Form 5500 Annual Return/Report of Employee Benefit Plan

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
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

OMB Nos. 1210-0110
1210-0089

2013

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 planis a collectively-bargained plan, check here. . . ... ... ... ... . . . .

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

|:| the DFVC program;

Part Il Basic Plan Information—enter all requested information

1a Name of plan
401(K) PROFIT-SHARING PLAN FOR EMPLOYEES OF HOSPICE HOME CARE, INC.

1b Three-digit plan

number (PN) » | 201

1c Effective date of plan
11/01/1994

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

HOSPICE HOME CARE, INC.

3955 CENTRAL AVE STE 6
HOT SPRINGS, AR 71903-1697

2b Employer Identification
Number (EIN)
71-0760807

2C Sponsor’s telephone
number
501-321-0003

2d Business code (see
instructions)
621498

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIIE%,\IIE Filed with authorized/valid electronic signature. 10/15/2014 JOHN PRATT
Signature of plan administrator Date Enter name of individual signing as plan administrator
:Ilzcla?l\lé Filed with authorized/valid electronic signature. 10/15/2014 JOHN PRATT
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Preparer’s telephone number
(optional)

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

Form 5500 (2013)
v. 130118




Form 5500 (2013) Page 2

3a Plan administrator's name and address Same as Plan Sponsor Name DSame as Plan Sponsor Address 3b Administrator’'s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor’'s name 4c PN
5  Total number of participants at the beginning of the plan year 5 373
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 377
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 11
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 388
€ 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 388
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 69 147
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 44
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) 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
401(K) PROFIT-SHARING PLAN FOR EMPLOYEES OF HOSPICE HOME CARE, INC. 001
plan number (PN) >
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HOSPICE HOME CARE, INC. 71-0760807
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

PRINCIPAL LIFE INSURANCE COMPANY

(c) 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
42-0127290 61271 523836 388 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

5031 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

TBS AGENCY INC 1776 PLEASANT PLAIN RD
FAIRFIELD, IA 52556-8757

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

5031 0 3

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 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 0
5 Current value of plan’s interest under this contract in separate accounts at year end 5 193
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
b Balance at the end of the PreVIOUS YEaI...............coc.c.oviieieeeeeeeeeeeeeeeeeeeeee e | 7b
C Additions: (1) Contributions deposited during the year............c....cccccocvevunne.. 7c(1)
(2) Dividends and credits....................
(3) Interest credited during the year
(4) Transferred from separate aCCOUNL..............ccoeveerveveeeeeeeeesseeeeeeeenennd 7c(4)
(5) Other (specify below)
4
(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)
d Total of balance and additions (add iNeS 70 @Nd 7C(B)). ...vviviveveeeeeeeieeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier ............coovovveveveeeceeeeeeeereeeee! 7e(2)
(3) Transferred to SEParate aCCOUNL..............cccoeveeeeeeeeeeeeeeeeeeeeeeeereneneesed 7e(3)
(4) Other (SPECIfY DEIOW) ........vvveieeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) Total dedUCHIONS........cc.eiiiiiiie e
f  Balance at the end of the current year (subtract line 7e(5) from line 7d) 0




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 001
401(K) PROFIT-SHARING PLAN FOR EMPLOYEES OF HOSPICE HOME CARE, INC.
plan number (PN) 4

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HOSPICE HOME CARE, INC. 71-0760807

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
PRINCIPAL LIFE INSURANCE COMPANY

42-0127290
(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2013

v.130118



Schedule C (Form 5500) 2013 Page 2- |1

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

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

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

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

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

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

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

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




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)

PRINCIPAL LIFE INSURANCE COMPANY

42-0127290
(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?

133750 64

CONTRACT
ADMINISTRATOR

5647

Yes No |:|

Yes No D

Yes D No

(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?

(9)

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

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)

(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 Page 4- |1

Part | |Service Provider Information (continued)

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

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

() 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.




Schedule C (Form 5500) 2013

Page 5- |1

‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(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




Page 6- |1

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 DFE/Participating Plan Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2013
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labor » File as an attachment to Form 5500. - - -
Employee Benefits Security Administration 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 001
401(K) PROFIT-SHARING PLAN FOR EMPLOYEES OF HOSPICE HOME CARE, INC. plan number (PN) >

C Plan or DFE sponsor’s name as shown on line 2a of Form 5500
HOSPICE HOME CARE, INC.

