Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

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

1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and 2013

sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2013 or fiscal plan year beginning  01/01/2013 and ending  05/31/2013
A This return/report is for: |:| a multiemployer plan; |:| a multiple-employer plan; or
BI a single-employer plan; |:| a DFE (specify) _____
B This return/report is: |:| the first return/report; the final return/report;
|:| an amended return/report; a short plan year return/report (less than 12 months).

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

D Check box if filing under:

Form 5558; |:| automatic extension; |:| the DFVC program;

|:| special extension (enter description)

Part Il Basic Plan Information—enter all requested information

1a Name of plan

SANESE SERVICES, INC. RETIREMENT SAVINGS PLAN

1b Three-digit plan

number (PN) » | 201

1c Effective date of plan
01/01/1972

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

SANESE SERVICES, INC.

6465 BUSCH BLVD.
COLUMBUS, OH 43229

Number (EIN)
43-0914545

2C Sponsor’s telephone
number
614-436-1234

2d Business code (see
instructions)
722300

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.

SIIE%,\IIE Filed with authorized/valid electronic signature. 03/14/2014 KIMILLUS SEABRIGHT
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 (2013)

v. 130118




Form 5500 (2013) Page 2

3a Plan administrator's name and address Same as Plan Sponsor Name DSame as Plan Sponsor Address 3b Administrator’'s EIN
3C Administrator’s telephone
number
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 5 395
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
A ACHVE PAIIGIPANTS ... .eeeeeeeee ettt ettt et et e et et e e e e et e et et et et e et e e e et et et a e et ae et et et et e a e e ean et ete e eteneaennan 6a 0
b Retired or separated participants reCeiVING DENETILS ................coiiiieieeeee e en e en e 6b 0
C Other retired or separated participants entitled to future beNEfits............coooiiiiiiii i 6¢c 0
d Subtotal. Add INES B8, 61, BNG BC.........cocveeeeeieieieeeeeeeetee e eeeeeeeeeeae e et e e ee st eeeasesses et et s s s eeasessssesesesenenenseseeseneeenensasinans 6d 0
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e 0
T Total. A lINES B0 AN BE. .........c.eeeeeeeeeeeieeeeeeeeeeeee et e e ee ettt ee s sesae st e et eees s s se et eeeaetet et s es s nsnsnsseneaeasaeneas s s nenenenentnensaes 6f 0
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE LIS HEM) ...ttt ettt et ee s e et e e ee e e s s s e e e e e e et et e e e s e e e e e eeeeeeseen s e e s s e eeeeeeseeeesenennneneeens 69 0
h Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100% VESEA ........ceeeeeeeeeeeeeeeseseseeteeeesesesesesesesesees et et esesesesesesesessseessssasesesesesessssansesesesesesesesssssssnanesessessssesesnsnsnanases 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a I the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 23 2K 2T 3D
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)
Q) D Insurance Q) |:| Insurance
2 D 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 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) o H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money 2) |:| | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ©)) |:| 0 A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) |:| D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |_| G (Financial Transaction Schedules)




SCHEDULE C Service Provider Information OMB No. 12100110

(Form 5500) 2013
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
This Form is Open to Public
Department of Labor .
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2013 or fiscal plan year beginning 01/01/2013 and ending  05/31/2013
A Name of plan B Three-digit 001
SANESE SERVICES, INC. RETIREMENT SAVINGS PLAN
plan number (PN) 4

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SANESE SERVICES, INC. 43-0914545

Part | |Service Provider Information (see instructions)

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

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

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

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

WESBANCO TRUST AND INV. SERVICES ONE BANK PLAZA
WHEELING, WV 26003

55-0143590
(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) 2013

v.130118



Schedule C (Form 5500) 2013 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
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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

@)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

®)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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

@)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes D No D

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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

@)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

®)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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

@)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes D No D

Yes D 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.

() 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.

() Enter service provider name as it appears on line 2 (b) Service Codes (C) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation €) Describe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti D ibe the indirect tion, includi

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.

(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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

() 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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Schedule C (Form 5500) 2013

Part 1ll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)
b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE H Financial Information

(Form 5500)

Department of the Treasury

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

OMB No. 1210-0110

2013

This Form is Open to Public

» File as an attachment to Form 5500. Inspection

For calendar plan year 2013 or fiscal plan year beginning  01/01/2013

and ending  05/31/2013

A Name of plan
SANESE SERVICES, INC. RETIREMENT SAVINGS PLAN

B  Three-digit

plan number (PN) 4 001

C Plan sponsor’s name as shown on line 2a of Form 5500
SANESE SERVICES, INC.

D Employer Identification Number (EIN)

