2b(2)(A)

2b(2)(B)

2b(2)(C)

195

2b(2)(D)

2b(3)

195

2b(4)(A)

2b(4)(B)

2b(4)(C)
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2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate.............cc.o.......

({23 T 12 T R SURS

(C) Total unrealized appreciation of assets.
Add [iNnes 2b(5)(A) aNnd (B).....cooueeeiiiiieiiiiieeiiee e

(6) Net investment gain (loss) from common/collective trusts............c.cccceeenee
(7) Netinvestment gain (loss) from pooled separate accounts..............ccceene.
(8) Net investment gain (loss) from master trust investment accounts ............

(9) Netinvestment gain (loss) from 103-12 investment entities ..............c.......

(10) Net investment gain (loss) from registered investment
companies (€.g., Mutual fuNdS).........cccceeiiiieeiiire e

C Other INCOME......uiiiiiiiti et
d Total income. Add all income amounts in column (b) and enter total......................
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers ..............
(2) To insurance carriers for the provision of benefits.........cccccoevveivcveiiiineenns
2 T 1T ST
(4) Total benefit payments. Add lines 2e(1) through (3)......ccccevivveeiiieeiiineens
Corrective distributions (S€e INSLrUCIONS) ........cueiiiiiiiiiiieeiei e

Certain deemed distributions of participant loans (see instructions).................

oKQ

INEEIEST EXPENSE...ceiii ittt et e et e e s et e e e e e

Administrative expenses: (1) Professional fees..........ccooiiiieeiiiiiiniiiieneen.
(2) Contract adminiStrator fEES.........cciieiiiieeeiiee s se e ee e e e saeeeeees
(3) Investment advisory and management fEeS .........cccvvevrieeeriieeeriiieessieeeenes
[T 1 - RSSO
(5) Total administrative expenses. Add lines 2i(1) through (4).........ccceevvveennns
j Total expenses. Add all expense amounts in column (b) and enter total.........
Net Income and Reconciliation

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

| Transfers of assets:
[0 T o R {3 ] - U OSSR
(2) From thisS PIAN ....cceiee et e e eenrae e

(a) Amount

(b) Total

2b(5)(A)

2b(5)(B)

2b(3)(C)

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

2c

2d

-46365

2864203

2e(1)

545

2e(2)

2e(3)

2e(4)

2f

29

2h

545

2i(1)

2i(2)

25165

2i(3)

2i(4)

2i(5)

2j

25165

25710

2k

21(1)

21(2)

2838493

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)?

D Yes D No

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

(1) Name:

(2) EIN:

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) 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

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
CONSOLIDATED HEALTH SERVICES, INC. RETIREMENT PLAN plan number 002
(PN) 4
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CATHOLIC HEALTH INITIATIVES
31-1085414

‘ Part | ‘ Distributions
All references to distributions relate only to payments of benefits during the plan year.

1 Total value of distributions paid in property other than in cash or the forms of property specified in the
INSTIUCTIONS ... bbb e b e e e b e e s b b e e e b e e s bt e b e e s e e b e e s b e e s b e e s e e e s ae s s b e e nree s 1

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): 31-1085414

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
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 D 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 D Yes D No D N/A

Part Il | Amendments

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

Do, 110 oheck 116 N0 DOt et |] Increase  [Jpecrease  [] Botn ] o
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):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

@ 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

| PartVI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information t0 be INCIUAE @S AN 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: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b  Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years D 3-6 years |:| 6-9 years D 9-12 years |:| 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate item 19(b)?
D Effective duration D Macaulay duration D Modified duration D Other (specify):




Consolidated Health Services, Inc. Retirement Plan
EIN: 31-1085414 Plan Number: 002
Schedule SB, Line 22 —~ Description of Weighted Average Retirement Age

The valuation assumption for the Consolidated Health Services, Inc. Retirement Plan is that
all active participants will retire upon reaching age 65.
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Schedule $B (Form 5500) 2011

Page2-| |

[f Partll s‘fﬁ[ 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
2= L T U P U O OTTO

8 Portion elected for use to offset prior year's funding requirement (iine 35 from
prior year} .
9 Amount remaining (line 7 MinuS N 8).......cveeeiuecure et sesaserarssne s e seese oo 0 0

