Form 5500 Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2012
Department of Labor i i .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part 1 | Annual Report Identification Information
For calendar plan year 2012 or fiscal plan year beginning  01/01/2012 and ending  12/31/2012
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This return/report is: D the first return/report; D the final return/report;
D an amended return/report; |:| a short plan year return/report (less than 12 months).

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

D cCheck box if filing under: EI Form 5558; |:| automatic extension;
|:| special extension (enter description)

|:| the DFVC program;

Part Il Basic Plan Information—enter all requested information

1la Name of plan
COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN

1b Three-digit plan

number (PN) » 004

1c Effective date of plan
01/01/1992

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

COSHOCTON COUNTY MEMORIAL HOSPITAL ASSOCIATION, INC.

1460 ORANGE ST
COSHOCTON, OH 43812-2229

2b Employer Identification
Number (EIN)
31-4387577

2C Sponsor's telephone
number
740-622-6411

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.

SEC;Q’}'E Filed with authorized/valid electronic signature. 10/14/2013 RICHARD K. DAVIS
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

Preparer’'s name (including firm name, if applicable) and address; include room or suite number. (optional)

Preparer’s telephone number
(optional)

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

Form 5500 (2012)
v. 120126




Form 5500 (2012) Page 2

3a

COSHOCTON COUNTY MEMORIAL HOSPITAL ASSOCIATION, INC.

1460 ORANGE ST
COSHOCTON, OH 43812-2229

Plan administrator's name and address DSame as Plan Sponsor Name DSame as Plan Sponsor Address

3b Administrator's EIN
31-4387577

3C Administrator's telephone
number
614-318-2200

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, 4b EIN
EIN and 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 5 572
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
@ ACHVE PAITICIPANTS ... ..evivitetieieteteitetee et ettt et et et ettt et et et e e et ete et etese et ese b ete e ebese b ebessebesesbebeseseebese s ebessebese st esessebessssesensatenssserensasenes] 6a 507
b Retired or separated participants reCeiving DENETILS................cciviveueiceeieeeeeeeecee e seeae et esae et n s 6b 0
C Other retired or separated participants entitled to fUtUre DENETILS. ........c.ooiiiiiiiii s 6¢C 49
0 Subtotal. Add INES B, BB, ANA BC.......veuereeereesieeisseeseeeeeseese e e ee et s ettt 6d 556
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits............cccocveviiniiiiiiiiien 6e 0
T TOtal. A INES BA AN BE. .......cveeeveceeeececee e et as s sensenens 6f 556
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThiS IEM) .....iv.ieeeseces et eesee st e et eeese et s st es s e s e s et es et s ens st es s e et s e st ess et et s e e e ensessse et nsetas st es e setensneesneessnsnsesnentnessanend 69 362
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thaN 100%6 VESEM........eeveesieeieeseesteeeeeestesteeeseessestesessesseseetesessssseesesssessssesssessesssenseesssnsens et snssesssstnesnassseenesnsessssntansessssanead 6h 1
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 Characteristics Codes in the instructions:
2L
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics 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
3 Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) R (Retirement Plan Information) 1 H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money 2) I | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ©) I 2 A (Insurance Information)
actuary 4) I C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) X D (DFE/Participating Plan Information)

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




SCHEDULE A Insurance Information

OMB No. 1210-0110

(Form 5500)

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). 2012
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 2012 or fiscal plan year beginning  01/01/2012 and ending 12/31/2012
A Name of plan B Three-digit
COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN plan number (PN) » 004
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COSHOCTON COUNTY MEMORIAL HOSPITAL ASSOCIATION, INC. 31-4387577
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:

(a) Name of insurance carrier

NATIONWIDE 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 (9) To
policy or contract year
31-4156830 66869 GAP-B2-HM60 556 01/01/2012 12/31/2012

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 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 97

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

INVEST FINANCIAL CORPORATION 5555 GRANDE MARKET
APPLETON, WI 54913

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

commissions paid (c) Amount (d) Purpose (e) Organization code

97|INVESTMENT 3

(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) 2012

v. 120126



Schedule A (Form 5500) 2012 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) 2012 Page 3

Part Il 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
this report.
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
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
®) 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 654639
C Additions: (1) Contributions deposited during the year..............ccccceveveven.n.) 7c(1) 182763
(2) Dividends and credits ................... 0
(3) Interest credited during the year 104803
(4) Transferred from Separate aCCOUNL ..............co.evrveeereerreeseerseeseeeesesneens] 7c(4)
(5) Other (specify below) 3903
4 LOAN PRINCIPLE AND INTEREST
(B)TOLAI AATIIONS ....cv.veoveeeeceee et s ettt e s e e s s s en s st eneensesenseneenessensnennens 7c(6) 291469
d Total of balance and additions (add [iNES 7b @NA 7C(6)). ....vvvvrvivreerrrereireeeeeeeeeeeeeeese e eeeeeereeeenesien e ieneeens l 7d 946108
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 208839
(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) 7999
» LOAN WITHDRAWAL
(5) TOAI ABAUCHONS ...ttt st e et ee e et es s e e et s en s s en st st en et et eneeeesn s 7e(5) 216838
f Balance at the end of the current year (subtract line 7e(5) from N€ 70).........c.coooiieeeeeeeeeeieieeeeeeeeeeeeeeeeeee l 7f 729270




Schedule A (Form 5500) 2012 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 line 9¢(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 |, line 2 above, report amount. ............c.ccceeevveen. 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

OMB No. 1210-0110

(Form 5500)

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). 2012
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 2012 or fiscal plan year beginning  01/01/2012 and ending 12/31/2012
A Name of plan B Three-digit
COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN plan number (PN) » 004
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COSHOCTON COUNTY MEMORIAL HOSPITAL ASSOCIATION, INC. 31-4387577
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:

(a) Name of insurance carrier

HARTFORD 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 (9) To
policy or contract year
06-0974148 88072 GA-082390 33 01/01/2012 12/31/2012

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 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

105 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

G & W EQUITY SALES INC. PO BOX 40948
INDIANAPOLIS, IN 46240

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

commissions paid (c) Amount (d) Purpose (e) Organization code

105 0|INVESTMENT 3

(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) 2012

v. 120126



Schedule A (Form 5500) 2012 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) 2012

