Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1220-01 10

Department of the Treagury B en ef|t Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee 2013
Department of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of . . .
Employee Benefits Security Administration the Internal Revenue Code (the Code). This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

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

| 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 single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Part Il [ Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
HEALTH MANAGEMENT NURSING SERVICES 401(K) PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1999
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
QUALITY CARE NURSING SERVICE, INC. (EIN)  31-1385154
2C Sponsor’s telephone number
501 WASHINGTON STREET, SUITE 13 740-377-9095
SOUTH POINT, OH 45680-9208 2d Business code (see instructions)
621610
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 4b EIN

name, EIN, and the plan number from the last return/report.
a Sponsor's name 4c PN

5a Total number of participants at the beginning of the plan year ... 5a 97
Total number of participants at the end of the plan Year ... 5b 95
Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIELE TNIS HEM) .......vcvveiee ettt e st se sttt e e e eeee st et st ee st st e s e e e sesaetee st es s enenenesesesaenesesenenneneneees 5c 47

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStruCtioNs. ) ............ccccevevevevereeeeeeeeeeeees e, Yes |:| No

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............ccoooiiiiiiiiiiiiii e, Yes |:| No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... |:| Yes D No D Not determined

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, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 10/13/2014 DOUGLAS FREEMAN
HERE ) o Lo oo L

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) L o

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Preparer’s name (including firm name, if applicable) and address; include room or suite number (optional) Preparer’s telephone number (optional)
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2013)

v. 130118
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| Part lll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSELS .........ocveveveeeeeeeeeeeeeeeeeeeeeeeeeeee ] 7a 700265 846530
Total plan liabilities .............ccccooiiiiiiiii 7b
Net plan assets (subtract line 7b from line 7a) ..............c..c.ccococ....... 7c 700265 846530
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS ... 8a(1)
(2) PartiCIDANES ... 8a(2) 33594
(3) Others (including rollOVErs)............cueeeiiciiiiiiiaaiiieieaeeeeee ) 8a(3)
b Other income (loss) 8b 119000
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 152594
d Benefits paid (including direct rollovers and insurance premiums
10 ProOVIAE DENETILS) .........cveoeeveeeoeeeeoeeeeeeeeeeeeeeeeeeeersseereenenea 8d 6329
€ Certain deemed and/or corrective distributions (see instructions)...| 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other eXPENSES .......ccuviviiiiiiiiiiicieccc e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc.............) 8h 6329
i Netincome (loss) (subtract line 8h from line 8¢)............c.ccc.c..........] 8i 146265
j Transfers to (from) the plan (see instructions)............ccccoiiinniin 8j

Part 1V | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2J 2K 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

[PartV |Comp|ianceQuestions

10 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 X
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program).............. 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported X
oL oI 110 L= 0 T PSP 10b
C Was the plan covered by a fidelity DONA? ..........eeeeiiii e 10c X 50000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
OF AISHONESLY ...ttt e ettt e e et e e ettt e e e ab e e eateeeanteeeeanseeeeanbeeeaaneaaaans 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service, or other organization that provides some or all of the benefits under the plan? (See X
LTSS U Tt g T 10e 1249
f Has the plan failed to provide any benefit when due under the plan? .............cccocooeeeeeeeeeeeeeereen 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)................cccccceenn 10g X 61866
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.10T-3.) 1.ttt ettt et e e ree e 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 .......ccuoiiiiiiiiiiiie e 10i

IPart \ |Pension Funding Compliance

11

Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) AN INE 118 DEIOW) ...ttt 44ttt ettt a4 e sttt et e a4 e sttt et e e e e e sttt e e e e e antbbeeeaeeaaannbnbeeeaesannnrnen

D Yes |:| No

11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. | D Yes No

(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNG the WAIVET. ...c.veiiiiiiiiiee et e ettt e ettt e e et e et eeenineeas Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for thiS PIAN YEaI.................coeeveveeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e | 12b |
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C Enter the amount contributed by the employer to the plan for this plan year ...............c.cccoooviiiiiiiii 12c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGATIVE GIMOUNT)......eeeeee ettt e oottt et a4 44 ettt et e e e ettt e e e e e e eaanneeeeaaaaeaannteeeaaeaaaneneeaaaaaaaan
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?..............ccovveriereorerirnerinenn, | |:| Yes D No D N/A
|Part Vi | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any Plan YEar? .............c.c.ccueueeeeeviieeeeeeeeeee e I:I Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccoociiiiiiiie. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF N8 PBGC? ..o eeeeeeeeeeeeeeeeeeeeser e eeeeeeeeeeeeeeeeeeeseeessseeeceeeeeeeeeeeeeeeeseesessseeeeeeerereeeeereesessssssrereeeeeee [] Yes [ No

C 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.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s)

|Part VIiI |Trust Information (optional)

