Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and 2013
Internal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).
Department of Labor 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 | | Annual Report Identification Information
For calendar plan year 2013 or fiscal plan year beginning  01/01/2013 and ending  12/31/2013
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 1b Three-digit plan 002
VAN WERT COUNTY HOSPITAL 401K PLAN number (PN) »
1c Effective date of plan
08/01/1999
2a Plan sponsor’'s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification
Number (EIN)
VAN WERT COUNTY HOSPITAL 34-4429514
2C Sponsor’s telephone
number
419-238-8651
1250 S WASHINGTON ST -
VAN WERT, OH 45891 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.

Fsllliil\llz Filed with authorized/valid electronic signature. 10/09/2014 MICHAEL HOLLIDAY

Signature of plan administrator Date Enter name of individual signing as plan administrator
I-Silli(l;?l\lé Filed with authorized/valid electronic signature. 10/09/2014 MICHAEL HOLLIDAY

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
AMERICAN UNITED LIFE INSURANCE CO. (optional)

800-261-9618
AMERICAN UNITED LIFE INSURANCE CO.

ONE AMERICAN SQUARE, PO BOX 368
INDIANAPOLIS, IN 46206-0368

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 5 471
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 334
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 41
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 375
€ 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 375
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 69 342
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 4
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) Insurance Q) |:| Insurance
2 D Code section 412(e)(3) insurance contracts 2) |:| Code section 412(e)(3) insurance contracts
?3) D 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)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary

@ []

SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

1) H (Financial Information)

2) |:| | (Financial Information — Small Plan)
3) _1 A (Insurance Information)

4) C (Service Provider Information)

5) D (DFE/Participating Plan Information)
(6) |_| G (Financial Transaction Schedules)




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2013
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
. ) : This Form is Open to Public
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspecption
pursuant to ERISA section 103(a)(2).
For calendar plan year 2013 or fiscal plan year beginning ~ 01/01/2013 and ending 12/31/2013
A Name of plan B Three-digit
VAN WERT COUNTY HOSPITAL 401K PLAN plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VAN WERT COUNTY HOSPITAL 34-4429514
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 |l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

AMERICAN UNITED LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From (9) To
35-0145825 60895 G36148 342 01/01/2013 12/31/2013

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

44909 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

NFP INS SERVICES INC 1250 S CAPITAL OF TEXAS HWY
STE 125
AUSTIN, TX 78746

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

34108 o[N/A 3

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

GARDNER AND WHITE CORPORATION 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
10801 0|N/A 3
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2013

v. 130118



Schedule A (Form 5500) 2013 Page 2 -

(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

(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) 2013 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 4 577760
5 Current value of plan’s interest under this contract in separate accounts at year end 5 13200334
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAMTIEI..........o.ouieeeeeeeeeeeeeeee ettt en e 6b
C  Premiums due but unpaid at the end Of the Year..............ooii e 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter @aMOUNL. ...........coiiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: 1) D deposit administration (2) |:| immediate participation guarantee
3) D guaranteed investment (4) other P GROUP ANNUITY CONTRACT
b Balance at the end of the PreVIOUS YEAT.............cc.c.cvveveeeieeeeieteteeeeeeeee et enenenes e e aeaenennn | 7b 719164
C  Additions: (1) Contributions deposited during the year.................c..ccc.ccc.o..... 7c(1) 41103
(2) Dividends and credits.................... 0
(3) Interest credited during the year 10228
(4) Transferred from separate aCCOUNL..............ccoeveerveveeeeeeeeesseeeeeeeenennd 7c(4) 68879
(5) Other (specify below) 2899
P LOAN REPAYMENT
(B)TOLAI AAAIIONS ...ttt e et e e ee e et e e e s e e s e e e e et e s ee e e eeeeeaenes 7c(6) 123109
d Total of balance and additions (add iNeS 70 @Nd 7C(B)). ...vviviveveeeeeeeieeeeeeeeee e | 7d 842273
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 196669
(2) Administration charge made by Carfier ............coovovveveveeeceeeeeeeereeeee! 7e(2) 88
(3) Transferred to SEParate @CCOUNL...............ccueveeeeeeeereeeeeeseeereeeeeeeeeeeeseeed 7e(3) 62900
(4) Other (SPECIfY DEIOW) ........vvveieeeeeeeeeeeeeeeeeeeee e 7e(4) 4856
p LOANS ISSUED
(5) Total dEUCHONS........cccuieiiiieiie ettt 264513
f  Balance at the end of the current year (subtract line 7e(5) from line 7d) 577760




Schedule A (Form 5500) 2013 Page 4

Part Ill | 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 |:| Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) Amount received.............cccoiiiiiiiiiiiicie e 9a(1)
(2) Increase (decrease) in amount due but unpaid..................c.ccccoeeenne.. 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........cccceeeeeeeeeennes 9a(3)
(4) Earned ((1) + (2) = (3))-+eeeveeereermeemueeiieenieesieeeiee st esiee e s e 9a(4)
b Benefit charges (1) Claims paid
(2) Increase (decrease) in claim reserves
(3) Incurred claims (add (1) @NA (2)) ..veveeeeiriereieie ettt ete et e et et te e e sbe st e s e e seebeebeste st e ste s et ereeaeereatensennan 9b(3)
(4) ClAIMS CRAIGEA ... ..ttt ettt ettt ettt et et et et e e st easeteebesbess e b eseeseebeebesseese s e s enseseeseeseasesenean 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...c.vovveveeniericieiieiieienias ..l 9¢c(1)(A)
(B) Administrative service or other fees 9¢c(1)(B)
(C) Other Specific aCQUISIION COSES ...........cvrveeeereeeeeeeeeeeeeeeeeeeeeseeeeanes 9c¢(1)(C)
(D) OthEr BXPENSES. ... .eiveeieiivieriesiieieseeeee e eeesreeeesteeeessaessesaeeneesseenes 9c(1)(D)
(E) TAXES cerereeee e eeeee e ee et eeee e ee e ee e see e 9c(1)(E)
(F) Charges for risks or other contingencies.... .| 9c()(F)
(G) Other retention Charges ...........occueviiiiiiiiiiie e 9c(1)(G)
LG T t= I =10=T o) o OO 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.).......cccveeennn 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CIAIM FESEIVES ...t ee e et e e e e ea e ee e ee e e e ae et et e e s e s eaesn e eaneeeeeenean 9d(2)
(B) ORI TESEIVES.......cevieeeeeeeeeee ettt ettt ettt ettt e et et et et e aeete et et et et ess et e eaeeteeteetensesseseeteeaeetessessenseseanseteetessennan 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........cccccooceveninncn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carrier ... 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..............cccccceeennee 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 Ifthe answer to line 11 is “Yes,” specify the information not provided. »