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
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 @) [X| other » GROUP VARIBLE ANNUITY
b Balance at the end of the PrEVIOUS YOI ............c..covoveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 80426
C Additions: (1) Contributions deposited during the year..............ccccceveveven.n.) 7c(1)
(2) Dividends and credits ...................
(3) Interest credited during the year 2086
(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) 2086
d Total of balance and additions (add [iNES 7b @NA 7C(6)). ....vvvvrvivreerrrereireeeeeeeeeeeeeeese e eeeeeereeeenesien e ieneeens l 7d 82512
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 36383
(2) Administration charge made by Carfier..........cc.coevvveuereveeeeeeeeeerereeeninen) 7e(2) 126
() Transferred to SEPArate ACCOUNL ..........c.c.ceveeeruerereererseesereeseresseseeeesenesesend 7¢e(3)
(4) Other (SPECIfY DEIOW).........cevivereereeeieeceeseceeieeeee e 7e(4)
4
(5) TOLAI BEAUCHIONS ...ttt n et en et et n s e se e s et en e s et en s st eneseen e 7e(5) 36509
f Balance at the end of the current year (subtract line 7e(5) from N€ 70).........c.coooiieeeeeeeeeeieieeeeeeeeeeeeeeeeeee l 7f 46003




Schedule A (Form 5500) 2012 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 line 9¢(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 |, line 2 above, report amount. ............c.ccceeevveen. 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 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 2012
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 2012 or fiscal plan year beginning 01/01/2012 and ending  12/31/2012
A Name of plan B Three-digit 004
COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN

plan number (PN) 4

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

D Employer Identification Number (EIN)
COSHOCTON COUNTY MEMORIAL HOSPITAL ASSOCIATION, INC.

31-4387577

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) 2012

v.120126



Schedule C (Form 5500) 2012 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) 2012

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)

NATIONWIDE ONE NATIONWIDE PLAZA
COLUMBUS, OH 43215
31-1592130
(b) ©) (d) e U . @ )
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  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | 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-.
15 64 RECORD KEEPER 52758 39592

Yes No D

Yes D No

Yes |:| No

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

LINCOLN FINANCIAL ADVISORS COR

1300 S. CLITON STREET
SUITE 150
FORT WAYNE, IN 46802

(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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | 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-.
27 28 INVESTMENT 0 32983
Yes NOD YesD No Yes|:| No

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

INVEST FINANCIAL CORP

5555 GRANDE MARKET DR.
APPLETON, WI 54913

59-2195688
(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?

52

INVESTMENT

Yes No D

Yes D No

27414

Yes |:| No
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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)

EDWARD D.A. SOMMER

300 WEST WILSON BRIDGE ROAD

SUITE 300

WORTHINGTON, OH 43085

(b)

()

(d)

(€)

(f)

(@)

(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  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | 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-.
26 27 INVESTMENT 2844 18972

Yes No D

Yes D No

Yes |:| No

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

CLARKE LANZEN SKALLA INVESTMENT FIR

17605 WRIGHT ST.
OMAHA, NE 68130

(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?

52

INVESTMENT

8832

Yes D No

Yes D No D

Yes |:| No D

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

INVEST FIN CORY AGENCY

5555 GRANDE MARKET DR
APPLETON, WI 54913

(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?

27

INVESTMENT

Yes No D

Yes D No

5568

Yes |:| No
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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)

HOLBROOK & MANT ER

181 E CENTER ST
MARION, OH 43300

(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?

10 AUDIT 4676
Yes[l N0 YesD No[l Yes[l NOD
(@) Enter name and EIN or address (see instructions)

(0) © (A NG . @ oN
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  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | 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-.
YesD NOD 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
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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
(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.
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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

(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

(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

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2012

This Form is Open to Public

Inspection.
For calendar plan year 2012 or fiscal plan year beginning 01/01/2012 and ending 12/31/2012
A Name of plan B Three-digit
COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN plan number (PN) > 004

C Plan or DFE sponsor's name as shown on line 2a of Form 5500
COSHOCTON COUNTY MEMORIAL HOSPITAL ASSOCIATION, INC.

D Employer Identification Number (EIN)

31-4387577

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: SEPARATE ACCONT DC11

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

HARTFORD LIFE INSURANCE CO.

C EIN-PN 06-0974148-000

d Entity
code

P | e

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

77356

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Schedule D (Form 5500) 2012
v. 120126
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

2012

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
For calendar plan year 2012 or fiscal plan year beginning  01/01/2012 and ending  12/31/2012
A Name of plan B Three-digit
COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN 004
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500
COSHOCTON COUNTY MEMORIAL HOSPITAL ASSOCIATION, INC.

31-4387577

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), 1¢(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 CONHBULIONS .......cvoeveceeceeeereces e 1b(1) 35602
(2) Participant CONLMBULONS ..........c..c.ovueveeverieeeeeeieeeeseeesseseesee s enaas 1b(2) 109763
(B) OHNBT ...ttt 1b(3)
C General investments:
Q) Interest-b_earing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) «.vvevieeicre ettt ettt ettt ettt ettt s et se et ae st 111354 77724
(2) U.S. GOVEINMENT SECUNES. ........eeverereeeeeeeeeeseseeeeeseeeeesseseseseseeeseeeeeeseneees 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEU ..o 1c(3)(A)
(B) AlLOtNET .....cooviceiiceeeeeee 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) ............ccceveeveeereeresresesesseeessensenseeen. 1c(7)
(8) PartiCIPANT IOANS ..ottt 1c(8) 176569 199863
(9) Value of interest in common/collective trustS..........coocveeeiieiiiiiee e 1c(9)
(10) Value of interest in pooled separate acCoUNtS...........c.coevevevevevereereeennnn. 1c(10)
(11) Value of interest in master trust investment accounts .............cc.ccceeeeee. 1c(11)
(12) Value of interest in 103-12 investment entities ..............cccovovevereernnnn. 1c(12)
ey e comPenes o el Le(13) 4466588 5446960
o) e e oot | 16) 735066 775273
(15) ONET ...ttt 1c(15)

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

Schedule H (Form 5500) 2012
v. 120126
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1d

Employer-related investments:
(1) EMPIOYEN SECUNTIES ....eeiiiiieiiiiee ettt
(2) EMPIOYEr real PrOPEITY .....veeiiiiieiiiee ettt ettt
Buildings and other property used in plan operation..............ccooceeiiiieiiienens
Total assets (add all amounts in lines 1a through 1€) ........ccoccoeiiiiiiiiiiiennnnnn.
Liabilities
Benefit Claims payable ...
Operating PAYADIES .......cooiiiieiiie e
ACQUISItION INAEDLEANESS .....ceiiiiiii et
Other aDIlItIES. .......cceiiiii i
Total liabilities (add all amounts in lines 1g throughlj) ........cccoccoiiiieiniienninenn.
Net Assets

Net assets (subtract line 1K from line 1f)........cccooiiiiiiiiiiie e

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

5489577

6645185

19

1h

1

1j

1k

1l

5489577

6645185

Part Il |Income and Expense Statement

2 Planincome, 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

a

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers.........c.ccoceviveeniieenne
(B)  PAriCIPANTS ...eeeiiiiieeiiiie ettt
(C) Others (iNCluding FOIIOVEIS) ......cciiuiiieiiiie e
(2) Noncash CONLHBULIONS .........coiiiiiiiiiiiiie e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .................
Earnings on investments:

(1) Interest:

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

(B) U.S. GOVErNMENt SECUNLIES .....cuviirieiiiiiiie ittt
(C) Corporate debt INStrUMENLS .........ccooviiiiieiiiiiieneceee e
(D) Loans (other than to participants) .........c.cccecuieiieniieenieniieee e
(E) Participant loaNnS .........cceeiiiiiiieiiieiie et
(F)  OtNET .
(G) Total interest. Add lines 2b(1)(A) through (F) .....ccccoovviiiiiiiiniiiiiienns
(2) Dividends: (A) Preferred StOCK........ccciiiiiiiiiiieiiiciccciceeec e
(B)  COMMON SEOCK .....vvieviiiiieiiie ettt
(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES .t
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ..........c.cccueeenne.
(B) Aggregate carrying amount (See iNStructions) ............ccoeveeveenierneennn
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate

(B) OtNEI ..o

(C) Total unrealized appreciation of assets.
Add [INes 2D(5)(A) @Nd (B)...eveeveerieierieiesieeiesteeiesieeee e see e seee e sees

(a) Amount

(b) Total

2a(1)(A)

371373

2a(1)(B)

1069267

2a(1)(C)

2a(2)

2a(3)

1440640

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

5203

2b(1)(F)

2b(1)(G)

5203

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(3)(C)
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts......................... 2b(6)
(7) Net investment gain (loss) from pooled separate accounts........................ 2b(7)
(8) Net investment gain (loss) from master trust investment accounts ............ 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities....................... 2b(9)
(20) CN;tninve_stment gain (loss) from registered investment 2b(10) 580250
panies (e.g., mutual funds).........cocoueiriiiiiii e
€ OtEI INCOME......eeoeeeeceeee et n e eneen e enaen e 2c 24663
d Total income. Add all income amounts in column (b) and enter total...................... 2d 2050756
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers .............. 2e(1) 882947
(2) To insurance carriers for the provision of benefits............cocvveeereerrnennen. 2e(2)
(B) OUNET ettt 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3)..........cccvevieveerennnne. 2e(4) 882947
f Corrective distributions (S€ INSITUCHONS) ..........cccevrveveeereeeeereeeeieeeeeseeeseneeeas 2f
g Certain deemed distributions of participant loans (see instructions)................. 29 11787
Nl INEEIESE EXPENSE. ... 2h
i Administrative expenses: (1) Professional fees ...........c..cccevvrreveerevrrerernnnnn. 2i(1)
(2) Contract adMINISTALOr FEES..............covevieeeeeeeieeeeeeeeeeeeeeeseeeee e ees s ees 2i(2) 414
(3) Investment advisory and management fEES ............cc.ovvveeereresrrereseenn. 2i(3)
(A) ONEI ..ottt 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4).........ccccveueen... 2i(5) 414
| Total expenses. Add all expense amounts in column (b) and enter total......... 2 895148
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from line 2d 2k 1155608
| Transfers of assets:
(1) TO thIS PIAN......eeeeeeeeeeeeee ettt 21(2)
(2) FTOM IS PIAN ...t n e 21(2)

Part lll |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:HOLBROOK & MANTER, CPAS (2) EIN: 31-0998651

d The opinion of an independent qualified public accountant is not attached because:
Q) 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.

Part IV |Compliance Questions

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

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)...... da X

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
(o] TTod (=T 1) O O S T OTO U PO TR PSP PPP PP OPRRUPRO 4b




Schedule H (Form 5500) 2012 Page 4-

Yes No Amount
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........ccccoeeiiiininnnns Ac X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is
(o1 TTod (=T 1 USSP PP PR RUPRI 4ad X
€  Was this plan covered by a fidelity DONA?.........oooiiiiiii 4e X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF dISNONESLY? ...ttt et e s e e e e e e e nnes Af X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? .........ccccoceevieeeenieeeiiieeens 4g X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ......... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format reqUIrEMENTS.)........cccueiiiiieeeiiiie e se e see e eee e e e s aaee s 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIrEMENTS.).......cciiuiiaiiiii et 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC?.........co.cov.evivoeeeeeeeeeeeeeeeeeeeeeeeeee e, 4k X
| Has the plan failed to provide any benefit when due under the plan? ..........cccccoceiiiiiiciene 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.0013.) oottt r et e e e et reen e eenen 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3. .......ccccevivveeriineenne an
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cc.cccuee... D Yes No Amount:

5b

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

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

5b(2) EIN(S)

5b(3) PN(s)

|Part \% |Trust Information (optional)

6a Name of trust

6b Trust's EIN




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 2012 or fiscal plan year beginning 01/01/2012 and ending 12/31/2012
A Name of plan B Three-digit
COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN plan number 004
(PN) >
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COSHOCTON COUNTY MEMORIAL HOSPITAL ASSOCIATION, INC.
31-4387577
‘ 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
LIS 0T 1T TP 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): 31-1592130 06-0974148

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

DTS2 PP 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)?.......cccevrerrvernnee 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 6a
deficiency not waived) .......................................................................................................................................
b Enter the amount contributed by the employer to the plan for this plan Year ............ccc.cceveveerevrierereerereenenn, 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEegative amMOUNT)...........c.uiiiiiiieiiee e 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? ...............c...cccoooveuennnnnn. 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?.............i it D Yes D No D N/A

Part Ill | Amendments
9 |Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate

bOX. 1f N0, ChECK the “NO” BOX. .....c...eeeececeeeeieeeeeeeeecte et se s D Increase I:I Decrease D Both I:I 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? .........coieeuiiriuriieiiereiretesereseese e eseseesessseesessesessesesessssessesessasssesesssssssssessssesesssesasnssens || Yes D No

b  Ifthe ESOP has an outstanding 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.) ......cc.uiiiiiiiii et

12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ..............cccooeererresniinnoesnnenen. D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2012

v. 120126
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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 lines 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 lines 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 lines 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 lines 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 lines 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 lines 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 .....veevieeeeeee et ettt ettt e et ae et et et et ese et et e e et eseee et et et ese et etessesese et ete s eeeseseetetensetese et etessseesesateneas l4a
b The plan year immediately preceding the CUMTENt PIAN YEAT ...........c.cveuverereereeeeeeeeeeeeeieeeseseeeses s 14b
C  The SecoNd PreCediNg PIAN YEAT ......c.uiiiiiiieiiiii ettt ettt e bt e st e st e e see e et e ebrenbnesantesireareentneanne 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 ...........ccccceeevvveennenn. 15a

b The corresponding number for the second preceding PIan YEar ................coco.coovvevereeeeeeeeeeeeeseeeeererrrenns 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 ..........ccccccoeiiiiiiiiiie e 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such WithdraWn €MPIOYETS .......uiiiiiiiii ettt s et e s e et sir e ereesinesenesereesenes