10
11

Interest on line 9 using prior year's actual return of

Prior year's excess conlributions to be added to prefunding balance:

A Present value of excess contributions (line 38 from prior year) ...........cccomrevorernes

b Interest on {a) using prior year's effective rate of ___9 - 00 o axcept as
otherwise provided (see Instructions)..........ccciciniinrens

C Total available at beginning of current plan year fo add to prefunding balance 0
d Portion of (c) to be added to prefunding balance
42 Other reductions in balances due o elections or deemed elections...........coocevvvveec...
0
14 Funding 1arget ataMMENt PEICEBNEAGE ............vvvvreereveerecreereeresseerece s sttt st s 81 e 0 k8t 8 14 | 100.00 %
15 Adjusted funding target alAIRMENT PEICEBMIAGE ...........ooeee et ceeeeee e eaee s et seesseesseseess s e ees s caseser e s saseaeetssess st st s rar s 18 | 100.00 %
16 Prior years funding percentage for purposes of determining whether carryover/prefunding batances may be used to reduce 16
cUrrent Years FUNUING TEQUITEIMEBNL ..o rrisstere i rirssarsnis s srss e e st s et s esesaese s ranrs s e a s ar s da e s e e nRr s ke e easbtE e A b arabar b et s ebebbetssrrbesnbnan %
if the current value of the assels of the plan is less than 70 percent of the funding target, enter such percentage. ......c.occocvnncines 17 %
“Part iV Contributicns and liquidity shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:

{(a) Date {b) Amount paid by {c} Amount paid by {(a) Date {b} Amount paid by {c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
06/24/2011 1,109,123
09/30/2011 601,250
03/22/2012 900,000
04/26/2012 300,000

| Totals [ 18(n) 2, 910,373] 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. ........cocccvvvrvevrervuriisereens 19a 0
by Contributions made to avoid restrictions adjusted to valUAtON dale...............cccooueivereveveeeeres s esrsessneesseeresessenns 19b 0
¢ Contributions allocated toward minimum required contribution for current year adjusted to valuation date........coo..{ 19C 2,762,267
20 Quarterly contributions and liquidity shorifalls: =

& Did the plan have a “funding shorifall” for the prior year?

b 1f 20a is “Yes,” were required quarierly installments for the current year made in a timely manner? ...

C If 20a is "Yes," see insfructions 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
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Partv Assumptions used to determine funding target and target normal cost
21 Discount rate:

a Segmentrates: ’;t iegme"; 22‘? ;efm”,}/; 36“_’ ;Qme“}/; [Jnia, fult yietd curve used

b Applicable MONIA (BNRIEF COUEY . wuureerreerer e eenerer e st s e s . . - 21b 4
22 Weighted average retifemMent 8 .........c.cociiriesieisnsseressssses s esseesesesas - 22 65
23 Mortality table(s) (see instructions) D Prescribed - combined @ Prescribed - separate _—_l 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

AHACHIMENN, covvvvvvvveecee s cnssssrs s ssss s sseeose e ts st RS RReAEERRERR AR AR AL AR AR RS e [} ves [{ nNo
25 Has a method change been made for the current plan year? if “Yes,” see instruclions regarding required attachment. .........oocercevvrrecnnees D Yes @ No
26 Is the plan required to provide a Schedule of Active Participants? If "Yes,” see instructions regarding required aftachment. ...........covvcvreeennns @ Yes D No
27 ifthe plan is eligible for (and is using) alternative funding rules, enter applicable code and see instructions 27

FEQEFAING AUATCHIMIBNL ....cvirireric e s kst or e o b o r b ere s b srbensbaes errenssrsemaaananesrrannmn nrereans

. [l:.?;f-'] Reconciliation of unpaid minimum required contributions for prior years

28 Unpaid minimum required comibutions fOr all PrIOr YEAIS ..o sssssese e s ssessssiaressesssssssessssssane 28 0
29 Discounted employer contributions allocated toward unpaid minintum required contributions from prior years 29