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  12/31/2013
A Name of plan B Three-digit 002
VAN WERT COUNTY HOSPITAL 401K PLAN
plan number (PN) 4

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VAN WERT COUNTY HOSPITAL 34-4429514

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
AMERICAN UNITED LIFE INSURANCE CO

35-0145825
(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
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2013

Page 3 -

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)

AMERICAN UNITED LIFE INSURANCE CO

35-0145825
(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
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?

15 37 50 64
66 67 52 59
60 63

NONE

4883

Yes No |:|

Yes D No

91812

Yes No D

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

RS SPECIAL MARKETING SERVICES

99-9003019
(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

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

26 27 28 50
51

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-.
NONE 36134

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




Schedule C (Form 5500) 2013
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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




Schedule C (Form 5500) 2013
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Part | |Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

66 67

91812

(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.

AMERICAN UNITED LIFE INSURANCE CO

35-0145825

ASSET CHARGE

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

AMERICAN CENTURY INVESTMENTS

20-2036524

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

AMERICAN FUNDS

95-1411037

REVENUE SHARING FORMULA - SEE ATTACHED




Schedule C (Form 5500) 2013
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Part | |Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

COLUMBIA MGMT INVESTMENT ADVISORS

04-3156901

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

FIDELITY INVESTMENTS

04-2270522

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

FRANKLIN TEMPLETON INVESTMENTS

94-3382187

REVENUE SHARING FORMULA - SEE ATTACHED
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Part | |Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

FRED ALGER & COMPANY INC

13-2510833

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

GOLDMAN SACHS ASSET MANAGEMENT

13-4166989

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

INVESCO

74-1881364

REVENUE SHARING FORMULA - SEE ATTACHED
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Part | |Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

JANUS CAPITAL GROUP INC

75-3019319

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

LORD ABBETT FUNDS

13-5620131

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

MARSHALL FUNDS INC.

39-1186267

REVENUE SHARING FORMULA - SEE ATTACHED
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Part | |Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

ONEAMERICA FUNDS INC.

35-0145825

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

OPPENHEIMER FUNDS INC.

13-2527171

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

PIMCO

06-1349805

REVENUE SHARING FORMULA - SEE ATTACHED
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Part | |Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

PIONEER INVESTMENTS

13-1961193

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

PRUDENTIAL INVESTMENTS

22-3468527

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

RIDGEWORTH

58-1604573

REVENUE SHARING FORMULA - SEE ATTACHED
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Part | |Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

RUSSELL INVESTMENT COMPANY

91-1175092

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

STATE STREET GLOBAL ADVISORS

04-1867445

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

(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.

T ROWE PRICE

52-1184650

REVENUE SHARING FORMULA - SEE ATTACHED
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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
AMERICAN UNITED LIFE INSURANCE CO 63 60 52 59 0
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

THORNBURG INVESTMENT MANAGEMENT REVENUE SHARING FORMULA - SEE ATTACHED
85-0301299
() 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 D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee 2013
Retirement Income Security Act of 1974 (ERISA).

This Form is Open to Public

Inspection.
For calendar plan year 2013 or fiscal plan year beginning 01/01/2013 and ending 12/31/2013
A Name of plan B Three-digit 002
VAN WERT COUNTY HOSPITAL 401K PLAN plan number (PN) 3

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

VAN WERT COUNTY HOSPITAL

D Employer Identification Number (EIN)

34-4429514

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 ACCOUNT II

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

AMERICAN UNITED LIFE INSURANCE CO

d Entity

C EIN-PN 35-0145825-000 code

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

103-12 IE at end of year (see instructions)

13200334

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

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

d Entity

C EIN-PN
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

d Entity

C EIN-PN
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

d Entity

C EIN-PN
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

d Entity

C EIN-PN
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

d Entity

C EIN-PN
code

Dollar value of interest in MTIA, CCT, PSA, or
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):

d Entity

C EIN-PN
code

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

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) 2013
v. 130118
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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 |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 |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 |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 |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 |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 |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 |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 |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 |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)
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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

b

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULE H
(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

2013

Internal Revenue Code (the Code).

This Form is Open to Public

» 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 12/31/2013
A Name of plan B Three-digit
VAN WERT COUNTY HOSPITAL 401K PLAN 002
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500
VAN WERT COUNTY HOSPITAL

34-4429514

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 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) 0
(2) Participant CONIBULIONS ...........c.veeeeeeeeeeeeeeeee e 1b(2)
)T 3T OO 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) 145424 234899
(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) 0 0
(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)
) ey oot Tegisiored Imvesiment companies (6.0, muel Le(13) 11667114 13200334
O otacts) o eUTanGe Company genere) accoun {unalloceled | 1ca9 719164 577760
(L5) OHNEI ..ottt 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: (a) Beginning of Year (b) End of Year

(1) EMPIOYET SECUMHES ........vovvveeeeeeeeeeeeee e ee e n s 1d(1) 0 0

(2) EMPIOYET [€8I PrOPEILY .......vvveeeeeeeeeeee e ee e ene s 1d(2) 0 0

€ Buildings and other property used in plan operation ............cccccoveeiiniiieinenn. le 0 0

f Total assets (add all amounts in lines 1a through 1€) .........ccccevevvveererenennnne. 1f 12531702 14012993
Liabilities

0 Benefit Claims Payable...........cceueueiiiiiiicieieieic et 1g 0 0

N Operating PAYADIES .........ceveveveeeeee e 1h 0 0

i Acquisition indebtedness Li 0 0

j Other liabilities 1 0 0

K Total liabilities (add all amounts in lines 1g through1j).... 1k 0 0
Net Assets

| Net assets (subtract line 1k from i@ 1) ..........ccevverueeereeerereeeeecee e | 1 ‘ 12531702 14012993

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
lines 2a, 2b(1)(E), 2e, 2f, and 2g.