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. ... ettt s e et e s e s s s e e st s s e e rnrasasnsrananananeenens

| 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 ..........ciiiii e s e s e e e st e e s ee e e e saeeee e teeeaaeeeeasteeeaasteeesssaeeeasseeeansseeesnsaeeesseeeeanteeeansseeeanneeeennseaennnrennnnn

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-YieldDebt: _ % RealEstate: % 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 line 19(b)?
D Effective duration D Macaulay duration D Modified duration D Other (specify):
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HOLBROOK & MANTER, CPAs
PROFESSIONAL SERVICES FIRM

INDEPENDENT AUDITORS” REPORT

Board of Trustees

Coshocton County Memorial Hospital
Tax Deferred Annuity Plan

1460 Orange Street

Coshocton, Ohio 43812

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of Coshocton County Memorial Hospital Tax Deferred
Annuity Plan (the “Plan”), which comprise the statements of net assets available for benefits as of December 31, 2012 and
2011, and the related statement of changes in net assets available for benefits for the years then ended, and the related notes
to the financial statements.

Management’s Responsibility for the Financial Statements

Plan management is responsible for the preparation and fair presentation of these financial statements in accordance with
accounting principles generally accepted in the United States of America; this includes the design, implementation, and
maintenance of internal control relevant to the preparation and fair presentation of financial statements that are free from material
misstatement, whether due to fraud or error.

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on conducting the audit in accordance with auditing
standards generally accepted in the United States of America. Because of the matter described in the Basis for Disclaimer of
Opinion paragraph, however, we were not able to obtain sufficient appropriate audit evidence to provide a basis for an audit
opinion.

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department of Labor's (DOL) Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974 (ERISA), the Plan Administrator instructed us
not to perform, and we did not perform, any auditing procedures with respect to the information in Note 3, which was
certified by Nationwide Financial Services, Inc., the Trustee of the Plan, except for comparing the information with the
related information included in the financial statements and supplemental schedule. We have been informed by the Plan
Administrator that the Trustee holds the Plan's investment assets and executes investment transactions. The Plan
Administrator has obtained a certification from the Trustee as of and for the years ended December 31, 2012 and 2011,
that the information provided to the Plan Administrator by the Trustee is complete and accurate.

Disclaimer of Opinion

Because of the significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we have not been able to
obtain sufficient, appropriate audit evidence to provide a basis for an audit opinion. Accordingly, we do not express an opinion on
these financial statements.

-3-

MEMBERS

AMERICAN INSTITUTE OF
CERTIFIED PUBLIC ACCOUNTANTS
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CERTIFIED PUBLIC ACCOUNTANTS



Other Matter

We were engaged for the purpose of forming an opinion on the financial statements as a whole. The supplemental schedule of
Assets Held for Investment Purposes at End of Plan Year, which is the responsibility of plan management, is presented for the
purpose of additional analysis and is not a required part of the financial statements but is required by the Department of Labor’s
Rules and Regulations for Reporting and Disclosure under the Employee Retirement Income Security Act of 1974. Because of the
significance of the matter described in the Basis for Disclaimer of Opinion paragraph, it is inappropriate to and we do not express
an opinion on the supplemental schedule referred to above.

Report on Form and Content in Compliance With DOL Rules and Regulations

The form and content of the information included in the financial statements and supplemental schedule, other than that derived
from the information certified by the trustee, 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 under the Employee Retirement Income Security Act of 1974,

Wa.e?%/m

Certified Public Accountants

Columbus, Ohio
October 11, 2013



COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS
DECEMBER 31, 2012 AND 2011

ASSETS

2012 2011

MARKETABLE INVESTMENTS AT FAIR VALUE:-
Cash and cash equivalents $ 75,021 $ 106,533
Guaranteed investment contract 686,540 613,825
Registered investments 5,340,865 4,339,039
Total investments 6,102,426 5,059,397

RECEIVABLES:-

Employee contributions 109,763 86,455
Employer contributions 35,602 28,122
Notes receivable from participants 187,977 171,577
Total receivables 333,342 286,154
Total net assets available for benefits $ 6,435,768 $ 5,345,551

See Independent Auditors' Report and Notes to Financial Statements.
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COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
STATEMENTS OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS
YEARS ENDED DECEMBER 31, 2012 AND 2011

2012 2011

ADDITIONS:-
Investment income (loss);-

Interest $ 5203 % 4,636

Net appreciation (loss) in fair value of investments 563,906 ( 210,989)

Other income 24,663 8,775

Total investment income (loss) 593,772 ( 197,578)

Contributions;-

Employee 982,812 952,872

Employer 343,251 338,888

Transfers 0 18,319

Total contributions 1,326,063 1,310,079

Total additions 1,919,835 1,112,501
DEDUCTIONS:-

Benefits paid to participants 806,039 1,669,529

Distributed loans 23,579 41,292

Total deductions 829,618 1,710,821
Increase (decrease) in net assets available for benefits 1,090,217 ( 598,320)
Net assets available for benefits - beginning of year 5,345,551 5,943,871
Net assets available for benefits - end of year $ 6,435,768 $ 5,345,551

See Independent Auditors' Report and Note to Financial Statements.
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COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2012 AND 2011

NOTE 1 - DESCRIPTION OF PLAN:-

General - Coshocton County Memorial Hospital Tax Deferred Annuity Plan (the “Plan”) is a defined contribution plan
covering all full-time employees of Coshocton County Memorial Hospital (the “Hospital””) who have one year of service,
are age 21 or older, and have completed 1,000 hours of services during the Plan year. The Plan is subject to the provisions
of the Employee Retirement Income Security Act of 1974 (ERISA).

NOTE 2 - SIGNIFICANT ACCOUNTING POLICIES:-

Basis of Presentation - The accounting records of the Plan are maintained on the accrual basis.

Investment Valuation and Income Recognition - The Plan’s Investments are stated at fair value except for its benefit-
responsive investment contract, which is valued at contract value. Market values as determined by the Plan trustee,
Nationwide Financial Services, Inc. (“Nationwide”), are obtained from various market valuation quotations.