43-0914545

‘ 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 1¢(9) through 1¢(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¢c(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ...........cccuovereeerienisseeeesesses e la 0 0
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONLIDULIONS. ...t 1b(1)
(2) Participant CONIBULIONS ...........c.veeeeeeeeeeeeeeeee e 1b(2)
) TR0 T OSSOSO 1b(3)
C General investments:
1) Interest-b_earing cash (include money market accounts & certificates 1c(1) 0
(o) 0 [T o011 1 ) PR PPPTRN
(2) U.S. GOVErNMENE SECULIES .......eeeeeeeeeeeeeeeeeeeeeeeeeeeee e ee e eeeeeen 1c(2) 0
(3) Corporate debt instruments (other than employer securities):
(A) PIEFOITEA ...t 1c(3)(A) 0
(B) AlLOHNEI <. 1c(3)(B) 0 0
(4) Corporate stocks (other than employer securities):
(A) PIETEITEA ...t 1c(4)(A) 0 0
(B) COMIMON. ...ttt 1c(4)(B) 0 0
(5) Partnership/joint VENUrE iNErEStS .............oveueveeereeeeeeeseeeseeeseeseesesen 1c(5) 0 0
(6) Real estate (other than employer real property) 1c(6) 0 0
(7) Loans (other than to paricipants) ..............cccceeveveeeeeeeseeesereseeeesesenns 1c(7) 0 0
(8) PartCIPANt I0BNS ...t 1c(8) 122419 0
(9) Value of interest in common/collective trusts ................cocovevoveeeeeeennn. 1c(9) 0 0
(10) Value of interest in pooled separate accounts ..............c.cccoeveveeeeeenen... 1c(10)
(11) Value of interest in master trust investment accounts ................c.c......... 1c(11) 0 0
(12) Value of interest in 103-12 investment entities................cccocvvveveeeenen... 1c(12) 0
e o s compenes (80 el Le(13) 2599750 0
(14) Value of funds held in insurance company general account (unallocated 1c(14)
(1] 11 = o1 3 F P UT PP PPPPRTNE
(15) Ot oo 1c(15) 0 0
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule H (Form 5500) 2013

v. 130118
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1d

Employer-related investments:
(1) EMPIOYEr SECUIMIES ....ceieeeiiiiiiieee ettt a e e e
(2) EMPIOYEr real ProOPEItY ...cco.eiieeeeee ettt e e e e e e e
Buildings and other property used in plan operation ............cccccoevieiiniieeninnen.
Total assets (add all amounts in lines 1a through 1€) .........cccocieiiiiiiiniiienen,
Liabilities
Benefit claims payable.............cooiiiiiii
Operating PAYADIES .......ocuuiiiiiiieeeie s
Acquisition indebtedness
Other liabilities
Total liabilities (add all amounts in lines 1g throughfj)....
Net Assets

Net assets (subtract line 1k from line 1) ..o

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

2722169

1g

1h

1i

1

1k

1l

2722169

Part Il |Income and Expense Statement

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

a

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers...........cccccoiiiiiienenn.
(B) Participants ........cccceeiiiiinnenn.
(C) Others (including rollovers)....

(2) Noncash contribUtIONS ........cooiiiiiiiiie 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)........oecuuriiiieiii

(B) U.S. Government SECUNLIES .........uueveeeeiiciiiiiieeeeeiiiee e e e eeiveeee e e e
(C) Corporate debtinstruments ...........ccceeeeciiiiiie i
(D) Loans (other than to participants) ...........cccocveveiiiieiniiee e
(E) Participant lo0@ns .........c.uuviiiieiiiiiiiiiee et
[ T2 =T SRR
(G) Total interest. Add lines 2b(1)(A) through (F)...
(2) Dividends: (A) Preferred stock
(B)  COMMON STOCK. .. .eiieieiiiiiiiire e e ettt e e et e e e e e e e e e e e e e e enes
(C) Registered investment company shares (e.g. mutual funds).............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES..eeiiie et a e e e a e e e ae s
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ......................
(B) Aggregate carrying amount (see instructions).............cccoeveeeviineeenn.
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result .................
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.......................

[(=3) T3 =T USSR

(C) Total unrealized appreciation of assets.
Add [ines 2D(5)(A) @Nd (B)......veervreriieiieeiee ettt

(a) Amount (b) Total
2a(1)(A) 0
2a(1)(B) 22687
2a(1)(C) 0
2a(2) 0
2a(3) 22687
2b(1)(A) 0
2b(1)(B) 0
2b(1)(C) 0
2b(1)(D) 0
2b(1)(E) 872
2b(1)(F) 0
2b(1)(G) 872
2b(2)(A) 0
2b(2)(B) 0
2b(2)(C) 5927
2b(2)(D) 5927
2b(3) 0
2b(4)(A) 0
2b(4)(B) 0
2b(4)(C) 0
2b(5)(A)
2b(5)(B) 0
2b(5)(C) 0
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts......................... 2b(6) 0

(7) Net investment gain (loss) from pooled separate accounts....................... 2b(7) 0

(8) Net investment gain (loss) from master trust investment accounts............ 2b(8) 0

(9) Net investment gain (loss) from 103-12 investment entities ...................... 2b(9) 0

(20) ?s;q?;:iset;n(int gain t(Ioslsf) frgm registered investment 2b(10) 175041
.9, MULUAT FUNAS). e
C OtheriNCOME. .....c..ei it 2c 0
d Total income. Add all income amounts in column (b) and enter total..................... 2d 204527
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 2804764

(2) To insurance carriers for the provision of benefits............ccccccceiiiinen. 2e(2) 0

(B) ORI ..ttt 2e(3) 0

(4) Total benefit payments. Add lines 2e(1) through (3)........ccccovveverrerreureann. 2e(4) 2804764
f Corrective distributions (see INStrUCHONS) ............cccvvverevireeeeeeeeecececeeeeeeieans 2f 0
g Certain deemed distributions of participant loans (see instructions)................ 29 117042
Nl INEEIESt EXPENSE ...ttt 2h 0
i Administrative expenses: (1) Professional fees............coovveeeeeeeeereeeeeenns 2i(1) 0