(TI8 FOAY.110vererrerrrnrrorsommensenseseeseseeasementrsrasressencarssteneaseasasesseasenssnsseesesnsssssrecesstsressenssacsressanes . .
30 Remamlng amount of unpaid minimum required contributions (fing 28 MINUS lIN@ 29).......ccevermsrirerernscrnerransenn 30 0

| Minimum required confribution for current year

31 Target normal cost and excess assets (see instructions):

a Target normal cost (INe 6) ..o, 31a 2,036,042

b Excess assets, if applicable, but not greater than 31a 3b 0
32 Amonization installments: Quistanding Balance Instaflment

a Net shorifall amortization instalment. q 0

b Waiver amortization inStalMENt ... a
33 Ifa waiver has been approved for this plan year, enter the date of the rt.Jling letter granting the approval 33

{Month Day Year } and the waived amount ...,
34 Total funding requirement before reflecting carryover/prefunding batances {lines 31a - 31b + 32a + 32b- 33)..] 34 2,036,042

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

FEQUIMEMENT o s 0 0 0
36 Additional cash requirement (line 34 MINUS NE 35) ......u.ceereerrcerereeeeeeriteee ettt 36 2,036,042
37 Contributions allocated toward minimum required contribution for current year adjusted o valuation date 37

(INE TG ittt s s b radr b bR AR R RO Y bbb b 2,762,267
38 Present value of excess contributions for current year (see instructions)

A Tolal (excess, if ANy, OF N 37 OVET NG 3B} w....ccvovvvvevieesscsossivsareeesmseseamreesssessassessssroossesosesssarasssesasssessssssno 38a 726,225

b Portion included in line 383 attributable {o use of prefunding and funding standard carryover balances ........ 38b 0
39 Unpaid minimum required contribution for current year (excess, If any, of line 36 over line 37) 39 0
40 Unpa|d minimum required CONIBULONS FOT Bl YBAIS ...ceorrerrerrrrre et st bbb ess s b st s sraesend 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:

A SCHBUUIE BIEGIEU ..ot vie s v rresseeseres s ey ces ses et et e ae e b et e bt ea gt F e ne40s 14 srrsean e A TR a T e b Fe R e A e oA e e R et e rer e 1Eesaeareeateabeshetenben |:| 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election In ling 418 Was MAR ........cocrrreererrrins s rsssss s st sess s DZOOB DZOOQ D 2010 I:] 2011

42 Amount of acCeleration ATJUSIMENE ..ccc.vciv et resressess e ssses s esssrar et e assssssassss s e ssentsssmessenstnssesssneensennd

43 Excess installment acceleration amount to be carried over (o future plan Years ... i oo 43




Consolidated Health Services, Inc. Retirement Plan
EIN: 31-1085414 Plan Number: 002

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

Actuarial Assumptions and Methods

Economic Assumptions
Interest rate basis:

» Applicable month

» Yield curve basis

Funding interest rates:

» First segment rate

» Second segment rate

» Third segment rate

» Effective interest rate

Annual rates of increase

» Compensation

» Future Social Security wage bases
»  Statutory limits en compensation
» Interest crediting rate

Contributions

September 2010
Segment rates

3.78%
6.31%
6.57%
6.38%

3.00%
4.00%
2.50%
4.75%




Consolidated Health Services, Inc. Retirement Plan
EIN: 31-1085414 Plan Number: 002
Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

Demographic Assumptions
Mortality for contributions:
»  Healthy

»  Disabled

Termination

Disability

Separate rates for non-annuitants (based on RP-2000
"Employees" table without collar or amount adjustments,
projected to 2026 using Scale AA) and annuitants (based on
RP-2000 "Healthy Annuitants" table without collar or amount
adjustments, projected to 2018 using Scale AA)

Separate rates for non-annuitants {based on RP-2000
"Employees” table without collar or amount adjustments,
projected to 2026 using Scale AA) and annuitants (based on
RP-2000 "Healthy Annuitants" table without collar or amount
adjustments, projected to 2018 using Scale AA)

Rates varying by age and service

Representative rates:

Years Rate
1 375
2 250
3 .200

Thereafter, age related turnover

Sample rates:

Age Rate
25 .145
30 138
35 125
40 108
45 .085
50 .054
55 019

Included in withdrawal rates




Consolidated Health Services, Inc. Retirement Plan

FIN: 31-1085414 Plan Number; 002

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

Retirement

Benefit commencement date
» Deferred vested benefit
» Retirement benefit

Form of payment

Percent married

Spouse age
Timing of benefit payments

Administrative expense

Methocds
Valuation date
Funding target
Target normal cost

In general, age 65, or current age if older. Terminated
vested participants with a Retirement Account are
assumed to commence benefits at age 60.