As described in Financial Accounting Standards Board (FASB) Accounting Standards Certificate (ASC) 946-210,
investment contracts held by a pension plan are required to be reported at fair value. However, contract value is the
relevant measurement attribute for that portion of the net assets available for benefits of a pension plan attributable to fully
benefit-responsive investment contracts because contract value is the amount participants would receive if they were to
initiate permitted transactions under the terms of the Plan. As required by the Codification, the Statement of Net Assets
Available for Benefits presents the fair value of the investment contracts as well as the adjustment of the fully benefit-
responsive investment contracts from fair value to contract value. The Statements of Changes in Net Assets Available for
Benefits is prepared on a contract value basis.

Assets Held in Trust - Nationwide has certified the accuracy and completeness of all assets at December 31, 2012, as well
as the transactions involving the plan assets for the year ended December 31, 2012, and has reported to the administrator of
the Plan the trust fund investment activity and holdings a both cost and current value. The services provided by the Plan
Custodian include holding title to and safekeeping of all assets, collecting income, processing corporate actions as well as
asset pricing and reporting.

Contributions - Plan participants may contribute up to 100% of their annual compensation, limited to the maximum salary
deferral permitted by the Internal Revenue Code (IRC). The Plan also provides for matching contributions by the Hospital
for participants who contribute a minimum 4% of base compensation. During 2010 to present, the Plan adjusted the
formula for matching contributions to 50% of the participant’s contributions between 2% and 6% of the participant’s base
compensation.

Vesting - Participants are immediately vested in their contributions and earnings. Vesting of the Hospital’s contributions
and related earnings is based on years of service as follows:

Years of Service Vesting Percentage
1-2 0%
3 100%

The years of vesting for the matching contribution are calculated based on the number of hours of service. A minimum of
1,000 hours of service must be provided to complete a year of vesting service.

Forfeitures - Accounts forfeited by participants who terminate service prior to becoming fully vested are used to reduce
future contributions made by the Hospital.

Administrative Expenses - Administrative expenses of the Plan are paid by the Hospital. In addition, the Hospital provides
accounting and administrative services to the Plan.
-7-



COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2012 AND 2011

NOTE 2 - SIGNIFICANT ACCOUNTING POLICIES:- (continued)

Payment of Benefits - Benefits are recorded when paid.
Income - Interest and dividend income is recognized when received by the Plan.

Notes Receivable from Participants - The Plan permits loans to participants at origination of not less than $1,000. The
loans are secured by the participants’ vested interest in the Plan’s assets and are generally due in installment payments of
principal plus interest, at an interest rate ranging from 3.25% to 5.25%, with maturity dates ranging from one to five years.
Principal and interest is paid ratably through monthly payroll deductions.

Estimates - The preparation of financial statements in conformity with accounting principles generally accepted in the
United States of America requires management to make estimates and assumptions that affect the reported amounts of
assets and liabilities and changes therein, and disclosure of contingent assets and liabilities. Actual results could differ
from those estimates.

FASB ASC 820-10-65 - In September 2006, the Financial Accounting Standards Board issued FASB ASC 820-10-65,
regarding fair value measurements. FASB ASC 820-10-65 establishes a framework for measuring fair value under
generally accepted accounting principles, clarifies the definition of fair value within that framework, and expands financial
statement disclosures about the use of fair value measurements. The financial statement presentation and disclosure
provisions are effective for financial statements issued for annual periods beginning after November 15, 2007. The Plan
adopted the provisions of FASB ASC 820-10-65 at January 1, 2009.

Accounting for Uncertainty in Income Taxes - The Plan has adopted FASB ASC 740-10-65, regarding uncertainty in
income taxes, as of January 1, 2009. The Plan evaluates all tax positions in conformity with FASB ASC 450 for
contingencies, and as such would reserve for any tax positions deemed probable of not being sustained by the Internal
Revenue Service (IRS). The Plan recognizes tax benefits only to the extent that the Plan believes it is “more likely than
not” that its tax positions will be sustained upon IRS examination. The Plan does not have a provision for unpaid federal
income taxes (liability for unrecognized tax benefits) related to uncertain tax positions in the balance sheet, as it believes all
tax positions taken would “more likely than not” be sustained upon IRS examination.

New Accounting Pronouncements - The Plan has adopted FASB Accounting Standards Update (ASU) 2010-06,
Improving Disclosures about Fair Value Measurements, as of January 1, 2010. This standard requires new disclosures on
the amount and reason for transfers in and out of Level 1 and 2 recurring fair value measurements. The standard also
requires disclosure of activities, on a gross basis, including purchases, sales, issuances and settlements, in the reconciliation
of level 3 fair value recurring measurements. The standard clarifies existing disclosure requirements on the levels of
disaggregation and disclosures about inputs and valuation techniques. The Plan has adopted FASB ASU 2010-25,
Reporting Loans to Participants by Defined Contribution Pension Plans, an amendment to Plan Accounting — Defined
Contribution Pension Plans accounting guidance as of January 1, 2010. The amendments in this update require the
participant loans be classified as notes receivable from participants, which are segregated from Plan investments. The
update also requires that participant loans be measured at their unpaid principal balance plus an accrued but unpaid interest,
rather than fair value. This update was applied retrospectively to all prior periods presented.

NOTE 3 - SUMMARY OF INFORMATION CERTIFIED BY THE TRUSTEE (UNAUDITED):-

The Plan Administrator has obtained certification from the Trustee that the information provided to the Plan Administrator
by the Trustee is complete and accurate in accordance with 29 CFR 2520.103-8 of the Department of Labor’s Rules and
Regulations for Reporting and Disclosure under ERISA.



COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2012 AND 2011

NOTE 3 - SUMMARY OF INFORMATION CERTIFIED BY THE TRUSTEE (UNAUDITED):- (continued)

A summary of information included in the financial statements, which has been certified, is as follows:

December 31

2012 2011
Cash and cash equivalents $ 75,021 $ 106,533
Guaranteed investment contract 686,540 613,825
Investments at fair value 5,430,865 4,339,039
Interest and other income 29,866 13,411
Net appreciation (loss) in fair value of investments 563,906 ( 210,989)

NOTE 4 - INVESTMENTS:-

The fair market value of individual assets that represent 5% or more of the Plan’s total assets, as of December 31, 2012, are
as follows:

2012
NW Dest 2030 R1 $ 719,317
BOA - Fixed 689,241
Advisorone Amerigo FD N 391,599
NW Dest 2020 R1 404,797
NW Dest 2025 R1 354,398
DE Divrs Inc A 479,603

NOTE 5 - FAIR VALUE:-

FASB ASC 820-10-65 establishes a framework for measuring fair value. That framework provides a fair value hierarchy
that prioritizes the inputs to valuation techniques used to measure fair value. The hierarchy gives the highest priority to

unobservable inputs (Level 3 measurement). The three levels of the fair value hierarchy under FASB ASC 820-10-65 are
described below:

Level 1: Inputs to the valuation methodology are unadjusted quoted prices for identical assets or
liabilities in active markets that the Plan has the ability to access.