D Employer Identification Number (EIN)

71-0760807

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:  PRIN INTL SMALLCAP SEP ACCT-R3

b Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY

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

C EIN-PN 42-0127290-014 code 103-12 IE at end of year (see instructions) 39
a Name of MTIA, CCT, PSA, or 103-12 IE: PRIN U.S. PROPERTY SEP ACCT-R3
o ) PRINCIPAL LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a):
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
- 42-0127290-027 ’ ’ ’
C EIN-PN code 103-12 IE at end of year (see instructions) 38
a Name of MTIA, CCT, PSA, or 103-12 IE: PRIN INTL | SEPARATE ACCT-R3
b Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
C EIN-PN 42-0127290-048 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 39
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: PRIN SMCAP S&P 600 INDEX SA-R3
_ . PRINCIPAL LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a):
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
- 42-0127290-028 ’ ’ ’
C EIN-PN code 103-12 IE at end of year (see instructions) 39
a Name of MTIA, CCT, PSA, or 103-12 IE: PRIN MIDCAP S&P 400 IDX SA-R3
b Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 42-0127290-023 code 103-12 IE at end of year (see instructions) 39
a Name of MTIA, CCT, PSA, or 103-12 IE: PRINCIPAL STABLE VALUE SGNTURE
_ . UNION BOND & TRUST COMPANY
b Name of sponsor of entity listed in (a):
C EIN-PN 93-6274328-001 d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 113
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: PRIN TRUST TGT 2010 FD R3
o ) PRINCIPAL TRUST COMPANY
b Name of sponsor of entity listed in (a):
C EIN-PN 26-6447574-001 d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 36430
code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2013
v. 130118
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Name of MTIA, CCT, PSA, or 103-12 |[E: PRIN TRUST TGT 2015 FD R3

o . PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):

d Entity C € Dollar value of interest in MTIA, CCT, PSA, or
-PN 26-6447574-002 ) ) ) 4
EIN-PN code 103-12 IE at end of year (see instructions) 09535
Name of MTIA, CCT, PSA, or 103-12 IE: PRIN TRUST TGT 2020 FD R3
o ) PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):
EIN-PN 26-6447574-003 d Entity C € Dollar value of interest in MTIA, CCT,_PSA, or 131018
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: PRIN TRUST TGT 2025 FD R3
o ) PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or
-PN 26-6447574-004 ’ ’ ’ 125453
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE: PRIN TRUST TGT 2030 FD R3
PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 26-6447574-005 code 103-12 |E at end of year (see instructions) 95029
Name of MTIA, CCT, PSA, or 103-12 IE: PRIN TRUST TGT 2035 FD R3
L . PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or
- 26-6447574-006 ’ ’ ’ 121
EIN-PN code 103-12 IE at end of year (see instructions) 69
Name of MTIA, CCT, PSA, or 103-12 IE: PRIN TRUST TGT 2040 FD R3
o . PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):
EIN-PN 26-6447574-007 d Entity C € Dollar value of interest in MTIA, CCT,_PSA, or 108560
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: PRIN TRUST TGT 2045 FD R3
PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):
EIN-PN 26-6447574-008 d Entity C € Dollar value of interest in MTIA, CCT,_PSA, or 123280
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: PRIN TRUST TGT 2050 FD R3
o . PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):
EIN-PN 26-6447574-009 d Entity C € Dollar value of interest in MTIA, CCT,_PSA, or 8188
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |E: PRIN TRUST TGT 2055 FD R3
e ) PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or
-PN 26-6447574-010 ) ) , 2079
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: PRIN TRUST INCOME FUND R3
o . PRINCIPAL TRUST COMPANY
Name of sponsor of entity listed in (a):
EIN-PN 26-6447574-011 d Entity C € Dollar value of interest in MTIA, CCT,_PSA, or 18638
code 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

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

OMB No. 1210-0110

2013

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
401(K) PROFIT-SHARING PLAN FOR EMPLOYEES OF HOSPICE HOME CARE, INC. 001
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500
HOSPICE HOME CARE, INC.