The later of age 60 or termination of employment
Upon termination of employment
Lump sum

100% of males and females. Used to value pre-retirement
surviving spouse benefits and in determining the optional
forms expected to be elected at commencement.

Wife three years younger than husband

Annuity payments are payable monthly at the beginning of
the month and lump sum payments are payable on date of
decrement

Prior year's actual expenses. For 2011, assumed to be
$300,000 based on expected expenses per CHI.

First day of plan year
Present value of accrued benefits

Present value of benefits expected to accrue during plan
year plus plan-related expenses expected to be paid from
plan assets during plan year




Consolidated Health Services, Inc. Retirement Plan

EIN: 31-1085414 Plan Number: 002

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

Actuarial value of assets

Benefits Not Valued

Average of the fair market value of assets on the valuation
date and the two immediately preceding valuation dates,
adjusted for contributions, benefits, administrative
expenses and expected earnings (with such expected
earnings limited as described in IRS Notice 2009-22). The
average asset value must be within 10% of market value,
inciuding discounted contributions receivable (discounted
using the effective interest rate for the 2010 plan year).

The method of computing the actuarial value of assets
complies with rules governing the calculation of such
values under the Pension Protection Act of 2006 (PPA).
These rules produce smoothed values that reflect the
underlying market value of plan assets but fluctuate less
than the market value. As a result, the actuarial value of
assets will be lower than the market value in some years
and greater in other years. However, over the long term
under PPA’s smoothing rules, the method has a significant
bias to produce an actuarial value of assets that is below
the market value of assets.

All benefits described in the Plan Provisions section of this
report were valued hased on discussions with Catholic
Health [nitiatives regarding the likelihood that these
benefits will be paid. Towers Watson has reviewed the
plan provisions with Catholic Health Initiatives and, based
on that review, is not aware of any significant benefits
required to be valued that were not.




Consolidated Health Services, Inc. Retirement Plan

EIN: 31-1085414 Plan Number: 002

Schedule 8B, Part V — Summary of Plan Provisions

Plan Provisions

Effective Date

Definitions
Actuarial Equivalence
Plan Year

Year of Vesting Service

Participant

Retirement Account

Annual Retirement Credits

Compensation

First-Step Compensation

Second-Step Compensation

Social Security Wage Base

Interest Credits

January 1, 2011

As defined in plan document.
12-month period commencing each January 1.

Pian Year in which an employee completes at least 1,000 hours of
service.

Each employee becomes a Participant in the Plan when they
become an eligible employee.

The sum of Annual Retirement Credits and Interest Credits

For any Plan Year, a percentage based on the number of Years of
Vesting Service completed by an eligible employee, determined in
accordance with the table below

Years of Percent of Percent of Percent of

Vesting Compensation First-Step Second-Siep

Service Compensation Compensation
1-5 5% 2% 3%

6-10 6% 2% 3%
11-15 7% 2% 3%
16-20 8% 2% 3%
21-25 9% 2% 3%

26+ 10% 2% 3%

Total compensation, excluding non-cash compensation and any
contributions or benefits under this plan or any other benefit plan.

Compensation above one-half of the Social Security Wage Base
in effect for the Plan Year.

Compensation above the Social Security Wage Base in effect for
the Plan Year.

The maximum amount of pay on which Social Security taxes must
be paid in a given year.

At the end of each Plan Year, each Participant who then has a
Retirement Account will be credited with an amount equal to the
Index Rate applied to the Participant's Retirement Account at the
beginning of that Plan Year.

1




Consolidated Health Services, Inc. Retirement Plan

EIN: 31-1085414 Plan Number: 002

Schedule SB, Pait V — Summary of Plan Provisions

Index Rate

Forms of payment

Maximum on benefits and

pay

Normal Retirement

Early Retirement

Disability Retirement

Vested Termination

The percentage change in the annual average CPI-U for the 12-
month period from October to October to the annual average CPI-
U for the prior 12-month period from October to Octeber, plus 3%.