14a Name of trust 14b Trust's EIN
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Form 5500-SF | Short Form Annual Return/Report of Small Employee oS, et 0ose
. 9
|::lpll1l‘l':l£1 of he ‘gmnury Benefit Plan
riarmel Feveriue Sarvice This form is required 1o be filed under sactions 104 and 4065 of the Employee 201 3
Ciepartmant of Lobor Ratirement Income Securiy Act of 1974 (ERISA), end sectlona 8057(b) and 6058(a) of
Employss Benefia Sen ity Aamiriaaers the: Internal Revenue Code (the Code). This Form is Open to Public
I .
Paraian Bengfll Guaranly Gorporation » Gomplate all antrle 1 sccordance with the Instructions to the Form S500-SF. napaction

[ Part | ]Annual Report |dentification Information

For calandar plan year 2013 ar flacal plan year beginning gL/01/2013 and ending 12/31/2013
A This ratum/report is for; @ a single-employer plan D a multiple-employer plan (net multiemplayer) D & one-parficipant plan
B This raumireport is: [] the first returnfrepart D the final retum/report
[] an amended retumiraport [ ] a short plan year retumirepont (less than 12 menths)
€ Check box if fiing undar: Form 5558 |:| automatic extension D DFVC program

D special extension (enter d zscription)

[ Partll | Baslc Plan Information—enter all requeste Information

1a Name of plan 1b Three-digit
HEALTH MANAGEMENT NURSING SERVICES 401 (k) PLAN plan number
(PN) B 001
1¢c Effective date of plan
01/01/1558%
2a Plan sponsor's name end address; Includa room or sulte number (employer, if for a single-amplayer plan) 2b Employer Identification Number
QUALITY CARE NURSING SERVICE, INC. {EIN) 31-13B5154
. . 2c Sponser's lelephone number
501 Washington Street, Zuite 13 740-377-9095
2d Business code (see instructions)
SOUTH FOINT OH 456B0-5208 621610
3a Plan administrator's name and address ESEmE as Plan Sponsor Name @Same as Flan Sponsar Address 3b Adminizstrators EIN

3¢ Administrator's telephone number

4 |f the neme and/or EIN of the plan spanger has changed air ¢ the lasl retum/report filed for this plan, entarthe | 4b EIN

name, EIN, and the plan number from the last retum/repor

A Sponsor's name 4c PN
Ba Total number of participants at the beginning of the plan YEA s | GG 57
b Total number of participants at the end of the PIAN YBAF ... ... st eeeeee sh 95
G Number of partlclpants with aceount balancas ae of the end of the plan yenr (daﬂnad benafit plans do not
GMTIPIEEE TIS MY rrtvrrtiuinvranrerinvasvaneran e e or st aa bbbt 1 £400 8400010 bbb b et em e emnnmcemasnaes .| BC 47
64 Were all of the plan's assets during the plan year Inveated n ellglhle assets? (See instructiona.)... eereeeeemeerre @ Yes |:| No
b Are you claiming a waiver of the annual examination and re part of an Independent quallfied public aomuntant (]QF'A)
under 25 CFR 2520.104-457 (See Instructions on walver &l:.gibllity and condltions.)... . E] Yes D N

i you answered “No” to eithor line &a or line &b, the plen cannot use Form EEDD-SF and mmt Instaad usn Form 5500
€ I ihe plan Is a defined benefit plan, Ia It covered under the ['BGC Insurance program (see ERISA section 402137 ...... D Yes D No |:| Noi determined

Cuoutlon: A penaity for the late or Incomplete flling of this returnireport will be assessed unless reasonabie cause le established.

5B or Scheduls comple nd signe an enrollad actualy, as well a3 the electronic version of this return/raport, and ta the bast of my knowledge and

Under penalties of perjury and gther penaltigs set forth in the instructions, | declare that | have examined this retum/repart, including, If applicable, a Schedule
hellef, It Is true, ghrect, an plate. /?I
i

SIGN /0-04‘. 3_0/‘/ Douglas Freeman
! HERE Date Enter name of indlvidua! signing a3 plan administrator
SIGN F.p?— ‘Qp W |Douglas Freeman
HERE. Data Entar narme of individual signing as employer or plan sponsar
F'rupnrar s nama (Including firm namae, if applicable) end addres:;; indude room or suite number (optiona!) Praparar's telaphone number (optional)

~For Papervwork Awduction Act Notico and CMB Contral Numbors, soi the Instructione for Porm 5800-8F. Form BB00-3F [(2013)
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[ Part )l | Financial Information