Level 2: Inputs to the valuation methodology include:

Quoted prices for similar assets or liabilities in active markets;
Quoted prices for identical or similar assets or liabilities in inactive markets;
Inputs other than quoted prices that are observable for the asset or liability;

Inputs that are derived principally from or corroborated by observable market data by correlation or
other means.

If the asset or liability has a specified (contractual) term, the Level 2 input must be observable for
substantially the full term of the asset or liability.

Level 3: Inputs to the valuation methodology are unobservable and significant to the fair value
measurement.

-9-



COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2012 AND 2011

NOTE 5 - FAIR VALUE:- (continued)

The asset's or liability's fair value measurement level within the fair value hierarchy is based on the lowest level of any
input that is significant to the fair value measurement. Valuation techniques used need to maximize the use of observable
inputs and minimize the use of unobservable inputs.

Following is a description of the valuation methodologies used for assets measured at fair value. There have been no
changes in the methodologies used at December 31, 2012 and 2011.

Registered Investments - Valued at the net asset value (NAV) of shares held by the plan at year end.

Guaranteed Investment Contracts - Valued at fair value by discounting the related cash flows based on current yields of
similar instruments with comparable durations considering the credit-worthiness of the issuer.

The methods described above may produce a fair value calculation that may not be indicative of net realizable value or
reflective of future fair values. Furthermore, while the Plan believes its valuation methods are appropriate and consistent
with other market participants, the use of different methodologies or assumptions to determine the fair value of certain
financial instruments could result in a different fair value measurement at the reporting date.

The following table sets forth, by level within the fair value hierarchy, the Plan's assets at fair value as of December
31, 2012 and 2010:

Assets at Fair Value as of December 31, 2012

Level 1 Level 2 Level 3 2012
Guaranteed investment contract $ 0 3 686,540 $ 0 3 686,540
Cash and cash equivalents 0 75,021 0 75,021
Registered investment accounts 5,340,865 0 0 5,340,865
Total $ 5340,865 $ 761,561 $ 0 $ 6,102,426

Assets at Fair Value as of December 31, 2011

Level 1 Level 2 Level 3 2011
Guaranteed investment contract $ 0 3 613,825 $ 0 3 613,825
Cash and cash equivalents 0 106,533 0 106,533
Registered investment accounts 4,339,039 0 0 4,339,039
Total $ 4,339,039 $ 720,358 $ 0 $ 5,059,397

-10-



COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2012 AND 2011

NOTE 6 - GUARANTEED INVESTMENT CONTRACT:-

The Plan entered into a benefit-responsive investment contract with Nationwide. Nationwide maintains the contributions

in a general account. The account is credited with earnings on the underlying investments and charged for participant
withdrawals and administrative expenses. The contract is included in the financial statements at contract value as reported
to the Plan by Nationwide. Contract value represents contributions made under the contract, plus earnings, less participant
withdrawals and administrative expenses. Participants may ordinarily direct the withdrawal or transfer of all or a portion of
their investment at contract value. The guaranteed investment contract issuer is contractually obligated to repay the
principal and a specified interest rate that is guaranteed to the Plan.

As described in Note 2, because the guaranteed investment contract is fully benefit-responsive, contract value is the
relevant measurement attribute for that portion of the net assets available for benefits attributable to the guaranteed
investment contract. The fair value of the guaranteed interest accounts at December 31 are as follows:

2012 2011
Adjustment to
Investment at Contract Investment at Adjustment to
Fair Value Value Fair Value Contract Value
Guaranteed Interest Accounts $ 686,540 $ 0% 613,825 $ 0

Certain events limit the ability of the plan to transact at contract value with the issuer. Such events include the following:
(1) amendments to the Plan documents (including complete or partial Plan termination or merger with another plan), (2)
changes to the Plan’s prohibition on completing investment options or deletion of equity wash provisions, (3) bankruptcy
of the Plan Sponsor or other Plan Sponsor events (for example, divestitures or spin-offs of a subsidiary) that cause a
significant withdrawal from the Plan, or (4) the failure of the trust to qualify for exemption from federal income taxes or
any required prohibited transaction exemption under ERISA. The Plan Administrator does not believe that any events that
would limit the Plan’s ability to transact at contract value with participants are probable of occurring.

The guaranteed investment contract does not permit the insurance company to terminate the agreement prior to the
scheduled maturity date.

The methodology used to calculate the interest crediting rate is completely discretionary to Nationwide, who reserves the
right to change the calculation/method of determining the interest crediting rate at any time.

2012 2011
Average yields:
Based on actual earnings 3.00% 2.65%
Based on interest rate credited to participants 3.00% 2.65%

-11-



COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2012 AND 2011

NOTE 7 - PLAN TERMINATION:-

Although it has not expressed any intent to do so, the Hospital has the right under the Plan to discontinue its contributions
at any time and to terminate the Plan subject to the provisions of ERISA. In the event of Plan termination, participants will
become 100% vested in their accounts.

NOTE 8 - INCOME TAX STATUS:-

The IRS has ruled (March 31, 2008) the Plan qualified under Section 401(a) of the Internal Revenue Code and is, therefore,
not subject to tax under present income tax law. Once qualified, the Plan is required to operate in conformity with the IRC
to maintain its qualification. The Hospital is not aware of any course of action or series of events that have occurred that
might adversely affect the Plan’s qualified status.

The Plan is subject to routine audits by taxing jurisdictions; however, there are currently no audits for any tax periods in
progress. The Plan Administrator believes it is no longer subject to income tax examinations for years prior to 2009.

NOTE 9 - RISKS AND UNCERTAINTIES:-

The Plan invests in various investment securities. Investment securities are exposed to various risks 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 participants’ account balances and the amounts reported in the statements of net assets available for
benefits.

NOTE 10 - PARTY IN INTEREST:-

Certain Plan investments are shares of mutual funds managed by Nationwide. Nationwide is the Plan trustee and asset
custodian and, therefore, related investment transactions qualify as party-in-interest transactions.

Certain participants have borrowed on their vested account balances. As the individuals are participants in the Plan, these
transactions qualify as party-in-interest transactions.

NOTE 11 - SUBSEQUENT EVENTS:-

The Plan has evaluated events and transactions for potential recognition or disclosure through October 11, 2013, the date the
financial statements were available to be issued.