Normal form: single life annuity actuarially equivalent to the
Retirement Account.

Qualified annuity: normal form if unmarried, 50% joint and survivor
if married.

Optional forms: life annuity; 50%, 75% or 100% jeint and survivor,;
5-year, 10-year or 15-year certain and life; 5-year or 10-year
certain annuity; lump sum.

All benefits and pay for any calendar year may not exceed the
maximum limitations for that year as defined in the Internal
Revenue Code. The plan provides for increasing the dollar limits
automatically as such changes become effective.

Eligibility: Age 65

Benefit: in general, Retirement Account payable as lump sum or
actuarially equivalent annuity.

Eligibility: Age 55 and three years of Vesting Service

Benefit: In general, Retirement Account payable as lump sum or
actuarially equivalent annuity.

Eligibility: Immediate
Benefit; Retirement Account

If the participant has less than three years of Vesting Service, the
Retirement Account will receive Interest Credits until the date
benefit commences.

If the participant has three years of Vesting Service, the
Retirement Account will receive Annual Retirement Credits and
Interest Credits until the date benefit commences. The Annual
Retirement Credits will be based on Vesting Setvice at the date of
disability.

Eligibility: Three years of Vesting Service

Benefit: In general, Retirement Account payable as lump sum or
actuarially equivalent annuity.




Consolidated Health Services, Inc. Retirement Plan
EIN: 31-1085414 Plan Number: 002
Schedule S8, Part V —- Summary of Plan Provisions

Death Benefit Eligibility: Immediate

Benefit: In general, Retirement Account payable as lump sum or
actuarially equivalent annuity.

Future Plan Changes No future plan changes were recognized in determining pension
cost or in determining minimum contributions. Towers Watson is
not aware of any future plan changes which are required to be
reflected.
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Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110
This form is required to bo filed for employee benefll plans under soclions 104 )

Dspartnsent of the Traasury and 4085 of the Employee Reliroment Incoms Securily Act of 1974 (ERISA) and
Iniemal Roveaus $aoice seclions 8047{e), 8057(b), and B06B(a) of tha Inlermal Revenuo Cods (lhe Code). 2011
Depatlmant of Lebor
Emaloyea Senofits Securky } Complete all enirles in accordance with
Adminlsraton : the Instructions te the Form 5500.
Fenstan Berefl Buaranty Corporetion This Form s Opon to Publle
inspodllon
B Annual Report Identification [nformation
For calendar plen yesr 2017 or fiscal plan year baglnning 01/01/2011 and ending 12/31/2011
A This relurnfrepart Is for: D a mullismployer plan; I__l & multiple-employer plan; or
[}] & singlg-smployer plan; D a DFE (specify) ___
B Thls relurnireport is: B the firs relurnfreport; [] the finat returnfreport;
D an amended relurnfrepor; D a shori plan year relurn/report (fess than 12 months).
C It the plan Is a colfectively-bargained plan, check here. covvvcinnariiienacnrniransee e e e a et }D
D check box if fillng under: Form 6558; D autornalic extenslon; D the DFVG program;
spoeclal extenslon (enter dascription)

Basic Plan Information—enter all requasted information

Ta Nome of plan CONSOLIDATED HEALTH SERVICES, INC. 1h Threu-digit plan
RETTREKENT PLAN number (PN) » 002
1c Effective date of plan
_oifoi/z011
2a Plan sponsor's name and addrass, including room or sulte number {Empluyer, if for single-employer plan) 2b Employer Idenlificalion
Numbagr (EIN)
CATHOLIC HEALTH INITIATIVES 31-1085414
2¢ Sponsor's telephone
number
(859) 594-3267
3900 OLYMPIC BOULEVARD - SUITE 400 20 Business code (sse
: Instructions)
ERDANGER KY 41018-1099 622000

Caullon: A penally for the late or Inocomplate flling of this returniraport Wil be assassed unless reasonalile causo 15 established.

Under penaliies of parjury and other penaltias set forth In the Instruetions, | declare that | have examited this relurnfrepont, Including accompanylng schedules,
statemasnts and atiachmenls, as wek as the elaclronlo version of lhls relurnfreport; and o the best of my knowledge and kellof, It is lrue, corracl, and complale.