71-0760807

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

b Receivables (less allowance for doubtful accounts):

(1) Employer contributions

(2) Participant contributions

(3) Other
C General investments:

(1) Interest-bearing cash (include money market accounts & certificates
of deposit)

(2) U.S. Government SECUNLIES .......c..uvevereeiiiiiieiee e ee e e
(3) Corporate debt instruments (other than employer securities):
(A) Preferred
(B) All other
(4) Corporate stocks (other than employer securities):
(A) Preferred

(B) Common

(5) Partnership/joint venture interests

(6) Real estate (other than employer real property)

(7) Loans (other than to participants)

(8) Participant loans

(9) Value of interest in common/collective trusts

(10) Value of interest in pooled separate accounts

(11) Value of interest in master trust investment accounts

(12) Value of interest in 103-12 investment entities.............cccccvvveveeeeeicinennnn.
(13) Value of interest in registered investment companies (e.g., mutual

(14) Value of funds held in insurance company general account (unallocated
contracts)

(15) Other

la

1b(1)

1b(2)

1b(3)

1c(1)

1c(2)

1c(3)(A)

1c(3)(B)

1c(4)(A)

1c(4)(B)

1c(5)

1c(6)

1c(7)

1c(8)

24767

34266

1c(9)

1016060

1127444

1c(10)

0 193

1c(11)

1c(12)

1c(13)

1c(14)

1c(15)

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

Schedule H (Form 5500) 2013
v. 130118
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1d

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

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

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

1040827

1161966

1g

1h

1i

1

1k

o|lo|o|o| o

1l

1040827

1161966

Part Il |Income and Expense Statement

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

a

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

(2) Noncash contribUtIONS ........cooiiiiiiiiie e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2).................
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of dEPOSIt).......cooiuriieieiii s

(B) U.S. Government SECUNLIES .........uueveeeeiiciiiiiieeeeeiiiee e e e eeiveeee e e e
(C) Corporate debtinstruments ...........ccceeeeciiiiiie i
(D) Loans (other than to participants) ...........cccocveveiiiieiniiee e
(E) Participant lo0@ns .........c.uuviiiieiiiiiiiiiee et
[ T2 =T SRR
(G) Total interest. Add lines 2b(1)(A) through (F)...
(2) Dividends: (A) Preferred stock

(B)  COMMON STOCK. .. .eiieieiiiiiiiire e e ettt e e et e e e e e e e e e e e e e e enes

(C) Registered investment company shares (e.g. mutual funds).............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES..eeiiie et a e e e a e e e ae s
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ......................
(B) Aggregate carrying amount (see instructions).............cccoeveeeviineeenn.
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result .................
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.......................

[(=3) T3 =T USSR

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

(a) Amount (b) Total
2a(1)(A) 0
2a(1)(B) 120303
2a(1)(C) 0
2a(2) 0
2a(3) 120303
2b(1)(A) 0
2b(1)(B) 0
2b(1)(C) 0
2b(1)(D) 0
2b(1)(E) 1725
2b(1)(F) 0
2b(1)(G) 1725
2b(2)(A)
2b(2)(B) 0
2b(2)(C) 0
2b(2)(D) 0
2b(3) 0
2b(4)(A) 0
2b(4)(B) 0
2b(4)(C) 0
2b(5)(A) 0
2b(5)(B) 0
2b(5)(C) 0




Schedule H (Form 5500) 2013
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts......................... 2b(6) 154221

(7) Net investment gain (loss) from pooled separate accounts....................... 2b(7) 5

(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) 0
.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 276254
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 149348

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

(B) ORI ..ttt 2e(3) 120

(4) Total benefit payments. Add lines 2e(1) through (3)........ccccovveverrerreureann. 2e(4) 149468
f Corrective distributions (see INStrUCHONS) ............cccvvverevireeeeeeeeecececeeeeeeieans 2f 0
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) 5647

(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) 5647
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2] 155115

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from iN€ 2d.............ooococccerrrssccreersssee 2k 121139
| Transfers of assets:

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

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

Part Ill | Accountant’s Opinion

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

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
@) [ ] Unqualified @ [ ] Qualified (3) [ ] Disclaimer @) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?

|:| Yes

|:|NO

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

(1) Name: (2) EIN:

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, or MTIA.