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

(1) Received or receivable in cash from: (A) EMPIOYErs.............cccocveeurueuenn. 2a(1)(A) 286024

(B) Participants ...........ccccecevunennn. 2a(1)(B) 701345

(C) Others (including rollovers).... 2a(1)(C) 218913
(2) NONCASh CONHIBULIONS ... 2a(2) 0
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)................. 2a(3) 1206282

b Earnings on investments:

(1) Interest:

) Centiicaton of Geposiy e B T 20(1)A) 10228

(B) U.S. GOVErNMENt SECUMLIES .......vveeeeeeeeeeeeeeeeeeeeeeeee e eeeeeeeeee e 2b(1)(B) 0

(C) Corporate debt iINStrUMENES ...........ovovevieeeeeeeeeeee e 2b(1)(C) 0

(D) Loans (other than to Participants) ...........c.ccceeveveveveverreereeeeeenenenenes 2b(1)(D) 0

(E)  PartiCipant I0BNS ...........c.eueueeeeeeeeeeeeeseeeeeeee et eeeees e enen s 2b(1)(E) 8242

(F) ONET .ot 2b(1)(F) 0

(G) Total interest. Add lines 2b(1)(A) through (F)... 2b(1)(G) 18470
(2) Dividends: (A) Preferred stock 2b(2)(A)

(B)  COMMON STOCK. ... eeeeeeeees et ee e en e 2b(2)(B) 0

(C) Registered investment company shares (e.g. mutual funds)............. 2b(2)(C) 0

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENES ..ottt 2b(3) 0
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...................... 2b(4)(A) 0

(B) Aggregate carrying amount (See instructions)..............c.c.ccccevvevurnnn. 2b(4)(B) 0

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ................. 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate........................ 2b(5)(A) 0

(B) OMNET .ottt 2b(5)(B) 0

) A 15 25N A) A1 B) oo e 26(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) 1877973
.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 3102725
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 1570516

(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) 1570516
f Corrective distributions (see INStrUCHONS) ............cccvvverevireeeeeeeeecececeeeeeeieans 2f 11250
g Certain deemed distributions of participant loans (see instructions)................ 29 0
Nl INEEIESt EXPENSE ...ttt 2h 0
i Administrative expenses: (1) Professional fees............coovveeeeeeeeereeeeeenns 2i(1) 0

(2) Contract adminiStrator fEES...........ooveuereeeeeeeeeeeee e 2i(2) 39668

(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) 39668
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2] 1621434

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from iN€ 2d.............ooococccerrrssccreersssee 2k 1481291
| Transfers of assets:

(1) TO NS PIAM- ..ottt eee et ee e 21(1) 0

(2) FTOM ThiS PIAN <.ttt en e 2(2) 0

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:BLUE & CO., LLC (2) EIN: 35-1178661

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? ..........c.oooiiiiii e 4e X

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
B2 0 3 PSSP am 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 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)

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 12/31/2013
A Name of plan B Three-digit
VAN WERT COUNTY HOSPITAL 401K PLAN plan number 002
(PN) 4
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VAN WERT COUNTY HOSPITAL
34-4429514
‘ 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

35-0145825

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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REPORT OF INDEPENDENT AUDITORS

To the Plan Administrator of
The Van Wert County Hospital
401(k) Plan

Van Wert, Chio

Repott on the Financial Statements

We were engaged to audit the accompanying financial statements of the Van Wert County
Hospital 401(k) Plan (the “Plan”), which comprise the statements of net assets available for
benefits as of December 31, 2013 and 2012, and the related statement of changes in net
assets available for benefits for the year ended December 31, 2013, and the related notes
to the financial statements.

Managementi's Responsibility for the Financial Stateme_nts

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 audits 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 Rules and Regulations
for Reporting and Disclosure under the Employee Retirement Income Security Act of 1974,
the plan administrator instructed us not to perform, and we did not perform, any auditing
procedures with respect to the information summarized in Note 4, which was certified by
Ametican United Life Insurance Company (the trustee of the Plan), except for comparing
such information with the related information included in the financial statements. 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, 2013 and 2012, that the
information provided to the plan administrator by the trustee is comp]ete 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.

QOther Matter

The supplemental schedule of Assets Held at End of 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 Depariment of Labor's
Rules and Regulations for Reporting and Disclosure under the Employee Retirement
fncome Security Act of 1974. Because of the significance of the matter described in the
Basis for Disclaimer of Opinion paragraph, and we do not express an opinion on the
supplemental schedule referred to above.

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

The form and content of the information included in the financial statements and
supplemental schedule, other than that derived from the information cerified 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.

Pl ‘o, LW

Columbus, Ohio
September 30, 2014




VAN WERT COUNTY HOSPITAL

401(k) PLAN

STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS

DECEMBER 31, 2013 AND 2012

2013 2012
Assets
Investments
Insurance contract $ 577,760 § 719,164
Pooled separate accounts 13,200,334 11,667,114
Total investments 13,778,094 12,386,278
Receivables
Patticipant loans 234,899 145,424
Total receivables 234,899 145,424
Net assets available for benefits $ 14,012,903 § 12,531,702

See accompanying notes to financial statements.
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VAN WERT COUNTY HOSPITAL

401(k) PLAN

STATEMENT OF CHANGES IN NET ASSETS

AVAILABLE FOR BENEFITS

FOR THE YEAR ENDED DECEMBER 31, 2013

Additions
Net appreciation in fair value of investmenits
Interest income from participant loans
Dividends and interest

Contributions;
Participant
Employer
Rollover and other

Total contributions
Total additions

Deductions
Administrative expsnse
Benefit payments

Total deductions

Net change

Net assets available for benefits at beginning of year
Net assets available for benefits at end of year

2013

1,877,973
8,242
10,228

701,345
286,024
218,913

1,206,282

3,102,725

39,668
1,681,766

1,621,434

1,481,291

12,631,702

$

14,012,993

See accompanying notes to financial statements.
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VAN WERT COUNTY HOSPITAL
401(k) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2013 AND 2012

DESCRIPTION OF THE PLAN
General

The Van Wert County Hospital 401(k) Plan (the Plan), is a defined contribution plan
covering eligible employees of The Van Wert County Hospital Association (the
Hospital). Employees are eligible o paricipate in the Plan upon attainment of age
21. The Plan is subject to the provisions of the Employee Retirement Income
Security Act of 1974 (ERISA).