(2) Contract adminiStrator fEES...........ooveuereeeeeeeeeeeee e 2i(2) 4890

(3) Investment advisory and management fees...........ccooiiiiiiiiiiiiiiiieneeeeee 2i(3) 0

(A) OHNBT ..ottt e et ee e 2i(4) 0

(5) Total administrative expenses. Add lines 2i(1) through (4)........ccccoevvnn.... 2i(5) 4890
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2] 2926696

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from iN€ 2d.............ooococccerrrssccreersssee 2k -2722169
| Transfers of assets:

(1) TO NS PIAN.....eeeeeeeceeeeee ettt 2(1)

(2) FTOM ThiS PIAN <.ttt en e 2(2)

Part Ill | Accountant’s Opinion

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

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
@) [ ] Unqualified @ [ ] 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)? Yes D No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name:CLARUS PARTNERS (2) EIN: 26-1347383

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

Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part V. 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 4l.

During the plan year: Yes No Amount

a  Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)..... 4a 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
CREEKE. et e et e e ee e ee e ee s e e e ee s e s eee e eeseeeseseseeese e eeeeeere 4b X
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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.) .......cccccoviiiinenennn. 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 Il if “Yes” is
Lo Y=Y et 0= 1 TSR 4d X
€  Was this plan covered by a fidelity DONA? .........ccoviiiiiiiice e 4e X 400000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud Or dISNONESLY? ... e e e e e e e eeaaeeas 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?...........ccccccocviiiniiiiiiineenne 49 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 requIremMeNts.) ..........ooouiiiiiii e 4i X
i 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 reqUIremMENtS. ) ...........ooiiiii s 4 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? .........ccccuiiiiiiiiiiiiieciiee e 4k X
| Has the plan failed to provide any benefit when due under the plan?...........c.cccoooiiiiiiiiinnen. 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
252010731 ) 1ottt e e e r e n e e eane 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..........cceeveiiiiinnes 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..............c.ccccueee Yes D No Amount: 0

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)

5¢C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... |:| Yes |:| No D Not determined

|Part V |Trust Information (optional)

6a Name of trust

6b Trust's EIN




SCHEDULE R Retirement Plan Information OMS No. 12100110

(Form 5500) 2013
Department of the Treasury This schedule is required to be filed under section 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
o 6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public
epar_tment of_Labor o ) Inspection
Employee Benefits Security Administration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation
For calendar plan year 2013 or fiscal plan year beginning 01/01/2013 and ending 05/31/2013
A Name of plan B Three-digit
SANESE SERVICES, INC. RETIREMENT SAVINGS PLAN plan number 001
(PN) 4
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SANESE SERVICES, INC.
43-0914545
‘ 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
(141 (11 {10 OSSPSR UUPPRPRR 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):
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

20-3691658

L= LSOO TSP PPPPUT PR PPTPPPT 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 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.......c..cccervevennaes |:| Yes |:| No |:| N/A

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

5 I awaiver 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..............c.c.cvevevvvesrevererererernnnns 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 @ NEgatiVe @MOUNL) .........oooiiiiiiiie e e e e e 6c
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?.................cccccoveveurnenn. 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
AdMINISIrAtOr AGTEE WIth the CRANGE?........v.eveeeeeeeeeeeeeseeeeeeeeseseseeseeseseseeesesessessesseseesesteseessseseeseseesesseesesesesesesans [] ves [] No [] A

Part Il

Amendments

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

Do, 10, Oheck the "N Do et e, [] orease  [Joecrease  [] Both  [] No

Part IV ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,
skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. : Yes |:| No
11 a Doesthe ESOP hold @ny Preferred SIOCK? ..........ocoeeuiieieveeereesieeeseeetetetesesesesessessssssssesesesesessssesssssesetesssesessssesesseetesesssesasenennsesees : Yes |:| No

b Ifthe .ESOP has an outgtquing 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.) ........eiiiiiiiiii e e e e e e e e e e eanes

12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?.............cccccvvveviveeereeeeseseenenenns D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2013

v. 130118
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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 |:| Weekly D Unit of production |:| 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 D Unit of production |:| 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 D Unit of production |:| 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 D Unit of production |:| 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 D Unit of production |:| 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 D Unit of production |:| 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 CUITENE YBAT......eeeeeeeeceeeeee ettt ettt a e ee et et et e s e et e ae s e s e e e s e s et eseesese s e s e s eseasssesseseaneseseanssensanerea l4a
b The plan year immediately preceding the cUIrent Plan Year..............cccovoveveeeeeeeeeeeeeeeee e 14b
C  The second PreCeding PIAN YEAI ..........cuuii ittt ettt et e et et e et e e eabe e e e aabeaeananeeas 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..............ccooceeeennen. 15a

b The corresponding number for the second preceding PIAN YA .............cooveweeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee 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 ..........ccccooiiiiiiiiiiniiiiiee e 16a

b

If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such Withdrawn EMPIOYEIS ......oiuiiiiiiii e e e e e st e e e e s s e e e e e s sannreneaaaas

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 attaChmeENt. ... ettt e e e e et e et e e e e et e e

| Part VI

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

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

information to be included as an attaChMENt ... ettt e e ———————————————————————————————————————————

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)

a

b

Enter the percentage of plan assets held as:

Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

Provide the average duration of the combined investment-grade and high-yield debt:

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

D Effective duration D Macaulay duration D Modified duration |:| Other (specify):
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WesBa*co

Trust and Investment Services

March 14, 2014

United States Department of Labor
EFAST Filing

Re: Sanese Services, Inc. Retirement Savings Plan

Dear Sir or Madam:

Please be advised that this Plan has terminated and paid ail funds out to participants as
of May 31, 2013. The Company is no longer in business and getting information to or
from them has proven difficult.