4/ cfé‘:ﬂ&f X/ﬁ///%/"@ / Q’/J / Zol) |scorr HERDTNER
Signature of pfan adminisirater Dale Enter name of ndividual signing as plan adminlsirator
41/ \—[Z@i% /(/47%0’” 4 U/D" /?-o! 2] w5 & %/ //e’--//”/?v ey
Signature of employariplan sponsor 1 Date Enter name of individual slaning as employer or plan sponsor
Slgnature of DFE Date Enter name of Individual signing as DFE
For aperwork Reductlon Act Notice and OMB Control Numbers, 860 the instruetions for Form 5560, Form 5500 (2011)

v.012611




Form 5500 (2011)  Pags 2

3a Plen administralor's name and addreas (If same as plan sponsor, enfer "Same’) 3bh Adminislrator's EWN

3¢ Administratar's telephona
nunber

4 il tho namo and/or EIN of the plan sponsor ras changad since the last retura/report filad for this plan, enter the name, EINand  14b EIN
the plan number from {he last relurnfrapori;

a Sponsor's nama 4 PN

& Total number of particlpants at the beginning of the plan year,

6  Number of participanis as of the end of the plan year {welfare plans complele only fines 63, 6h, 6c, and 6d).
B ACHVE PATIEIDAAIS 1rvvvuvesemsarsassissssssersiisesssieass stess o saes ysssessd 44 e 4E44L1 0384010 FRES 8PS S8 418034 41E31n0 AL LB 1SL LS RAASBE AR p s R RSO a | 990
b Relired or separated parlicipanis raceiving BENoftE . erreciesrsseessara TR T e GD ]
G Olher rellrad or separated particlpants entliled {0 fulure banefls ..o hr e R e e b S eS gane 6¢ 0
(0 SUbLOtal. A IN8S 62, B, A BC evsisscsoss st msssnsisassisrsssesssresensssssmpspisp st sssssmsssss s ssssesssnssssssensissss i 00 990
© Deceased partitipants whose benefclaries are recelving or are entillsd to recalva banels. ..o on e g Y]
T TOIaT, AL N3 Bl DILD B0 suuttursrsussesssrs e besserese s 15648420 0503418R 1 4 08838 RER AT B2 8D R el Bf 990

¢ Number of pariclpants with account balences as of the end of lha plan year (only defined cohtribulion plans
COMPIALE BAIS 18I} 1evvvssvstassssssesssssessesssssosssasssssssassnsene sssssesssnsseses GRS S4 R ES st e vt e 6y 0

fi Number of participants {hat terminated employment during the plan year with accrued benefils thal were
less than 100% vested... - srsses s y
7  Enler the tolal number of amp!oyera ob!lgaied to conlnbu!e tu lhe pian (on!y mquemployer plans complele lhls {lem) vd T

8a Ifthe plan provides penslon bensfits, enter the applicabls penslon featura codos from the List of Plan Characteristic Codes I the Instections:

1C 14
Iy ifthe plan provides wallare benefits, enter lhe appiloablo walfare festurs cades from tha List of Plan Characteristic Codes In the Instrustions:

9a Plan funding arrangament (chack all that apply) 8h Plan bensfif arrangement {chack all thal apply)
4)] Insurance {1} Insurance
{2 Code secllon 412(e)(3) insurance coniracts {2} Code secllon 412{e)(3) insurance conlracls
[} Trust (3) Trusl
4 Genearal assels of the sponsor {4) Genacal assels of the sponsor
10 Chack all applicabla boxes In 10z and 10b to indicate which schedules are attached, and, where Indlcaled, enter fhe number aftached. {See instruclions)
a Ponslon Schodutes b General Schedules
) [} R (Rotiramont Pian information) ™ Kl H (Financlal Inforation)
(2) D MB (Mulllemployer Defined Benolit Plan and Cerfaln Monsy (2 I (Financial Information — Small Plan}
Purchase Plan Acluarlal Informalion) - signed by the plan (3) — A {Insurance lnformation)
. actuary {4) C (Sarvice Provider Information)
3 @ SB (Single-Employer Deflned Benefil Plan Actuarial {5) D (DFE/Parlictpating Plan Information]

informatfon) - slyned by the plan acluary {6] G (Financlal Transacllon Schedules)