Participants should refer to the Summary Plan Description for more complete
information regarding the provisions of the Plan, a copy of which is available from
the Hospital.

Contributions

Patticipants may make contributions to the Plan, subject to certain limitations. The
Hospital makes a matching contribution of 50% of the first 2% contributed by the
participants. Additionally, the Hospital may make a discretionary contribution at the
end of the Plan year to all participants. The discretionary contribution, if made, is
allocated in the same ratio as each participant’s compensation bears to the total of
such compensation of all participants.

Vesting

Participants are immediately vested in their contribution plus actual earnings
thereon. Vesting in the Hospital contributions portion of their accounts plus actual
earnings thereon is based on years of credited service. A participant is 100% vested
after three years, with no vesting prior to three years of service. A participant or his
ot her beneficiary is immediately vested in his or her account upon death, retirement
or termination of employment due to total permanent disability. Forfeitures of
account balances by patticipants not fully vested are applied against Hospital
contributions. '

Participant Accounts

Participants direct the investment of their accounts among the investment funds
offered by the Plan. The benefit to which a participant is entitled is the benefit that
can be provided from the participant’s account.




VAN WERT COUNTY HOSPITAL
401(k) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2013 AND 2012

Benefit Payments

On termination, a participant will receive a fump sum amount or joint and survivor
annuity, equal to the value of the paricipant's vested interest in his or her account.

Participant Loans

Participants may borrow a minimum of $1,000 up to a maximum equal to the lesser
of $50,000 or 50% of their vested balance. Loan terms range from 1 to 5 years or
up to 15 years for the purchase of a primary residence. The loans are secured by
the balance in the participant's account. Interest is calculated at a rate
commensurate with foans from the trustee/recordkeeper and at local prevailing
rates as determined by the Plan Administrator. -Principal and interest is paid ratably
through monthly payroll deductions.

Forfeitures
At December 31, 2013 and 2012, forfeited non-vested accounts totaled $7,672 and

$27,782, respectively. Forfeitures used during 2013 and 2012 were $32,094 and
$2,958, respectively. These accounts are used fo reduce employer coniributions.

SUMMARY OF ACCOUNTING POLICIES

Basis of Accounting

The financial statements of the Plan are prepared on the accrual basis of
accounting.

Investment contracts held by a defined contribution 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 defined contribution 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. The Statement of Changes in Net Assets
Available for Benefits is prepared using fair value, which approximates contract
value, for the fully benefit-responsive investment contract.




VAN WERT COUNTY HOSPITAL
401(k) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2013 AND 2012

Valuation of Assets

The Plan’s investments are reported at fair value. Fair value is the price that would
be received fo sell an asset or paid to transfer a liability in an orderly transaction
between market participants at the measurement date. See Note 3 for discussion
of fair value measurements.

Purchases and sale of securities are recorded on a trade-date bhasis. Interest
income is recorded on the accrual basis. Dividends are recorded on the ex-
dividend date. Net appreciation includes the Plan’s gains and losses on
investments bought and sold as well as held during the year.

Use of Estimates

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

Pavment of Benefits

Benefits are recorded when paid.

Participant Loans

Loans receivable from participants are measured at their unpald principal
balance plus any accrued but unpaid interest. Delinquent participant loans are
reclassified as distributions based on the terms of the Plan document.

Adminisirative Expenses

Expenses of maintaining the Plan may be pald by the Hospital or the Plan at the
Hospital’s discretion.

Subsequent Events

The Plan has evaluated events or transactions occurring subsequent to the
statement of net assets available for benefits date for recognition and disclosure
in the accompanying financial statements through the date the financial
statements are available to be issued which is September 30, 2014.




VAN WERT COUNTY HOSPITAL
401(k) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2013 AND 2012

3. FAIR VALUE MEASUREMENTS

The framework for measuring fair value provides a fair value hierarchy that
prioritizes the inputs to valuation techniques used to measure fair value. The
hierarchy gives the highest priority to unadjusted quoted prices in active markets for
identical assets or liabilities (Level 1) and the lowest priority to unobservable inputs
(Level 3). The three levels of the fair value hierarchy are described as follows:

e 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.

o 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. [f
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 liabllity.

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

The asset 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 maximize the use of relevant observable inputs
and minimize the use of unobservable inputs.

To assess the appropriate classification of investments within the fair value
hierarchy, the availability of market data is monitored, Changes in economilc
conditions or valuation techniques may require the transfer of investments from one
fair value level to another. In such instances, the transfer is reported at the
beginning of the reporting period. We evaluate the significance of transfers
between levels based upon the nature of the investment and size of the transfer
relative to total net assets available for benefits. For the year ended December 31,
2013, there was one transfer into Level 3, There were no such transfers for the
year ended December 31, 2012. Transfers into Level 3 from Level 2 were made
due to the absence of observable market data. No other transfers between Levels
occurred in 2013 and 2012,




VAN WERT COUNTY HOSPITAL
401(k) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2013 AND 2012

Following is a description of the valuation methodologies used for assets
measured at falr value as of December 31, 2013 and 2012:

Pooled separate accounts: Represents accumulation units and the value is
based on the underlying share values adjusted for dividends, distributions
and the daily equivalent of any fee charged by the trustee. The value of
each accumulation unit is published each day. Each investment account is
exclusively invested in shares of a specific mutual fund as directed by the
participant (Level 2).