7 Plan Assets and Liahililes {a) B.ga'nr“nﬂ of Yeoar {b) End of Yaar
a8 Taotal plan assats . 810120 e e eeseerreessranrenerneed TR 700265 B4E530
b Total plan labillties .., R—— 7h
C Net plan assets (subtract lina 7b from line TB) 7c 700265 B46530
B Incorne, Expenaes, and Trenafers for this Plan Year {a} Amount {b) Total
a Contributions received or receivable from:
(1) EMPIOYEIE .o i s s Ba{1)
{2) Participants.... PP PPRPPPOPY I (4 33554
(3) Others (Indudlng rnllouers) Aa(3)
b Other income (loss) ... errtrr e eee e T I 119000
€ Tofal Income (add lines Ba(1) 83(2) Ba{3),and 8b) ........... cocoeeee. Ac 152594
d Benefits pald (Includlng diract rollovars and Insuranss premlums
lo provide benefits) ... ST " G328
8 Certaln deemed and/or comaciiva dlstrlbutlans (see Instruc'mns) ..] Ba
f Administrative service providers (salaries, fees, COMMISSI0NS)....... af
_4 OhEr BXPENSRE ..o ris e sr e s e aa bt eeeeeemeone §g
h Tolal expanses {add lines &d, 8a, &f and - | T gh §329
i Net income {loss) (subtract line Bh from ling Be) ... veveeed 81 146265
[ Transfers to (from) the plan (see instructions) gj
| PartIV | Plan Characterlstics
9a |If the plan provides pension henefits, enter the epplicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2J 2K 3D
b |if tha plan provides walfare banefits, enter the applicable v-elfare feature codes from the List of Plan Characteristic Codes in the instnuctione:
| PartV |Complianca Questions
10 During the plan year: Yoz | No Amount
@ Was there a fallure to transmit to the plan any particlpant ontributlons within the thme period descrbed in X
29 CFR 2510.3-1027 (See instructions and DOL's Veolun ary Fiduciary Comection Program).............. 10a
b were lhere Bny nonexempt transactions with any party-ln intarast? (Do not include transactions reported
online 1da.}.... N L LR RS £t nm e s e e e e nms e e nncsnassoes s e enaneres 10b £
C  Wasthe plan covered by afidelity bond? .. —— 1oc| X 50000
d Old the plan have a Icaa. whather or not reimbursed by tha plﬂn B ﬂdeilty bond, that was caused by fraud X
or dishonesty?.... eear AT bR ehet e R et eeen et et et eanaen 10d
e Woere any fese or commggions paid to any brokers, agenwa or other persons by an Insurance camier,
insurance service, ar ather Drganlzatlun that pruwdes some or all of the benefits under the plan'i‘ (See x 1249
inatructions.) ... 100
f Has the plan failed to provide any benafit when due under the plan? ... ... 10f A
§ Did the plan have any particlpant loans? {If “Yes," enter anount as of year end.).............oooee. 10g X 6l866
h If this 18 an Individual account plen, was there 8 blackaut jiariod? (Sem instructions and 2% CFR X
1 1If 10h was answared "Yes,” check the box if you elther provided the required notice or ona of the
exceptions to providing the notice applied under 28 CFR IS20101-3 10i

|Part Vi |Penslon Funding Compliance

"

|5 this a defined heneafit plan subjact to minimum fundlng raqu:raments? (If "Yes." 32a insiructions and completa Schadule S8 (Farm

55600) and line 11a below) ...

[] ves [ wo

11a Enter the unpaid minimum reguired contribulion for currert year from Schedule SB (Form 5500) line 3%

| 11a |

12

Is this & defined contribution plan subject ta the minimum funding reduirements of section 412 of the Code or section 302 of ERISA? .. | ﬂ Yes |]E| No

(f "Yes,” complete line 124 or liney 12b, 126, 12d, and 122 below, as applicable.)

8 If a waiver of the minimum furiding standard for a prior yeir is being amortized in this plan year, see instructions, and anlaer the date of the letter ruling

granting the Walver. ... .. ... ... ;.. ... @@ Month Dy Year
If you completed line 124, complete lines 3, 8 and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this plan year .. | 12b I
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€ _Enler the smount contributed by the employer to the plan for this plan year ... . L
d Subtract the amount in line 12c from the ameunt in line 13 b, Erter the result (enlar a mim.usI 5|gn to the left of a 124
nagative amount)... L Ee g e n s e ect s es ot eyt rrregergs ree s e en i e,
8 Will the minimum fundmg amount reported on fine 12d ba met by the funding deadling?..........cooooooiv s s I D Yes D No I:I NiA
|Part Vil | Plan Terminations and Transfers of Assets
138 Haz a reaolution to tamminate the plan been S0opted N BNY PN YBAIT .......oooeoeoeeoseevr s eseeseesssnessesstanseneeeseeeeens oo |:| Yoo @ No
If *Yes," enter the amount af any plan assets that revertec to the employer this yaar ... e .| 138 T

b were all the plan assats distributed to participants or beneficiaries, transferred to anolher plan or bmught under the control
Of the PEGC? .oversomsssssespssee e [ Yes | No

€ If during this plan year, any assets of [abilities were trans'ered from this plan o another plan(s) |dent|fy the plan(s)
which aasats or liabllitias wars transfamed. (See instructions.)

13¢{1) Name of plan(s): 13c{2) EIN(s) 13c(3) PN(s)

|Part VIl | Trust Information {optional)

14a Name of trust 14b Trust's EIN