NOTE 12 - RECLASSIFICATION:-

Certain reclassifications may have been made to the 2011 financial statements to conform to the 2012 presentation.
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COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2012 AND 2011

NOTE 13 - RECONCILIATION OF FINANCIAL STATEMENTS TO FORM 5500:-

The following is a reconciliation of the financial statements’ net assets available for benefits to the Form 5500 as of
December 31, 2012:

2012
Total net assets available for benefits
Per the financial statements $ 6,435,768
Plus: Non Plan Assets included on Form 5500 209,417
Total net assets available for benefits per Form 5500 $ 6,645,185

The following is a reconciliation of the financial statements’ total investment activity and contributions per the financial
statements to the Form 5500 as of December 31, 2012:

2012
Total investment activity and contributions
Per the financial statements $ 1,919,835
Less: Earnings on non-plan assets reported on Form 5500 16,344
Plus: Prior year employee and employer receivables 114,577
Total investment activity and contributions per Form 5500 $ 2,050,756

The following is a reconciliation of the financial statements’ total deductions to Form 5500 as of December 31, 2012:

2012
Total deductions per the financial statements $ 829,618
Plus: Non-plan benefit payments reported on Form 5500 65,116
Plus: Non-plan fees reported on Form 5500 414
Total deductions per Form 5500 $ 895,148
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Form 5500 Annual Return/Report of Employee Benefit Plan

This form is required to be fited for employee benefil ptans under sections 104

OMB Nos. 1210-0110
1210-0089

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1874 (ERISA) and
Intemal Revenue Serca sections 6047(e), 6057(b), and 6058(a) of the Intemal Revenue Cade (the Code). 2012
Department of Labor N .
Employee Banefils Security » Complete all entries In accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
| Part 1. | Annual Report Identification Information
For calendar plan year 2012 or fiscal plan year beginning 01/01/2012 and ending 12/31/2012
A This returnfreport is for: D a mulflemployer plan; D a multiple-employer plan; or
@ a single-employer plan; D a OFE {specify)
B This return/report is: D the first retum/report; D the final retum/report;
. D an amended retumn/repart; D a shart plan year return/report (less than 12 months).

C Ifthe plan is a callectively-bargained plan, chetk here. . ... .. oiiii i e e ettt r vt araeeanaranrarinrans

D Check box if filing under: @ Fom 5558; D automatic extension;
D special extension {enter description)

D the DFVC program;

| Partll | Basic Plan Information—enter all requested information

1a Name of plan
Coshocton County Memorial Hospital Tax Deferred Annuity Plan

1b Three-digit plan
number (PNY » 604
1c Effective date of plan
01/01/1992

2a Plan sponsar's name and address; include room or suite number (employer, if for a single-employer plan)
COSHCCTON COUNTY MEMORIAL, HOSPITAL ASSOCIATION, INC.

L460 ORABNGE ST

COSHOCTON OH 43B12-2229

2b Employer tdentification
Number (EIN)
31-4387577

2¢ Sponsor's telephone
number
T740-622-6411

2d Business code {see
instructions)
622000

Caution: A penalty for the late or incomplete fillng 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 1 have examined this retum/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this rebumirepor}, and to the best of my knowledge and belief, it Is true, correct, and complete,

SiGN ? le. ‘,_wa-' /D/HAB RICHARD K. DAVIS

HERE

Signature of plan administrator Date Enter name of individual signing as plan administrator

sioN ?214_ .f_;)g,‘,\- /@A:/ 2 [RICHARD K. DAVIS

HERE
L Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
S Signature of BFE Date Enter name of individual signing as DFE
Preparer's name (including finm name, if applicable) and address; include room or suite number. (optional) Preparer’s telephone number
{apticnal)

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

Form 6500 (2012)
v. 120126



Form 5500 (2012) Page 2

3a

Plan administrator's name and address EISame as Plan Spensor Name |:|Same as Plan Sponsor Address
COSHOCTON COUNTY MEMORIAL HOSPITAL ASSOCIATION, INC.

1460 ORANGE ST

3b Administrator's EIN
31-4387577

3c Administrator's telephone
number

614-318-2200

COSHOCTON OH 43812-2229
4 |fthe name and/for EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4¢c PN
5 Total number of participants at the beginning of the plan year 5 572
6  Number of participants as of the end of the plan year {welfare plans complete only lines 6a, 6b, 6c, and 6d). ) i
@ ACHVE PATICIIANES 1vvvrvvesesarsrsssseoteessssssassssssssssastssssstomsbessrsmsetestssssmmessesmsessesessssass sraressssosassssmaseassessssssssosmmssrsssesinsssssssessossnns 6a 507
b Retired or separated participants receiving benefits ........c...c.uonne bttt et s ar sttt s e e s s e nr et ene e s e s ranes 6b Y
C Other retired or separated participants entitled to future DenefitS. . ..o e e 6¢c 49
A Subtotal. AQDINES B2, 65, BN BE.....eevue.vvereeeeeeceeeesseee e sessssssseesesssesssssssssessses st eessssssasssossetesessmsasrosssessesmeorssmmsoseresssresrnees 6d 556
€ Deceased participants whose beneficiaries are receiving or are entilled to receive benefits. .......cceceininincncinecmnvsnin, Ge 0
T Tolal, AU MBS B ANE BE. .ecveeeceerresress et smesesess seesess s e es e are e beesse s 04424 se b e saes sttt saat e bt e et et sensaeraseanenssssns 6f 556
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS THEIM} coevursivetiessteeesscererssreessis st sebe s eeas et sb s s d2A 8404588 e bttt dame b eebmbemsmneesanseeeemeeemeeeemnsseeeesessemeearmseaemsesrenas 6g 362
h Number of participants that terminated employment during the plan year with accrued benefits that were
1SS tNAN 0% VESEA cvuvevoeo e eeececseeeoesseessns iessssssssssesssomssssssesssetanssssssssmns essssssnsssssessssorssnsbnsssssessmsensonssersssasssesas 6h 1
7  Enter the tofal number of employers obligated to contribute to the plan (only multiemplayer plans complete this item)......... 7
8a [f the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2L
b If the plan provides weifare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions;
9a Plan funding arrangement (check all that apply) 9b Plan benefit arangement (check all that apply)
n Insurance (1) insurance
{2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
{3} Trust (3} Trust
(4 General assets of the sponsor (4} General assefs of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached., (See instructions)
a Pension Schedules b General Schedules

(1) B' R (Retirement Plan Information) 1)

Purchase Plan Actuarial Information} - signed by the plan 3)
acfuary @

3) D $B (Single-Employer Defined Benefit Plan Actuarial {5)

H (Financial Information)

A (Insurance Information)

C (Service Provider Information)

D (DFE/Participating Plan Information)
G (Financial Transacticn Schedules)

{2) |:| MB (Multiemployer Befined Benefit Plan and Certain Money 2) é | (Financial Information — Small Plan)
2

Informaftion) - signed by the plan actuary (6)




COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
FORM 5500 - SCHEDULE H, PART 1V, 4i
SCHEDULE OF ASSETS HELD FOR INVESTMENT PURPOSES AT END OF PLAN YEAR
DECEMBER 31, 2012