We are filing the final Form 5500 today because it is the final due date. The audit report
is being completed and will follow this filing very shortly. Once received, we will amend
the Form 5500 return and add the Audit Report.

. Seabright,
AVP & STO

Wheeling Office
1 Bank Plaza
Wheeling, WV 26003-3562
o (304) 234-9400
West Virginia  Wheeling » Weirton » Morgantown * Fairmont  Clarksburg » Parkersburg » Charleston (800) 328-3369 ext. 9400
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3a Plan administrator's name and address @Same as Plan Sponsor Name @ame as Plan Sponsor Address 3b Administrator's EIN
3¢ Administrator's telephone
number
4  Ifthe name and/or EIN of the plan sponscr has changed since the last returmvreport filed for this plan, enter the name, 4bh EIN
EIN and the plan number from the last retum/report:
a Sponsors name 4c PN
§  Total number of participants at the beginning of the plan year 5 I 395
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
a Active participants.............. errrveearea e s 6a 0
b Retired or separated participants recaiving benefits el 6b 0
C Other retired or separated participants entitled to FULUIE DENEMILS.................cc.ceeeeeeeeevcsissesssssesseesssssssssssssnssssssssssesssrmeeees| | O o
d Subtotal. A lINES B8, BB, AN BC.........c....cccrrureeeriitiiitrsseesssessiesssessrsssssssssssssss s s sess s sssessEbasEss bR ssE RS RERRAR A4 e BARERAROOEE e 6d .
€ Deceased participants whose beneficiaries are receiving or are entitied to receive benefils. ............ccccoceceeeecccicce e 6@ 0
f Total. Add lNES Bt NG BE. .....c.c...ceeuerenercresresrsnsssssssssisssssesemmeeessssesesssesmssossssnssses st snesssessssesssesssmsssssesssussssessssssosssssmesse] | OF 0
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this item}... OO OO TSP RPPTRPTOROPOORl I - | | 0
h  Number of participants that terminated employment during the plan year with accrued benefits that were
[255 than 100% VESIEM ... .evieuresearensesseemessesemasssssmssssessessassssass s sessesssssnsnssensassssssessmssmsessmssss 6h 0
7  Enter the total number of employers obllgated to contribute to the plan (only multiemployer plans complete this |tem) ......... 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 2J 2K 2T 3D
b Ifthe plan provides welfare benefils, 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 seclion 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 Check all applicable boxes in 10a and 10b fo indicate which schedules are attached, and, where indicated, enter the number attached. {See instructions)

a Pension Schedules b General Schedules
M [ R (Retirement Plan Information) ) K 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 (3 ___ A {Insurance Information)
actuary ) C (Service Provider Information)
3) |:| SB (Single-Employer Defined Benefit Plan Actuarial 5 D (DFE/Participating Plan Information)

[ ]

Information} - signed by the plan actuary (6)

G (Financial Transaction Schedules)




SCHEDULE C Service Provider Information LOUINELL
(Form 5500)
nt of the Treasury This schedule is required to be filed under section 104 of the Employee 2013
Intemal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Lab .
Employes Bsnefits Sg:::frily Admiistretion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corparation Inspection,

For calendar plan year 2013 or fiscal plan year beginning 01/01/2013 and ending 05/31/2013
A Name of plan B Three-digit

SANESE SERVICES, INC. RETIREMENT SAVINGS PLAN plan number (PN) 3 001
€ Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN}

SANESE SERVICES, INC.

43-0914545

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, diractly 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 persen 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).. ........... ; El Yes D No

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

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

WESBANCO TRUST AND INV. SERVICES 55-0143590
ONE BANK PLAZA

WHEELING WV 26003

{b) Enter name and EIN or address of person who provided you disclosure an 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} 2013
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{b} Enter name and EIN or address of person who provided you disclosures con 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 whe provided you disclosures on efigible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” fo line 1a above, complete as mary entries as needed to list each person receiving, directly or Indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See Instructions).

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

(b) () (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 sSponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes [] No[] Yes [] No [] Yes [] No []
{a) Enter name and EIN or address (see instructions)

(b) (c} (d) (e) N (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 nene,| compensation? (sources | compensation, for which the | service provider excluding | formula Instead of
person known {0 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
(). if none, enter -0-.
Yes|:| NoD YesD No|:| Yes|:| NoD
(a) Enter name and EIN or address (see insiructions)

{b) (c) (d) {e) N g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter fotal 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)

compensatien, 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 |:| No D

Yes [| No[]

Yes D 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).

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

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-.

(b) (c) (d) {e) g (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-.
Yes [] No[] Yes [| No[] Yes [| No[]
{a) Enter name and EIN or address (see instructicns)

(b) () (d) {e) {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
(. If none, enter -0-.
YesD No|:| Yes|:| Nol:l YesD NDD
{a) Enter name and EIN or address (sse instructions)

(b) (c) (d) (e) 4] _ g {h}
Service Relatienship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

formula instead of
an amount or
estimated amount?

Yes D No |:|

Yes D No |:|

Yes [] No[]
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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.