Insurance coniracts: Valued at fair value by discounting the related cash
flows based on current yields of similar instruments which comparable
durations considering the credit-worthiness of the issuer (Level 3).

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 it 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, 2013:

Level 1 Level 2 Level 3 Total
Insurance contract $ - - $ 577,760 § 577,760
Pooled separate accounts:
Pooled separate account - domestic equity - 9,103,301 - 9,103,301
Pooled separate account - foreign equity - 319,261 - 319,261
Pooled separate account - fixed income - 3,777,772 - 3,777,772
Total assets af fair value $ - $ 13,200,334 $ 577,760 $ 13,778,094




VAN WERT COUNTY HOSPITAL
401(k) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2013 AND 2012

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

Level 1 Level 2 Level 3 Total
Insurance contract $ - $ 719,164 § - % 719,164
Pooled separate accounts:
Pooled separate account - domestic equity - 7,786,576 - 7,786,576
Pooled separate account - foreign equity - 303,738 - 303,738
Pooted separate account - fixed income - 3,678,800 - 3,576,800
Total assets at fair value $ - $12,386,278 $ - $ 12,386,278

Certain events limit the Plan's ability to transact at contract value with American
United Life Insurance Company. Such events include the following: (a)
amendments to the plan documents (including complete or partial plan
termination or merger with another plan), (b) changes to the plan's prohibition on
competing investment options or deletion of equity wash provisions, (c)
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 {d) 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 Plan participants are probable of
occurring.

The following table sets forth the Plan’s assets that are carried at fair value on a
recurring basis, classified within Level 3 of the valuation hierarchy for the year
ended December 31, 2013:

2013
Beginning balance $ -
Contributions, net exchanges 11,808
Transter in to level 3 718,164
Interest income 10,228
Sales, repayment seitlements net (163,540)
Ending balance $ 577,760

The fair value of the Guaranteed Investment Contract is based on significant
unobservable inputs, including the credit worthiness of the issuer, American
United Life Insurance Company and the terms of the investment contract.
Significant fluctuations in any of the inputs in isolation could result in a
significantly different fair value measurement.

10




VAN WERT COUNTY HOSPITAL
401(k) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2013 AND 2012

INVESTMENTS

The Plan has all of its investments managed by the American United Life
Insurance Company (trustee) whereby all the Hospital contributions are remitted
to the custodian and invested. The accounts are credited with actual eamings on
the underlying investments and charged for plan withdrawals. The plan
administrator has elected the method of compliance permitted by 28 CFR
2520.1083-8 of the Depariment of Labor Rules and Regulations for Reporting and
Disclosure under ERISA. Accordingly, as permitted under such election, the plan
administrator has obtained certification from the trustee of the Plan that all the
information provided by them is complete and accurate. Information included in
the accompanying financial statementis as to investments, interest and dividend
income, net appreciation in fair value of investments and all information in the
supplemental schedule is presented in reliance solely upon those certifications.

Investments that represent five percent or more of the Plan’s net assets available
for benefit are separately identified and presented in the following table:

2013 2012
American Century Real Estate $ 784,892 $ 756,310
American Century Ginnie Mae $ 1,267,693 *
American United Life Fixed account * % 719,164
Goldman Sachs Small-Cap Value $ 1,681,961 $ 1,391,791
Goldman Sachs Mid-Cap Value $ 1,873,490 § 726,714
PIMCO Total Return $ 1,402,848 $ 2,272,117
Russll Lifepoints 2025 Strategy $ 744573 $ 682,966

* Less than 5% of net assets available for benefits.

Insurance Contracts

The Plan has entered into a benefit-responsive investment contract with
American United Life Insurance Company (AUL).  AUL maintains the
investments in fixed accounts. These accounts are credited with earnings on the
underlying investments and charged for partlmp'ant withdrawals and
administrative expenses. The contract Is included in the financial statements at
contract value, which is an appropriate determination of fair value for the contract
as reported to the Plan by AUL. 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 thelr investment at contract value.

11




VAN WERT COUNTY HOSPITAL
401(k) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2013 AND 2012

American United Life Insurance Contracts — This Is a common/collective trust
which invests primarily in a diversified portfolio of insurance company contracts, The
contracts are as follows:

- For insurance contract #G36148, the average yield was 1.75% for 2013, and
the crediting interest rate as of December 31, 2013 was 1.75%.

Crediting interest rates are determined by dividing earned income for the day by the
new contract value. On December 31, 2013 and 2012, fair value approximates
contract value and there are no valuation reserves.

The Plan has a benefit-responsive investment contract with American United Life
Insurance Company (“AUL"). AUL maintains the contributions in a general account.
The account is credited with earnings on the underlying investmenis and charged
for participant withdrawals and administrative expenses. The investment contract
issuer is contractually obligated to repay the principal and a specified interest rate
that is guaranteed to the Plan.

Because the investment contracts are fully benefit-responsive, contract value is the
relevant measurement attribute for that portion of the net assets available for
benefits attributable to the investiment contract. 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.

There are no reserves against contract value for credit risk of the contract Issuer or
otherwise. The crediting interest rate is based on an agreed-upon formuia with the
issuer, but-cannot be less than 1% as of December 31, 2013. Such interest rates
are reviewed on an annual basis for resetting.

The investment contracts do not permit the insurance company to terminate the
agreements prior to the scheduled maturity dates.

PLAN TERMINATION

Although it has not expressed any intent to do so, the Hospital has the right under
the Plan to discontinue contributions at any time and to terminate the Plan subject
to the provisions of ERISA. In the event of plan termination, participants become
fully vested in their account balances.

12




VAN WERT COUNTY HOSPITAL
401(k) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2013 AND 2012

RISK AND UNCERTAINTIES

The Plan invests in various investment securities. Invesiment 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 ferm and that such changes could materially affect
participants’ account balances and the amounts reported in the statements of
net assets available for benefits.