EMPLOYER IDENTIFICATION: 31-4387577
PLAN NUMBER: 001

(a) (b) Identity of Issue (c¢) Description of Investment (e) Current value
MONEY MARKET FUNDS
* Nationwide Financial Services, Inc. Nationwide Money Market $ 75,021

MUTUAL FUNDS

* Nationwide Financial Services, Inc. NW Dest 2030 R1 719,317
Bank of America Boa-Fixed 686,540
* Delaware Investments DE Divrs Inc A 479,603
* Nationwide Financial Services, Inc. NW Dest 2020 R1 404,797
* Nationwide Financial Services, Inc. Advisorone Amerigo Fd N 391,599
* Nationwide Financial Services, Inc. NW Dest 2025 R1 354,398
* Nationwide Financial Services, Inc. NW Dest 2015 R1 266,408
Nationwide Financial Services, Inc. NW Dest 2040 R1 255,767
* Wells Fargo Financial Wfaf Gov Securities Inv Cl 207,086
* Nationwide Financial Services, Inc. Harbor International Fd Inv ClI 146,642
* Nationwide Financial Services, Inc. Mfs Value Fd A 141,494
* Nationwide Financial Services, Inc. Oppnhmr Devl Markets Fd A 137,356
* Nationwide Financial Services, Inc. Advone Descartes 137,219
* Nationwide Financial Services, Inc. Neu Ber Genesis Fd Tc 134,149
Nationwide Financial Services, Inc. NW Dest 2010 R1 112,739
Nationwide Financial Services, Inc. NW Dest 2045 R1 107,018
Van Kampen Van Kampen Equity and Inc A 103,694
* Janus Janus Twenty Fnd 93,598
Nationwide Financial Services, Inc. Calvert Income Fd A 88,678
* Nationwide Financial Services, Inc. NW Dest 2050 R1 85,056
Fidelity FId Adv Leveraged Co Stk A 80,119
Vanguard Vanguard 500 Index Sgnl 60,482
* Nationwide Financial Services, Inc. lvy Science and Tech Fnd Y 57,337
* Nationwide Financial Services, Inc. Advone Berolina Sel App N 52,572
* Invesco AIM RealEst A 51,040
* Janus Jensn 20/20 Focus Fd A 48,630
Baron Baron GR 39,625
Nationwide Financial Services, Inc. Buf Smcap Fd 38,610
Nationwide Financial Services, Inc. Advone Berolina 34,875
* American Funds AmFds Gr Fd Am 33,814
DWS Dremen Dws Drmn VS Strat Val 30,340
Nationwide Financial Services, Inc. AIM Leisure Fund IC 28,847
Janus Jenism MdCap Gr A 23,274
Wells Fargo WEFA Util Telcom A 22,431
Nationwide Financial Services, Inc. NW Dest 2035 R1 21,884
Nationwide Financial Services, Inc. RS Partners 20,867
Blackrock International BIKRK HIth Scnc Opp Inv A 21,842
Invesco VK Val Opp 21,021
Nationwide Financial Services, Inc. Thrnbrg Val | 19,969
Blackrock International Blkrk Intl Opp Port Inv A 18,139
Oppenheimer Opp Cap App Fnd Cls A 18,021
Franklin Templeton Franklin MSF MuBea Fnd Cls A 17,906
Oppenheimer Opp Global Fnd Cls A 17,664

See Independent Auditors' Report.
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COSHOCTON COUNTY MEMORIAL HOSPITAL TAX DEFERRED ANNUITY PLAN
FORM 5500 - SCHEDULE H, PART 1V, 4i
SCHEDULE OF ASSETS HELD FOR INVESTMENT PURPOSES AT END OF PLAN YEAR
DECEMBER 31, 2012

EMPLOYER IDENTIFICATION: 31-4387577 (continued)
PLAN NUMBER: 001

(a) (b) Identity of Issue (c¢) Description of Investment (e) Current value
DWS Dremen Dws Hi Inc Inst 16,412

* Nationwide Financial Services, Inc. EW WW Health Sciences Fd A 15,890
Oppenheimer Oppnhmr Inrl Bond Fd A 14,456

* American Funds Amfds New WId R6 13,424
* Principal Financial Prncpl Inv MdCap Blnd A 12,767
* Nationwide Financial Services, Inc. Heartland Value 11,332
* Putnam Investments Putnam Intl Cap Oppr A 10,711
* Nationwide Financial Services, Inc. Advisorone Clermont Fd N 10,498
* Nationwide Financial Services, Inc. Advone Liahona 9,457
* Nationwide Financial Services, Inc. Pioneer Strategic Income A 8,758
Nationwide Financial Services, Inc. Heartland Sel Val Pls Inv 8,365
Nationwide Financial Services, Inc. NW Rtrmt Inc R1 7,786
Nationwide Financial Services, Inc. vy Asset Strategy Fd CI 'Y 6,693
American Funds AmFds Hi Inc Tr 6,626

Van Eck Global VanEck Intl Inv GoldA 5,726
Nationwide Financial Services, Inc. AlllBer Hi Inc A 5,674
Nationwide Financial Services, Inc. Heartland Val Pls Inv 5,149

Van Kampen Van Kampen MidCap Growth A 4,662
Fidelity FId Adv Small Cap Fd A 4,175

* Invesco AIM Midcap Cor Equity Fd A 3,058
* Nationwide Financial Services, Inc. Neu Ber Regency Fd Trust 2,606
* Nationwide Financial Services, Inc. Federated Cap Appr Fd A 1,659
* Invesco VK Am Frnchs 1,638
Wells Fargo Financial WFAF Oppr A 1,607

* Natixis Natixis Gateway 1,528
Nationwide Financial Services, Inc. Algnt MultFetr SmCap Val A 1,242
Nationwide Financial Services, Inc. PIMCO Low Dur A 693
Prudential Prudential Jnisn Natrl Rsrc A 666
Invesco AIM Global Health Care Inv Cls 470
Franklin Templeton Frnkin Temp Foreign Fnd Cls A 469
Nationwide Financial Services, Inc. Growth Fund of America R5 327
Nationwide Financial Services, Inc. Rydex Ser Nova Fd AC 213
Nationwide Financial Services, Inc. New World Fund Class R5 190
Nationwide Financial Services, Inc. AmCent Val A 6
Dreyfus Dreyfus Tech Gr A 5
6,102,426

* Notes Receivable from Participants 3.25% - 5.25% 187,977
6,290,403

The above data is based upon information that has been certified as accurate and complete by the Plan Trustee,
Nationwide Financial Services, Inc.
* Represents party in interest. (Note 10)

See Independent Auditors' Report.
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