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

(b) Service Codes
{see instructions)

{c) Enter amount of indirect
compensation

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

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

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

(b) Service Codes
{see Instructions)

{c) Enter amount of indirect
compensation

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

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

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

{b) Service Codes
(see instructions)

{c) Enter amount of indirect
compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Partll | 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 {b} Nature of | {c) Describe the information that the service provider failed or refused to
instructions) Service provide
Code{s)

(a) Enter name and EIN or address of service provider (see {b) Nature of | {c) Describe the information that the service provider failed or refused to
instructions) Service provide
Code{s)

(@) Enter name and EIN or address of service provider {see {b} Nature of | {c€} Describe the information that the service provider failed or refused to

instructions) Service provide
Code(s) -
(@) Enter name and EIN or address of service provider {see {b} Nature of | (C} Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s) -

(@) Enter name and EIN or address of service provider (see (b} Nature of | (€} Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
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Schedule C {Form 5500) 2013
Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
a Name: b EIN:
€ Position:
d Address: @ Telephone:
Explanation:
a Name: b EIN:
€ Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
€ Position:
d Address: € Telephone:
Explanation:
a  Name: b EIN:
€ Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: @ Telephone:

Explanation:




SCHEDULE H Financial Information OMS No. 12100110
{(Form 5500)
Department of the Treasury 1:his schedule is requirt_ad to be filed under section 104 of the Employee 2013
Intemal Revenus Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Department of Labor Internal Revenue Code (the Cede).
Sriployes Renefls Securly Administration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2013 or fiscal plan year beginning 01/01/2013 and ending 05/31/2013
A Name of plan B  Three-digit

SANESE SERVICES, INC. RETIREMENT SAVINGS PLAN

plan number (PN) 4 001

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

SANESE SERVICES, INC.

D Employer [dentification Number (EIN)

43-0914545

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 1¢(9) through 1¢{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 dolfar. MTIAs, CCTs, PSAs, and 103-12 |Es do not complete lines 1b(1), 1b{2), 1(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

Assets {a) Beginning of Year (b) End of Year
a Total noNiNterest-bearning Gash .............o....ceeeeeeeveereereroeeeeeoeeeeoeeeeeeeeeeeere oo 1a 0 0
b Receivables (less allowance for doubtful accounts):
(1) Employer contibUbONS..........e.eveeveeriisieveees oo eeeeeesessee s eeeeeessssesses 1b(1)
(2) Participant CONtHBUTONS .. _..........o.voeecee e e et s e seeseene st ee e rerane 1b(2) 0 0
L T 1= OSSO 1b(3) 0 0
€ General investments:
{1) Interest—bgaring cash {include money market accounts & certificates 1e(1)
OF BEPOSIL)..ruruirriiiritsieeecteeeeceeseeene e teses s erseeeesaeseesessenesessneesaneennen 0 0
{2) U.S. GOVEMMENE SECUNHES ...........coeeeeereeceiereereseecesseseeeesesessveseenssren s 1c(2} 0 0
{3) Corporate debt instruments (other than employer securities):
(A) Preferred...... : - s s 1e(3XA) 0 0
{B) AlLOtNET ...oucus et et e eeseeeseeeseesset et res s 1c{3)(B} 0 0
(4) Corporate stocks (other than employer securities):
(A) Prefarmed .........ooov i ereeees sttt eeeeeae s eee s eeaneen 1c{4){(A) 0 0
(B} Common 1c{4)B) 0 0
(5) Partnershipfjoint venture interests ..............coecewee.... 1¢(5) 0 0
(6) Real estate (other than employer real property) 1c(6) 0 0
(7) Loans (other than 10 participants) ...............c..ccecveerveescsessessensessesessnnns 1¢(7) 0 0
{B) PArtCIDAN I08NS ..o oeeeeeceeeecee et eneae oo s e eeesenemenen: 1c(8} 122419 o
{9) Value of interest in common/collective Trusts ...........oo.oveeveeeevee e 1c(9) 0 0
{10) Value of interest in pooled separate aCCOUNLS ...........c.....ooo.... 1c(10)
{11) Value of interest in master trust investment accounts ...................ccoooo... 1c(11) 8
{12) Valueg of interest in 103-12 investment entiies..........ccooeeceeeee v, 1c{12) 0 0
{13} Value of interest in registered investment companies (e.g., mutual 10(13)
L1710 L) TR 2598750 0
(14) Value of funds held in insurance company general account (unallocated 1c(14)
contracts)
(15} Other 1¢(15) 0 0

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

Schedule H (Form 5500) 2013
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1d Employer-related investments: (a) Beginning of Year {b) End of Year
{1) Employer securities......... SO OUTROTPTPR [ I [ }
(2) Employer real Property ........cooeeroeeoeeieeeeeeeeeeeeeereeeeeeeeeeeee | 1d(@)
€ Buildings and other property used in plan operation 1e
f Total assets (add all amounts in lines 1a through 18) ............cooocovccevcereeesreenes 1f 2722169 0
Liabilities
0] Benefit claims payable 1g
R Operating PAYADIES .......ccouevee oo eseeeseesseesetseetseseetsessene e 1h
i AcQUISIION INAEBEARESS..........cueeveeeeeee e eeeeee e eeeee e eee e 1i
J OHhEr lBIIES. .. ...........oreeeerecersececeearcesssnests e sesecs s mamsssessaressse s s eeesssos. 1]
k Total liabilities (add all amounts in lines 1g throughtj) ........ooeeeeeeevreer e, 1k 0 0
Net Assets
I Net assets (SUBLACE N 1K frOM 18 1).......c.coerrrrerseseremssrsensososo | ] 2722169 0