2) It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

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 401
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 0
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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 0

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 0

€  Was this plan covered by a fidelity boNd? ...........cooiiiiiiiii 4e X 265000

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
401(K) PROFIT-SHARING PLAN FOR EMPLOYEES OF HOSPICE HOME CARE, INC. plan number 001
(PN) 4
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HOSPICE HOME CARE, INC.
71-0760807
‘ 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):

42-0127290

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

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
year that increased or decreased the value of benefits? If yes, check the appropriate
box. If N0, check the “NO” DOX.......cc.cociiiiiiici

|:| Increase |:|Decrease |:| 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 Does the ESOP hold any Preferred STOCK? ..........oc.cueiveuieeeueeiueeieteteetetceeteaeete e et eae st se et ess et e et ese et ess et ese s etesessess s ese s etessete s esennne | | Yes |:| No

b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “DACK-t0-DACK” I0AN.) ........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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Form 5500

Dapartment of the Treasury
Intarnal Revenue Service

Department of Labor
Emplayee Banefits Security
Administration

Pensicn Benefit Guaranty Corporalicn

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sactions 104
and 4065 of the Employee Retirement income Security Act of 1974 (ERISA} and
sections 6047(e}, 6057(b}, and 6058(a)} of the Internal Revenue Code (the Code).

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

QOMB Nos. 1210-0110
1210-0089

2013

This Form is Open to Public
Inspection

Part] | Annual Report Identification Information

For calendar plan year 2013 or fiscal ptan year beginning

01/01/2013

and ending 12/31/2013

D a multiple-employer plan; or

A This return/report is for:

B This return/report is:

|:| a multiemployer plan;
&] a single-employer plan;

|:| the first return/report;

I:I an amended return/report;

[ ] a DFE (specify) __

|:| the final return/report;
|:| a short plan year return/repaornt (less than 12 months).

C Ifthe plan is a collectively-bargained plan, check here. . . ... .o o e e » i:l

D Check box if filing under: [x] Form 5558;

D automatic extension;

|:| special extension (enter description)

D the DFVC program;

Part i | Basic Plan Information—enter all requested information

1a Name of plan

401(K) PROFIT-SHARING PLAN FOR EMPLOYEES OF HOSPICE HOME CARE, INC.

1k Three-digit plan
number (PN) » 001

1¢ Effective date of plan
11/01/1994

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

HOSPICE HOME CARE, INC.

3955 CENTRAL AVE STE 6
HOT SPRINGS, AR 71903-1697

Number (EIN)
71-0760807
2¢ Sponsor's telephone
number
501-321-0003
2d Business code (see
instructions)
621498

Cautlon: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause |s established.

Under penalties of perjury and other penalties set forth in the instructions, 1 declare that | have examined this return/report, including accompanying schedules,

statements and attachments, as w'pﬂ as the electron version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete,

o (WM

10}l

Aoora- Ohwell

Signatfie of plan administrator

Date

Enter name of individual signing as plan administratoer

" BIGN

lol\tlrl,td AdRA Ohgell

HERE -
- | Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
. 8IGN
HERE .
Signature of DFE Date Enter name of individual signing as DFE

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

Preparer’s telephone number
(optional)

Form 5560 (2013)

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

v. 130118



Form 5500 {2013) Page 2

3a Plan administrator's name and address Same as Plan Sponsor Name DSame as Plan Sponser Address 3b Administrator's EIN
3c Administrater's telephone
number
4 i 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 Sponsors name 4¢c PN
5  Total number of participants at the beginning of the plan year 5 a73
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, &b, 6¢c, and 6d). S
A ACHVE PATICIDANIS ....cvevees eeriasseamsmensseasssesssssessssmesssssrsirissnssessssssssseass S, e eemreeee s et baspare e 6a 377
b Retired or separated participants receiving BENEMS ... i e st 6b 0
C Other retired or separated participants entitled fo future benefits..........cviin 6¢c 11
d Subtotal. AQH lINES BA, BB, NG BC..........covverieesiissssssresrssssssssssssesssrsrsssssesrsesssss ssssssssssasssssssssnsssresesrnssseesnsssnssense|_OG 388
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..., Ge Y
f Total. Add liNgs BA AN BE. vvevvvv.vverivevvessrmsrens merisrsearssersss e sees eseeseonresssesiessscassestsi s sees 6f 388
g Number of pariicipanis with account balances as of the end of the plan year (only defined contribution ptans
COMPIIE THIS MY . evervvoeee e eeeoitosvessss s seeess 142 sRssss eS8 s snrenssnes s sssssnssssenssnnns]_ O@) 147
h  Number of participanis that terminated employment during the plan year with accrued benefits that were
[ES5 ENAN 1OV VESLEA .........eviiessessisssessesssssssssrssssisssaseatssssaaesEssease s o588 8 e mE L5808 ER eSS A bR SR per sy 6h 44
7 Enter the total number of employers obligated to contribute to the plan {only muitiemplayer plans complete this item)......... 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2B 2F 2G 2J 2K 2T 3D
b Ifthe plan provides welfare benefits, enter the applicable welfare featurs codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance {1} Insurance
{2} Code section 412{e}{3) Insurance contracls {2} Code section 412{g)(3) insurance contracts
(3} Trust {3} Trust
(4) General assets of the sponsor {4} General assets of the sponsor
10 Check all applicable boxes in 10a and 10k to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions}
a Pension Schedules b General Schedules
1 R (Retirement Plan Information) () o H (Financial Information)
{2) D MB (Multiemployer Defined Benefit Plan and Certain Money (2) l I {Financial Information — Small Plan}
Purchase Plan Actuarial Information} - signed by the plan )] | _+. A (Insurance Information)
actuary @) € (Service Provider Information)
{3) |:| SB (Single-Emplayer Defined Benefit Plan Actuarial {6) ] D (DFE/Participating Plan Information)