INCOME TAX STATUS

The Internal Revenue Service has determined and informed the Plan, by letter,
dated March 31, 2008, that the Plan is designed in accordance with applicable
sections of the Internal Revenue Code (IRC). Although the Plan has been
restated since receiving the determination letter, the Plan administrator and the
Plan’s tax counsel believe that the Plan is designed and is currently being
operated in compliance with the applicable requirements of the IRC.

Accounting principles generally accepted in the United States of America require
management to evaluate tax positions taken by the Plan and recognize a tax
liability if the Plan has taken an uncertain position that more likely than not
would not be sustained upon examination by various federal and state taxing
authorities. Management has analyzed the tax positions taken by the Plan, and
has concluded that as of December 31, 2013 and 2012, there are no uncertain
positions taken or expected to be taken that would require recognition of a
liability or disclosure in the accompanying financial statements. The Plan is
subject to routine audits by taxing jurisdictions; however, theré are currently no
audits for any tax periods in progress. Management believes it is no longer
subject to Income tax examinations for years prior to 2010.

TRANSACTIONS WITH PARTIES-IN-INTEREST

All Plan investments are maintained by American United Life Insurance
Company. Certain administrative expenses, including costs to prepare the
annual IRS Form 5500 and the audit of the annual financial statements, are paid
by the Plan’s sponsor. Blue & Co., LLC is the Plan auditor.
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VAN WERT COUNTY HOSPITAL
401(k) PLAN

EIN: 34-4429514 Plan Numbert: 002

Schedule H., Line 4 | --- Schedule of Assets Held at End of Year
DECEMBER 31, 2013

(®) (b} (e) (d) {e)

Description of investment

Identity of issue, including maturity date,
borrower, lessor, rate of interest, collateral, Fair
_ or similar parly par or maturity value Cost Value

Ametrican United Life
* Insurance Company American United Life Fixed Account b $ 577,760

American United Life
Insurance Company
Pooled Separate

* Accounts: Alger Capital Appreciation Instl * 122,294
American Century Equity Income b 295,014
American Century Ginnié Mae ** 1,267,693
American Century Heritage hx 59,657
American Century Mid-Cap Value b 253,322
American Century Real Estate ** 784,892
American Century Small-Cap Value ** 1,814
American Funds Fundamental Investors ** 203,158
BMO Small-Cap Growth Fund ** 28,662
Columbia Seligman Com & Info A ** 1,352
Fidelity Adv Small Cap b 257,234
Frankiin Flex-Cap Growth ** 340,186
Goldman Sachs Mid-Cap Value * 1,873,490
Goldman Sachs Small-Cap Value ** 1,681,961
Goldman Sachs Tech Tollkeeper ** 170,550
Invesco Small-Cap Growth ** 405,649
Janus Balanced - 350,825
Lord Abbett Valus Opportunities ** 37,784
One America Asset Director ** 1,789
Oppenheimer Global Fund * §3,694
PIMCO Total Retum b 1,402,848
Prudentlial High-Yield b 6,962
Prudential Jennison Mid-Cap Growth * 144,613
Prudential Total Return Bond ** 71,020
Ridgeworth High Income * 58,345
Ridgeworth Large-Cap Value . 40,474
Ridgeworth Mid-Cap Value b 17,809
Russell Lifepoints 2015 Strategy o 158,479
Russell Lifepoints 2020 Strategy ** 217,295
Russell Lifepoints 2025 Strategy e 744,573
Russell Lifepoints 2030 Strategy ** 374,489
Russel! Lifepoints 2035 Straiegy * 419,272
Russell Lifepoints 2040 Strategy e 224,554
Russell Lifepoints 2045 Strategy ** 145,949
Russeli Lifepoints 2050 Strategy ** 130,328
Russell Lifepolnts 2055 Strategy > 10,970
Russell Lifepoints IN Retirement * 1,013

See accompanying report of independent auditors.
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VAN WERT COUNTY HOSPITAL

401(k) PLAN

EIN: 34-4429514 Plan Number; 002

Schedule H., Line 4 | --- Schedule of Assets Held at End of Year

DECEMBER 31, 2013

(@) (b) {c) (d) ()
Description of investment
Identity of issue, including maturlty date,
borrower, lessor, rate of interest, collateral, Fair
or similar party par or riaturity value Cost Value
SSgA Russell Small-Cap Index ** 18,081
5S8gA S&P 500 Index * 197,573
S5SgA S&P Mid-Cap 400 Index Strategy b 5,761
T. Rowe Price Equity-Income e 356,391
Thornburg International Value hid 235,567
Thornburg Limited-Term Income * 66,839
Total pooled separate accounts 13,200,334
Loans receivable Participant loans receivable, 5% - 6%
matuiity dates through November 30, 2016 -0- 234,899
14,012,993

* Party-in-interest

** Cost information not required for participant directed Investments.

See accompanying report of independent auditors.
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Schedule C Attachment for Line Item 3(e)

Plan Name G36148 VAN WERT COUNTY HOSPITAL 401K PLAN

Plan Number 002 Plan Year End 12/31/2013
EIN 34-4429514

Revenue Sharing Formula:

The investment options of the Plan include various portfolios within an AUL separate account.
The separate account in turn invests in investment portfolios of certain open-end management
investment companies. AUL receives indirect compensation from these investment companies
for the services provided by AUL.

The compensation received by AUL is computed by each investment company by multiplying
the daily account balance of the AUL separate account's interest in a particular portfolio by a
predetermined percentage rate negotiated with the investment company. This indirect
compensation is not charged to the plan or participants accounts but is paid directly by the
investment company.

The investment company, the underlying investment portfolio, and the annual compensation
percentages are shown below.