I Part 1l |Income and Expense Statement

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

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

(1) Received or receivable in cash from: (A) EMPIOYErs..........oocevvevveerreeennn., 2a(1){A) 0

(B) Participants 2a(1)(B) 22687

(C) Others (INCIUdING FOBOVEIS) .......oesveeere oo eeeeee e 2a{1}C) 0
(2) NONCASh CONHBULIONS ........eve. vt e eeeeeesee st eeeeeeeesseesesestesenen 2a(2) _ 0
(3) Total contributions. Add lines 2a(1){A), (B), (C), and line 2a(2)................. 2a(3) 22687

b Earnings on investments:

(1) Interest: —

) Caricaton of aeposiy o money market accounss and 26(1)(A) 0

(B) U.S. GOVEmMMENt SECUMHES ..o oo ees e eveeaees 2b{1)B) 0

(C) Corporate debt INSUMENTS ...............ooemeeeeeeeeeeees e eeeeeenaeeeseess oo 2b(1}C) 0

(D) Loans (other than to participants) .. 2b(1}D) 0

(E) Participant I0@NS .........cccoccovvirimiunnuisiecessesseseeeees cee e eeseeneaseseneeeens 2b{1)(E) 872

{F} DM@ ..ottt sees s st ssnen e sreen 2b{1)F) 0

{G) Total interest. Add lines 2b{1){(A) through {F}.......c....cccvuverevmmrneeeree.s 2b{1XG) 872
(2) Dividends: (A) Prefermed SLOCK.........o....c.oo.oveeeeeeeeeseeeeeeeee s eeeeses e eeeeese e 2b{2){A) 0

(B) Common stock. 2b(2)(B) 0

{C) Registered investment company shares (e.g. mutual funds)............. 2b(2)(C) 5927

(D) Total dividends. Add lines 2b{2)(A}, (B), and {C) 2b{2){D) 5927
(B) REMES ...t srsae s sttt bt e ene st eneeeeenen 2b(3) 0
(4) Net gain {loss) on sale of assets: (A) Aggregate proceeds ..................... 2b{4)A)

{B) Aggregate carrying amount (SE INSIUCHONSY .............vrvveeesceesseesrns 2bi4}(B)

(C) Subtract line 2b(4)(B) from line 2b{4)}{A) and enter result................. 2h(4)C) 0
{5) Unrealized apprediation (depreciation) of assets: (A) Real estate........................ | ZDENA)

(B) ON@I oot ettt sttt eeeeeenaeeens 2b(5)B) 0 =

O R iines ZboKAY B oo e 2(54C) 0
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c

(6) Net investment gain (loss) from common/collective trusts..........................
(7} Netinvestment gain (loss) from pooled separate accounts.......eeveceeen....
{8) Net investment gain (loss) from master trust investment accounts

{9) Net investment gain (loss) from 103-12 investment enfities ...........ccooe....

{10) Net investment gain {loss) from registered invesiment
companies (€.g., MUtual funds)........c.cciroremeeeeeies e

OANOr INCOMIE......cciiiic e rase e et n gt e e eeeeeeneeeen

d Totalincome. Add all income amounts in column {b) and enter total.....................

- @ -

Expenses
Benefit payment and payments to provide benefits:
(1) Directly to participants or heneficiaries, including direct rollovers..............
(2) To insurance carriers for the provision of benefits.............ccooveeveeeeenennens
(B) OHNEr ... e e s s e e e
(4) Total benefit payments. Add lines 2e(1} through (3)........cooeevrvreveveeenne.
Corrective distributions (see instructions)

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

INLEIESE BXPENSE.......c et vrerere s et seeme e e ers

Administrative expenses: (1) Professional fees..................ccovvveeveeeseesreeanne
{2) Contract adminiStrator FEES...........covvmmimeiess it eeean
(3) Investment advisory and management fees...........cccocoeeveivioeeesmeeoeeeenens
() ORI ... e s e
(5) Total administrative expenses. Add lines 2i{1) through (4)........................
Total expenses. Add all expense amounts in column (b) and enter totai ........

Net Income and Reconciliation
Net income (loss). Subtract line 2 from line 2d

Transfers of assets:
{1) Tothis plan..........
{2) From this plan

(a) Amount (b) Total
2b(6) 0
21(7) 0
2h(8) 0
2b(9) 0
2b(10) 175041
2c 0
2d 204527
2e{1) 2804764
2e{2) 0
2e(3) 0
2e(4) 2804764
2 0
2g 117042
2h 0
2i{1) 0
2i(2) 4890
2i(3) 0
2i{4) 0
2i(5) 4890
2j 2926696
2k -2722169
21(1)
2i(2)

l Part Il lAccountant's Opinion

3 Complete lines 2a 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.

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

(1)[] Unqualified  (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)?

@ Yes

DNo

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

(1) Name: CLARUS PARTNERS

(EIN: 26-1347383

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

(1)[[] 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.

| PartIv | Compliance Questions

4

CCTs and PSAs do not complete Part IV. MTIAs, 103-12 |Es, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 (Es also do not compilete lines 4j and 41. MTIAs also do not complete ling 41.

During the plan year:

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

period described in 29 CFR 2510.3-1027 Conlinue to answer “Yes” for any prior year failures
until fully comected, (See instructions and DOL's Veluntary Fiduciary Correction Program.)......