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




401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC.
Deferral of Accountant's Examination and Report

December 31, 2013
EIN 71-0760807

Plan Number 001

Form 5500, Schedule H, Line 3d -
Deferral of Accountant's Opinion

The plan merged into another plan in March 2014, The final plan year will be a short year beginning
January 1, 2014 and ending March 3, 2014,

-In accordance with DOL Reg. 2520,104-50(b), the plan administrator elects to defer the accountant's
opinion for the plan year ended December 31, 2013. The annual report for the short plan year
ending March 3, 2014 will include a report of an independent qualified public accountant with
respect to the financial statements and accompanying schedules for both the plan year ending
December 31, 2013 and the plan year ending March 3, 2014.
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EMPLOYEES OF HOSPICE HOME CARE, INC.

Financial Statements
and

Supplemental Information

December 31, 2013
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401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC.
Statement of Net Assets Available for Benefits
December 31, 2013 and 2012

2013 2012
Assets _
Investments, at fair value $ 1,127,700 $ 1,016,060
Receivables
Participants' loans 34,266 24,767
Total assets 1,161,966 1,040,827
Net assets available for benefits $ 1,161,966 $ 1,040,827

See accompanying notes to the financial statements.



401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC.
Statement of Changes in Net Assets Available for Benefits
Year Ended December 31, 2013

Additions 013
Additions to net assets attributed to:
Investment income:

Net appreciation in fair value of investments $ 154,226
Interest and dividends 1,725
Total investment income 155,951
Contributions:
Participant 120,303
Total contributions 120,303
Total additions 276,254
Deductions
Deductions from net assets attributed to:
Benefits paid to participants 149,468
Administrative expenses : 5,647
Total deductions 155,115
Net increase in net assets available for benefits 121,139

Net assets available for benefits
Beginning of year 1,040,827

End of year $ 1,161,966

See accompanying notes to the financial statements.



401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC,
Notes to Financial Statements
December 31, 2013

1. Description of the Plan

The following description of the Plan provides only general information. Participants should
refer to the Summary Plan Description for a more complete description of the Plan's provisions,
which is available from the Plan administrator.

General

The Plan is a defined contribution plan covering all full-time employees of the Company who
are age 21 or older. The Plan, which became effective November 1, 1994, is subject to the
provisions of the Employee Retirement Income Security Act of 1974 (ERISA).

Contributions

Participants may contribute a percentage of their annual wages up to the maximum amount
allowed by the Internal Revenue Service. The employer may provide a matching contribution at
its discretion. No employer match has been provided since 2008. Contributions are subject to
certain limitations. Participants direct the investment of all contributions into any of the
investment options offered by the Plan.

Participant Accounts

Each participant's account is credited with the participant contribution and allocations of the
Company's contribution, if any, Plan earnings, and charged with an allocation of administrative
expenses, Allocations are based on participant earnings or account balances, as defined. The
benefit to which a participant is entitled is the benefit that can be provided from the participant's
vested account.