Investment Company Investment Portfolio Annual Percentage
AMERICAN CENTURY AmerCent MidCap Val A 0.60
INVESTMENTS

AMERICAN CENTURY AmerCent Ginnie Mae A 0.50
INVESTMENTS

AMERICAN CENTURY AmerCent Heritage A 0.60
INVESTMENTS

AMERICAN CENTURY AmerCent Eqty Inc A 0.60
INVESTMENTS

AMERICAN CENTURY AmerCent RealEstate A 0.60
INVESTMENTS

AMERICAN CENTURY AmerCent SmCap Val A 0.60
INVESTMENTS

AMERICAN FUNDS AmerFds Fdamental Invs R3 0.60
COLUMBIA MGMT INVESTMENT |Columbia Seligman Com & Info A 0.50
ADVISORS

FIDELITY INVESTMENTS Fidelity Adv SmCap T 0.60
FRANKLIN TEMPLETON Franklin Flex Cap Grth R 0.65
INVESTMENTS

FRED ALGER & COMPANY, INC |Alger Cap App Inst R 0.75
GOLDMAN SACHS ASSET GoldmanSachs MidCap Val S 0.60
MANAGEMENT

GOLDMAN SACHS ASSET GoldmanSachs SmCapVal Svc 0.60
MANAGEMENT

GOLDMAN SACHS ASSET GoldmanSachs Tollkeeper Svc 0.60
MANAGEMENT




Investment Company

Investment Portfolio

Annual Percentage

INVESCO Invesco SmCap Grth R 0.70
JANUS CAPITAL GROUP, INC Janus Balanced R 0.75
LORD ABBETT FUNDS Lord Abbett Val Ops R3 0.65
MARSHALL FUNDS INC. BMO SmCap Grth Y 0.25
ONEAMERICA FUNDS INC. OneAmerica Asset Director Adv 0.30
ONEAMERICA FUNDS INC. OneAmerica Money Mkt Adv 0.30
OPPENHEIMER FUNDS INC. Oppenheimer Global Fd N 0.60
OPPENHEIMER FUNDS INC. Oppenheimer Global A 0.50
PIMCO PIMCO Total Return R 0.60
PIONEER INVESTMENTS Pioneer Bond A 0.60
PRUDENTIAL INVESTMENTS Prudential Jenn Midcap Grth A 0.55
PRUDENTIAL INVESTMENTS Prudential High-Yield A 0.55
PRUDENTIAL INVESTMENTS Prudential Total Return Bond A 0.55
RIDGEWORTH RidgeWorth LarCap ValEqty A 0.60
RIDGEWORTH RidgeWorth MidCapVal Eqty A 0.60
RIDGEWORTH RidgeWorth High Inc R 0.60
RUSSELL INVESTMENT Russell LP In Ret Fd R3 0.70
COMPANY
RUSSELL INVESTMENT Russell LP 2020 Strat Fd R3 0.70
COMPANY
RUSSELL INVESTMENT Russell LP 2030 Strat Fd R3 0.70
COMPANY
RUSSELL INVESTMENT Russell LP 2040 Strat Fd R3 0.70
COMPANY
RUSSELL INVESTMENT Russell LP 2050 Strat Fd R3 0.70
COMPANY
RUSSELL INVESTMENT Russell LP 2055 Strat Fd R3 0.70
COMPANY
RUSSELL INVESTMENT Russell LP 2015 Strat Fd R3 0.70
COMPANY
RUSSELL INVESTMENT Russell LP 2025 Strat Fd R3 0.70
COMPANY
RUSSELL INVESTMENT Russell LP 2035 Strat Fd R3 0.70
COMPANY
RUSSELL INVESTMENT Russell LP 2045 Strat Fd R3 0.70
COMPANY
STATE STREET GLOBAL SSgA Russell SmCap Indx I 0.62
ADVISORS
STATE STREET GLOBAL SSgA S&P MidCap 400 Indx A 0.62
ADVISORS
STATE STREET GLOBAL SSgA S&P 500 Indx I 0.60
ADVISORS
T ROWE PRICE TRowePrice Eqty Inc R 0.65




Investment Company

Investment Portfolio

Annual Percentage

THORNBURG INVESTMENT Thornburg Intl Val R3 0.70
MANAGEMENT
THORNBURG INVESTMENT Thornburg Ltd-Term Inc R3 0.55
MANAGEMENT

Plan Type 1401PS




Attachment to 2013 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name VAN WERT COUNTY HOSPI TAL 401K PLAN

EIN: 34-4429514

Plan Sponsor's Name VAN VWERT COUNTY HOSPI TAL 002
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

ALGER CAP APP I NST R
MJUTUAL FUND SHARES

FRED ALGER & COVPANY | NC 122, 294
AVERCENT EQTY INC A
MJUTUAL FUND SHARES

AVERI CAN CENTURY | NVESTMENTS 225,014
AVERCENT G NNI E MAE A
MJUTUAL FUND SHARES

AVERI CAN CENTURY | NVESTMENTS 1, 267, 693
AVERCENT HERI TAGE A
MJUTUAL FUND SHARES

AMERI CAN CENTURY | NVESTMENTS 59, 657
AVERCENT M DCAP VAL A
MJUTUAL FUND SHARES

AVERI CAN CENTURY | NVESTMENTS 253, 322
AVERCENT REALESTATE A
MUTUAL FUND SHARES

AVERI CAN CENTURY | NVESTMENTS 784, 892

AMERI CAN CENTURY | NVESTMENTS

AVERCENT SMCAP VAL A
MUTUAL FUND SHARES

1,814




Attachment to 2013 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name VAN WERT COUNTY HOSPI TAL 401K PLAN

EIN: 34-4429514

Plan Sponsor's Name VAN VWERT COUNTY HOSPI TAL 002
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

AVERFDS FDAMENTAL | NVS
R3
MUTUAL FUND SHARES

AMERI CAN FUNDS 203, 158
AUL FI XED ACCOUNT

* | AMVERI CAN UNI TED LI FE I NS CO 577, 760

BMO SMCAP GRTH Y
MJUTUAL FUND SHARES

MARSHALL FUNDS | NC. 28, 662
COLUMBI A SELI GVAN COM &
I NFO A
MUTUAL FUND SHARES

COLUMBI A MGMT | NVESTMENT ADVI SORS 1, 352
FI DELI TY ADV SMCAP T
MJUTUAL FUND SHARES

FI DELI TY | NVESTMENTS 257, 234
FRANKLI N FLEX CAP GRTH R
MUTUAL FUND SHARES

FRANKLI N TEMPLETON | NVESTMVENTS 340, 195

GOLDMAN SACHS ASSET MANAGEMENT

GOLDVANSACHS M DCAP VAL
S
MJUTUAL FUND SHARES

1,873, 490




Attachment to 2013 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name VAN WERT COUNTY HOSPI TAL 401K PLAN EIN: 34- 4429514
Plan Sponsor's Name VAN VWERT COUNTY HOSPI TAL PN: 002
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value
GOLDVANSACHS SMCAPVAL
SvVC