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

close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant's account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRBEKEU. Yoottt st b crem e er e e et e e e en e

Yes No Amount
4a X
4b X
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Yes No Amount

€ Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Aftach Schedule G (Form 5500) Part Il if “Yes” is checked.) ............coovecvoveeecne. 4c 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 lii if “Yes™ is

CRBEKBE. Y rrce- v ceeemassevs s sbs bt cereeeeesesss e eee e see s s mesesras e s s eees e eee et s se e eeses s s ad X

Was this plan covered by 8 FOBIY BOMO? -...........c...ovovvveeeeseessereseeesssssssesessessseeseeseoss e seessoesns 4| X 400000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bend, that was caused

by fraud or dISRONESEY? ....c...oiii e ———— b eerer e 4f ¢
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?........ceeceeceveeveveeeeecerenns 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 reqUINEMENS.)..........cccocceioriiicr e 41 X

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of fransactions if “Yes" is checked, and

see instructions for formal FeqUITEMENLS.)...........c.c.covviivr et scsserrese e e e eeeeeeeeeneeeseeens 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control 6f the PBGC? ........ccoe v s s s s seeeene rene e 4k X
| Has the plan failed to provide any benefit when due under the plan?.........coeeeeeveeeroeoiveeenonn, 41 X
m [f this s an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.107=3.) et s e st e sttt eaea s e s s et eesee s et eenmnann seneet et neaeamenn 4m X
n If 4m was answered "Yes,” check the “Yes” box if you either provided the required notice or ane
of the exceptions to groviding the notice applied under 29 CFR 2520.101-3. ....oooeeee i 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this yaar...........cee i, @ Yes |:| Ne  Amount: o]

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 liabiliies were
transferred. (See instructions.)

5h(1) Name of plan(s) 5b({2) EIN(s) 5h(3} PN(s)

5C If the plan is a defined benefit plan, is it covered under the PBGGC insurance program (see ERISA section 4021)? ..... D Yes D No |:| Not determined

IPart v |Trust Information {optional)
6a Name of trust 6b Trust's EIN




SCHEDULE R Retirement Plan Information OMB No. 1210-0110
(Form 5500} 2013

This schedule is required to be filed under section 104 and 4065 of the
De;
Il Revancs Servics” Employee Retirement Income Security Act of 1974 (ERISA) and section

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

Departméntof Labor This Form is Open to Public
Emnplayse Benefits Secuity Administraton P File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2013 or fiscal plan year beginning 01/01/2013 and ending 05/31/2013
A Name of plan B Three-digit
SANESE SERVICES, INC. RETIREMENT SAVINGS PLAN plan number
PN » 001
(PN)
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
SANESE SERVICES, INC. 43-0914545

| Part1 | Distributions

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

1

2

3

Total value of distributions paid in property cother than in cash or the forms of property specified in the
instructions... e e esabisRraeesbeREan R AR e b ke 1 0

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): 20-3691658

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

Number of participants {living or deceased) whose benefits were distributed in a single sum, during the plan
VAN . .....ceeemieeeviteressast s ns s s nas s b e b bt e neam e e emnmnneetan et b ottt d ot et e et emnmene b et anraarns 3

Partll Funding Informatlon (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

Is the plan administratar making an election under Code section 412(d)(2) or ERISA section 302(dH2)?.eoomoeceeeeeeen. D Yes I:l No |:| N/A
If the plan is a defined benefit plan, go to line 8.

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

a Enter the minimum required contribution for this plan year (include any prior year accumulated funding

. 6a
ETICIENCY MO WEIVEL ) .....cceemvemreeeresssssssssssssessessseseeessssssssssessee e sesssessseesesseesessesessssmsssssssssseerese

Enter the amount contributed by the employer to the plan for this plan year....................ccoeueseirinennns .| 6b

Subtract the amount in line 6b from the amount in line 6a. Enter the result
{enfer @ minus sign to the left of a negative amount) ............ e EEEENeRRRreereaneete s anerran et e b aas Bc

If you completed line 6c, skip lines 8 and 9.
Will the minimum funding amount reported on line 6¢ ba met by the funding deadline?..............oveceeeeeeeeeerereeeans D Yes D No D NA

If a change 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 gree With the ChANGE?..........e....c.ecrieiiisiseeeeeeeeeeeeeseeeseseeeessasstssestsssssesessseessessesemssessacsssesssessassns D Yes D No D N/A

Part lll | Amendments

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

year that increased or decreased the value of benefits? If yes, check the appropna!e
DOX. I N0, ChECK thE “NO” DOX....erroreververreevemesesmmesssessseeseesssnmen, [] increase [IDecrease  [] Both [] No

Part IV ESOPSs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Intemnaj Revenue Code,

skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt lean? ............. J Yes D No

11 & Does the ESOP hold any prefermed Stock? ............ouruerrsrsen et e e AR []ves [] no

b  Ifthe ESOP has an outstanding exempt Ioan with the employer as lender, is such loan parl of a “back-to-back” loan? D Yes D No
{See instructions for definition of "back-10-hack” I0AN.) ...ccveeeeirivie oo treecentarannrene

12 Does the ESOP hold any stock that is not readily tradable on an established SBCUMHIES MAMKEL? .....................ooorerrrrereressrereeeeseseesenee I:l Yes [] No