Vesting

Participants are immediately vested in their voluntary contributions plus earnings thereon.
Vesting in the Company's contribution portion of their accounts plus earnings thereon is based
on years of continuous service. A participant is fully vested in the profit sharing plan aiter six
years of continuous service. The nonvested balance is forfeited upon termination of service.



401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC.
Notes to Financial Statements
December 31, 2013

1. Description of the Plan (Continued)

Forfeited Accounts

At December 31, 2013 and 2012, forfeited nonvested accounts totaled $19,240 and $18,052,
respectively. These accounts will be used to reduce plan expenses.

Participant Loans

Participants may borrow from their fund accounts a minimum of $1,000 up to a maximum
equal to the lesser of $50,000 or 50% of their account balance. The loans are secured by the
balance in the participant's account and bear interest at rates ranging from 4.25% to 6%, which
are commensurate with local prevailing rates as determined quarterly by the Plan
administrator. Principal and interest is paid ratably through monthly payroll deductions.

Payment of Benefits

On termination of service due to death, disability or retirement, a participant may elect to
receive either a lump-sum amount equal to the value of the participant's vested interest in his
or her account, or an annuity payable over terms ranging from 36 to 180 months. For
termination of service due to other reasons, a participant may receive the value of the vested
interest in his or her account as a lump-sum distribution.

Plan Termination

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



401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC,
Notes to Financial Statements
December 31, 2013

2. Summary of Significant Accounting Policies

Valuation of Investments and Income Recognition

The Plan's investments are stated at fair value, Quoted market prices are used to value
investments. Shares of collective investment trust funds are valued at the net asset value of
shares held by the Plan at year end. Participant loans are valued at their outstanding balances,
which approximate fair value. The investment strategies of the collective investment trust
funds are to seek total return consisting of long-term growth of capital and current income.

Purchases and sales of securities are recorded on a trade-date 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 the Plan administrator to make estimates
and assumptions that affect the reported amounts and disclosures. Actual results could differ
from those estimates.

Payment of Benefits

Benefits are recorded when paid.

Operating Expenses

Most expenses of maintaining the Plan are paid by the Company.



401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC.
Notes to Financial Statements
December 31, 2013

2, Summary of Significant Accounting Policies (Continued)

Fair Value Measurements

The Plan determines the fair market values of its financial assets and liabilities, that are
recognized or disclosed at a fair value on a recurring basis, based on the fair value hierarchy
established in ASC 820-10. The standard describes three levels of inputs that may be used to
measure fair value.

Level 1

Quoted prices in active markets for identical assets. Level 1 assets include equity securities that
are traded in an active exchange market, as well as certain U, S. Treasury securities that are
highly liquid and are actively traded in over-the-counter markets.

Level 2

Observable inputs other than Level 1 prices, such as quoted prices for similar assets or
liabilities; quoted prices in markets that are not active; or other inputs that are observable or can
be corroborated by observable market data for substantially the full term of the assets or
liabilities. Level 2 assets and liabilities include debt securities with quoted prices that are traded
less frequently than exchange-traded instruments. This category generally includes U. S.
government and agency mortgage-backed debt securities and corporate debt securities.

Level 3

Unobservable inputs that are supported by little or no market activity and that are significant to
the fair value of the assets or liabilities. Level 3 assets and liabilities include items where the
determination of fair value requires significant management judgment or estimation.

Income Taxes
All income of the Plan is exempt from federal income tax as an organization described in

section 501(a) of the Internal Revenue Code. No part of the income or assets of the Plan shall
be distributed to, or insure to the benefit of, any individual,



401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC.
Notes to Financial Statements
December 31, 2013

2. Summary of Significant Accounting Policies (Continued)

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 value is the
amount participants would receive if they were to initiate permitted transactions
under the terms of the plan. As required by generally accepted accounting
principles, the Statement of Net Assets Available for Benefits presents the fair value
of the investment contracts as well as the adjustment of the fully benefit-responsive
investment contracts from fair value to contract value. The Statement of Changes in
Net Assets Available for Benefits is prepared on a contract value basis.

3. Investments
The Plan's investments were held by Principal Financial Group at December 31,

2013. The following table presents the Plan's investments. Investments that
represent 5% or more of total Plan assets are separately identified.