MJUTUAL FUND SHARES

GOLDVAN SACHS ASSET MANAGEMENT 0 1, 681, 961

GOLDMANSACHS TOLLKEEPER
S
MJUTUAL FUND SHARES

GOLDVAN SACHS ASSET NMANAGEMENT 0 170, 550

I NVESCO SMCAP GRTH R
MJUTUAL FUND SHARES

| NVESCO 0 405, 649

JANUS BALANCED R
MUTUAL FUND SHARES

JANUS CAPI TAL GROUP | NC 0 350, 825

LOANS
5% TO 6%

PARTI Cl PANTS 0 234, 899

LORD ABBETT VAL OPS R3
MJUTUAL FUND SHARES

LORD ABBETT FUNDS 0 37,784

ONEAMERI CA ASSET
DI RECTOR ADV
MJUTUAL FUND SHARES

* | ONEAMERI CA FUNDS | NC. 0 1, 789




Attachment to 2013 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name VAN WERT COUNTY HOSPI TAL 401K PLAN EIN: 34- 4429514
Plan Sponsor's Name VAN VWERT COUNTY HOSPI TAL PN: 002
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

OPPENHEI MER GLOBAL A
MUTUAL FUND SHARES

OPPENHEI MER FUNDS | NC. 0 83, 694

PI MCO TOTAL RETURN R
MJUTUAL FUND SHARES

PI MCO 0 1,402, 848

PRUDENTI AL HI GH YI ELD A
MJUTUAL FUND SHARES

PRUDENTI AL | NVESTMENTS 0 6, 962

PRUDENTI AL JENN M DCAP
GRTH A
MJUTUAL FUND SHARES

PRUDENTI AL | NVESTMVENTS 0 144, 613

PRUDENTI AL TOTAL RETURN
BOND A
MUTUAL FUND SHARES

PRUDENTI AL | NVESTMVENTS 0 71,020

RI DGEWORTH HI GH I NC R
MJUTUAL FUND SHARES

Rl DGEWORTH 0 58, 345

RI'DGEWORTH LARCAP
VALEQTY A
MJUTUAL FUND SHARES

Rl DGEWORTH 0 40, 474




Attachment to 2013 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name VAN WERT COUNTY HOSPI TAL 401K PLAN
VAN VWERT COUNTY HOSPI TAL

Plan Sponsor's Name

EIN: 34-4429514

002

@

(b) Identity of issue, borrower, lessor, or similar party

(c) Description of investment including maturity date,

rate of interest, collateral, par, or maturity value.

(d) Cost

(e) Current

value

RI DGEWWORTH

Rl DGEVWORTH M DCAPVAL
EQTY A
MJUTUAL FUND SHARES

17, 909

RUSSELL | NVESTMENT

COVPANY

RUSSELL LP 2015 STRAT
FD R3
MJUTUAL FUND SHARES

158, 479

RUSSELL | NVESTMENT

COVPANY

RUSSELL LP 2020 STRAT
FD R3
MJUTUAL FUND SHARES

217, 295

RUSSELL | NVESTMENT

COVPANY

RUSSELL LP 2025 STRAT
FD R3
MJUTUAL FUND SHARES

744,573

RUSSELL | NVESTMENT

COVPANY

RUSSELL LP 2030 STRAT
FD R3
MUTUAL FUND SHARES

374, 489

RUSSELL | NVESTMENT

COVPANY

RUSSELL LP 2035 STRAT
FD R3
MJUTUAL FUND SHARES

419, 272

RUSSELL | NVESTMENT

COVPANY

RUSSELL LP 2040 STRAT
FD R3
MJUTUAL FUND SHARES

224,554




Attachment to 2013 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name VAN WERT COUNTY HOSPI TAL 401K PLAN

EIN: 34-4429514

Plan Sponsor's Name VAN VWERT COUNTY HOSPI TAL 002
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

RUSSELL LP 2045 STRAT
FD R3
MUTUAL FUND SHARES

RUSSELL | NVESTMENT COMPANY 145, 949
RUSSELL LP 2050 STRAT
FD R3
MUTUAL FUND SHARES

RUSSELL | NVESTMVENT COVPANY 130, 328
RUSSELL LP 2055 STRAT
FD R3
MJUTUAL FUND SHARES

RUSSELL | NVESTMVENT COVPANY 10, 970
RUSSELL LP IN RET FD R3
MJUTUAL FUND SHARES

RUSSELL | NVESTMENT COVPANY 1,013
SSGA RUSSELL SMCAP | NDX
I
MJUTUAL FUND SHARES

STATE STREET GLOBAL ADVI SORS 18, 081
SSGA S & P 500 | NDX |
MUTUAL FUND SHARES

STATE STREET GLOBAL ADVI SORS 197,573

STATE STREET GLOBAL ADVI SORS

SSGA S & P M DCAP 400
I NDX A
MJUTUAL FUND SHARES

5,761




Attachment to 2013 Form 5500

Schedule H, line 4i - Schedule of Assets (Held at End of Year)
Plan Name VAN WERT COUNTY HOSPI TAL 401K PLAN EIN: 34- 4429514
Plan Sponsor's Name VAN VWERT COUNTY HOSPI TAL PN: 002
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value
THORNBURG | NTL VAL R3
MUTUAL FUND SHARES
THORNBURG | NVESTMENT MANAGEMENT 0 235, 567
THORNBURG LTD- TERM | NC
R3
MUTUAL FUND SHARES
THORNBURG | NVESTVENT MANAGENENT 0 66, 839

T ROVE PRI CE

TROWNEPRI CE EQTY INC R
MJUTUAL FUND SHARES

0 356, 391