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500, Schedule R {Form 5500) 2013
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[ PartV

| _Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that contributed mere 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 EN € Dollar amount contributed by employer

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

e Contribution rate information (If more than one rate applies, check this box |:| and ses instructions regarding required atfachment. Otherwise,
compleie fines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents
{2) Base unit measure; D Hourly Weekly Unit of preduction D Other (specify):

a Name of contributing employer

b EIN € Dollar amount contributed by employer

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

e Contribution rate information (if more than one rate applies, check this box D and see insfructions regarding required attachment. Otherwise,
complele fines 13e(1) and 13e{2).)
(1} Contribution rate (in dollars and cents)
(2) Baseunitmeasure:[] Hourly  [| Weekly || Unit of production [T Other (specify):

a Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than ons collective bargaining agreement, check box |:|
and see instructions regarding required aftachment. Otherwise, enfeor the applicable dats.) Menth Day Year

@ Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complele lines 13e(1} and 13s(2).)
(1) Contribution rate {in dollars and cents)
(2) Base unit measure: |:| Hourly |:| Weekly Unit of production |:| Other (specify):

a Name of contributing employer

b EIN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box I:I
and see instrucfions regarding required attachment. Otherwise, enfer the applicable date.} Month Day Year

e Contribution rate information (If more than one rale 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 EN ¢ Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if empioyer coniribufes under more than one collective bargaining agreement, check box D
and see insfructions regarding required atiachment. Otherwise, enter the applicable date.) Month Day Year

@ Contribution rate information (f more than one rate applies, check this box D and see insiructions regarding required atfachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate {in dollars and cents
(2) Base unit measure: |:| Hourly Weekly | | Unit of production D Other (specify):

@  Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

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

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

complets lines 13e(1) and 13e(2}).)
(1) Contribution rate (in dollars and cents

{2) Base unit measure:[ | Hourly Weekly [ | Unit of production  [] Otner (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:

8 The CUent YEar, ......c.ocvvmreeeeccssseessmsesrees ettt eemesemsaeasnemeeeeeenen 14a

b The plan year immediately preceding the current plan year.. ] 14b -
€ The second preceding plan Year ........voeeieeeceeeeeeeveeeeeeevenes teemrasrecesnraresete e nenmreeereeannnaateas 14¢

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 comesponding number for the plan year immediately preceding the current plan year.. 15a

b The corresponding number for the second preceding plan Year ..............c.ooriereereesesnees 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

@ Enter the number of employers who withdrew during the preceding plan year ........c.ocvenoneniniseinnns 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 employers........uweoiiic s penrrveersratrasts ey e ranne

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 RACKITIENG, .........icr i e e ee e et e e eemmes eemee e s ras et enssa s esmsmnsneennsemmnseesennsssenemnnnn

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

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

information to be included as an attachment .......oeccmnines e, N EearebaraneraemmresmmereesassestsiaEereeessemnaeennnenann

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-Yield Debt: % Real Estate: % Other: %
b Provide the average duration of the combined investment-grade and high-yield debt:
[]o-3years [] 3-6years [J e-ovears []o-12years [] 12-15years [] 15-18years [] 18-21years [] 21 years or more
C What duration measure was used to calculate line 19(b)?
[ | Effective duration || Macaulay duration [ ] Modified duration  []Other (specify):




o 555 8 Application for Extension of Time OME No. 1545-0213
AT Ee20T) To File Certain Employee Plan Returns —
Department of the Treasury P For Privacy Act and Paperwork Reduction Act Notice, see Instructions. File With IRS Only
pi . B . :
Internal Revenue Service » Information about Form 5558 and its instructions is at www.irs.gov/form5558
Identification
A Name of filer, plan administrator, or plan sponsor (see instructions) B  Filer's identifying number (see Instructions)
C. Employer identification number (EIN) (2 digits YX-X00000(X)
Number, street, and room or suita no. (if a P.C. box, see instructions) 43-0814545
6465 Busch Bivd. Soclal security number (SSNJ (9 digits XXX-XX-0000
City or town, state, and ZIP code
— Columbus, OH 43229
¢ Plan Plan year ending —
Plan name number o DD WYY
N 0 1] 1 05 k| 2013
— SANESE SERVICES. INC. RETIREMENT SAVINGS PLA|

Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

O Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 serles returm/report for the plan listed
in Part 1, C above.

2 Irequest an extension of timeuntl 03 / 15 ;2014 to file Form 5500 series (see instructions),
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

3 [request an extension of time until / / to file Form 8855-SSA (ses instructlong).
Note. A signature IS NOT required if you are requesting an extenslon to file Form 8955-8SA.

The application is automatically approved to the date shown on line 2 and/or line 3 {above) if: (@) the Form 5558 is filad on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and {b) the date on line 2
and/or line 3 {above) is not later than the 15th day of the third month after the normal due date.

Extension of Time To File Form 5330 (see instructions)

4 [request an extension of time until / / to file Form 5330.
You ray be approved for up to a 6 month extension to file Farm 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposing the tax .Oow . N | a |
b Enter the payment amount attached, . . . . . . . . . . . S
¢ For exclse taxes under section 4980 or 4980F of the Code, enter the reversionfamendmentdate . . . » | ¢

5  State in detail why you need the extension:

Under penalties of perjury, I declare that to the best of my knowledge and belief, the statements mada on this form are true, comect, and complete, and that | am authorized
to prepare this application.

Signature » Date »

Cat. No. 12005T Form 5558 (Rev. 8-2012)