No, of Shares Fair Market Value

December 31 December 31

2013 2013
Collective Investment Trust Funds

PTC Target 2045 Fund 6,207 $ 123,280
PTC Target 2040 Fund 5,559 108,560
PTC Target 2035 Fund 3,604 69,120
PTC Target 2030 Fund 4,978 95,029
PTC Target 2025 Fund 6,745 125,453
PTC Target 2020 Fund 7,381 131,018
PTC Target 2015 Fund 23,741 409,535
1,061,995
Others ) 64,705

Total Investments $ 1,126,700




401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC.
Notes to Financial Statements
December 31, 2013

3. Investments (Continued)

The Plan's investments were held by Principal Financial Group at December 31,
2012. The following table presents the Plan's investments. Investments that
represent 5% or more of total Plan assets are separately identified.

No. of Shares Fair Market Value

December 31 December 31

2012 2012
Collective Investment Trust Funds

PTC Target 2050 Fund 5,577 $ 90,304
PTC Target 2040 Fund 6,454 103,655
PTC Target 2030 Fund 4,332 69,620
PTC Target 2025 Fund 6,666 105,721
PTC Target 2020 Fund 6,881 106,173
PTC Target 2015 Fund 27,566 422,593
898,066
Others ; 117,994
Total Investments 3 1,016,060

During 2013, the Plan's investments (including gains and losses
on investments bought and sold, as well as held during the year)
appreciated in value by $111,384 as follows:

Collective Investment Trust Funds $ 111,384




401 (k) PROFIT SHARING PLAN FOR 9
EMPLOYEES OF HOSPICE HOME CARE, INC.
Notes to Financial Statements
December 31, 2013

4. Information Certified to by Trustee of Plan

2013 2012
Collective Investment Trust Funds $ 1,127,444 $ 1,016,060
Registered Investment Companies 63 -
Other Investments 193 -

$ 1,127,700 $ 1,016,060

3. Risks and Uncertainties

The Plan invests in various investment securities. Investment securities are exposed to various risks
such as interest rate, market, and credit risks. Due to the level of risk associated with certain
investment securities, it is at least reasonably possible that changes in the values of investment
securities will occur in the near-term and that such changes could materially affect participants’
account balances and the amounts reported in the statement of net assets available for benefits.

6. Related Party Transactions

The Plan incurs expenses related to general administration and record keeping. The Plan sponsor
pays most of these expenses and certain accounting and auditing fees relating to the Plan.

The Plan holds investments in collective investment trust funds managed by Principal Financial
Group, which is a trustee of the Plan. These investments qualify as exempt party-in-interest
transactions,
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7. Fair Value Disclosures

As discussed in Note 2, 401(k) Profit-Sharing Plan for Employees of Hospice Home Care, Inc.
adopted the provisions FASB ASC 820-10. FASB ASC 820-10 defines fair value as the
exchange price that would be received for an asset or paid to transfer a lability (an exit price) in
the principal or most advantageous market for the asset or lability in an orderly transaction
between market participants on the measurement date. For additional information, refer to Note
2 "Summary of Significant Accounting Policies."

Fair Value Measurements Using

December 31, 2013 Assets at
Level 1 Level 2 Level 3 Fair Value
Collective Investment Trust
Funds $ - $ 1,127,444 - $ 1,127,444
Total Fair Value $ - $ 1,127,444 - $ 1,127,444

Fair Value Measurements Using

December 31, 2012 Assets at
Level 1 Level 2 Level 3 Fair Value

Collective Investment Trust
Funds $ - $ 1,016,060 - $ 1,016,060

Total Fair Value $ - $ 1,016,060 - $ 1,016,060

In accordance with FASB ASC 820, the plan uses net asset value per share to serve as a
practical expedient to estimate the fair value of Collective Investment Trust Funds. The Trust
Funds provide the plan with a net asset value per share as of December 31, 2013 that

has been calculated at fair value in a manner consistent with General Accepted Accounting
Principles for investment companies, The Trust Funds meet the requirements of FASB ASC
820 to allow the plan to value the investment on the basis of net asset value per share and the
plan had the ability to redeem its investment at net asset value at December 31, 2013.
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Subsequent Events

The 401(k) Profit Sharing Plan for Employees of Hospice Home Care, Inc. was merged
into another plan in March 2014,

Tax Status

The Plan is exempt from federal income taxes under Internal Revenue Code Section
501(a). The Plan is a prototype plan and the prototype's sponsor, Principal Financial Group
has been informed by the Internal Revenue Service that the Plan and related trust are
designed in accordance with applicable sections of the Internal Revenue Code. Although
the Plan's prototype has been amended since the determination letter, the Plan administrator
believes that the Plan is designed and is currently being operated in compliance with the
applicable requirements of the Internal Revenue Code.

The Plan currently evaluates all tax positions, and makes a determination regarding their
likelihood of being upheld under review. The Plan recognizes tax benefits for uncertain
tax positions as they are filed on the information return,

As of December 31, 2013, the Plan believes that all of its tax positions meet the "more
likely than not" criterion of generally accepted accounting principles. The Plan's
information returns for years ending December 2010 through 2013 are subject to
examination by the Department of Labor and the Internal Revenue Service generally for
three years after they were filed.
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SUPPLEMENTAL INFORMATION



(a)

(b)

Identity of Issuer

Target 2055 Fund
Principal Trust Co.

Target 2050 Fund
Principal Trust Co.

Target 2045 Fund
Principal Trust Co.

Target 2040 Fund
Principal Trust Co.

Target 2035 Fund
Principal Trust Co.

Target 2030 Fund
Principal Trust Co.

Target 2025 Fund
Principal Trust Co.

Target 2020 Fund
Principal Trust Co.

Target 2015 Fund
Principal Trust Co.

Target 2010 Fund
Principal Trust Co.

Income Fund
Principal Trust Co.

401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC,
Schedule of Assets Held at End of Year

December 31, 2013

Form 5500, Schedule H, Line 4i -
Schedule of Assets Held at End of Year

(c)

Description of Investment

102.08 units,
Common/Collective Trust

405.52 units
Common/Collective Trust

6,207.47 units
Common/Collective Trust

5,558.61 units
Common/Collective Trust

3,603.77 units
Common/Collective Trust

4,977.94 units.
Common/Collective Trust

6,744.78 units
Common/Collective Trust

7,381.30 units
Common/Collective Trust

23,741.14 units
Common/Collective Trust

2,232.24 units
Common/Collective Trust

1,344.73 units
Common/Collective Trust

EIN 71-0760807

Plan Number 001
(e)

(d) Current

Cost Value
1,852 2,079
7,020 8,188
100,545 123,280
89,723 108,560
57,790 69,120
80,390 95,029
107,016 125,453
112,997 131,018
360,681 409,535
32,728 36,430
17,883 18,638
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401 (k) PROFIT SHARING PLAN FOR
EMPLOYEES OF HOSPICE HOME CARE, INC,
Schedule of Assets Held at End of Year (Continued)

December 31, 2013
EIN 71-0760807
Plan Number 001
Form 5500, Schedule H, Line 4i -
Schedule of Assets Held at End of Year
(e)
(b) (c) (d) Current
Identity of Issuer Description of Investment Cost Value
Stable Value Fund 6.30 units 112 112
Morley Financial Common/Collective Trust
Adv High Income Fund ~ 3.50 units 38 38
Fidelity Mutual Funds
Total Return Fund 2.35 units 25 25
PIMCO Mutual Funds
Smcap Stock Index 1.0 unit 38 39
Principal Global Inv, Mutual Funds
Midcap Stock Index 1.07 units 38 39
Principal Global Inv,
International SEP 1.0 unit 38 39
Fidelity Management Mutual Funds
and Research
International Small Co, 47 unit 38 39
Principal Gl Investors Mutual Funds
US Property Sep Acct .06 unit 38 39
Principal Gl Investors
Participant Loans Participant Loans, Interest rate - 34,266

4.25% to 6.00%

NOTE: Column (a) * Denotes exempt parties-in-interest transactions,
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401 (k) PROFIT SHARING PLAN FOR

EMPLOYEES OF HOSPICE HOME CARE, INC,

Schedule of Delinquent Participant Contributions
December 31, 2013

EIN 71-0760807

Plan Number 001
Form 5500, Schedule H, Line 4a -
Schedule of Delinquent Participant Contributions
Total Fully
Participant Corrected
Contributions Under
Transferred Late Total that Constitute Nonexempt VCFP And PTE
To Plan Prohibited Transaction 2002-51
Check here if Late Contributions
Participant Loan Contributions Contributions Pending
Repayments are Not Corrected Cotrection
included: YES Corrected Qutside of VFCP  in VFCP
201 $401 $0
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