Form 5500 Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2014
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part 1 | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A This return/report is for: |:| a multiemployer plan; D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions); or

a single-employer plan; D a DFE (specify)
B This returnireport is: |:| the first return/report; D the final return/report;
|:| an amended return/report; D 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; D automatic extension;
|:| special extension (enter description)

D the DFVC program;

Part Il Basic Plan Information—enter all requested information

1a Name of plan
FAYETTE REGIONAL HEALTH SYSTEM TAX SHELTERED ANNUITY PLAN

1b Three-digit plan 001
number (PN) »

1c Effective date of plan
01/01/2001

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

500 WEST BERKLEY STREET 500 WEST BERKELEY STREET
UNIONTOWN, PA 15401 UNIONTOWN, PA 15401

2b Employer Identification
Number (EIN)
25-1451183

2C Plan Sponsor’s telephone
number
724-430-5000

2d Business code (see
instructions)
622000

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

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

SIGN |Filed with authorized/valid electronic signature.
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Preparer’s telephone number
(optional)

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

Form 5500 (2014)
v. 140124
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3a

Plan administrator's name and address DSame as Plan Sponsor

EXECUTIVE COUNCIL

THE UNIONTOWN HOSPITAL
500 WEST BERKELEY STREET
UNIONTOWN, PA 15401

3b Administrator's EIN

51-0629244

3C Administrator’s telephone

number

724-430-5290

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 ‘ 1506
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YE&T ................ccccevevieiverieeieeeeeee e 6a(1) 1054
a(2) Total number of active participants at the end of the PIAN YEA ........cc.cc.eveeveveeverreereeeeeeeeeeeeeseeeees s ses s 6a(2) 1070
b Retired or separated participants reCEIVING DENEFILS ..............ovvrurrereieieeeeeeeeeeeeeeetete et e et et s s st e e te et e s s s s s e eeeseeesenesen s 6b 0
C Other retired or separated participants entitled to future DENEefitS............ccviviiiiiiiii s 6¢c 383
d  Subtotal. Add lINES BA(2), B, ANA BC. ......ceeeeeevereeeeeeeeieeeeeteteteeeee et et e te e eeesees e eetesees s eseteestess s esessessstesess s esesetesesessenessseenanas 6d 1453
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccceviiiiiiii i, 6e 0
T Total. AddINES BU BNG BE. ....cvvivvveieiiiieececte ettt ettt ettt a ettt bbbt b et e st et et et et bt s s s s e s et et et et es s s s s seeens 6f 1453
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEIM) ....vvoveecee ettt ettt se st es et s st et ee s s et s e e e e s s e e et ene st en e e et s e ne et en s ee et s st et s e tssnenseneneeeesneneansnees 69 1222
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S than 100Y6 VESIEA .....cv.eveeseiseesesssssstssssssssesssesssssessssems et emsers s s et s et es st e st ee e ss e sttt ettt sttt ettt ensen st ansneas 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2F 2G 23 2M 2S 2T
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 1) 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 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) ) H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money 2) |:| I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ©) 1 A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) ] D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |_| G (Financial Transaction Schedules)
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Part IlI Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) .o e [] Yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2014 Form M-1 annual report. If the plan was not required to file the 2014 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to
enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information

OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the 2014
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 2014 or fiscal plan year beginning  01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
FAYETTE REGIONAL HEALTH SYSTEM TAX SHELTERED ANNUITY PLAN 001
plan number (PN) >
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FAYETTE REGIONAL HEALTH SYSTEM 25-1451183
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

LINCOLN NATIONAL LIFE INSURANCE CO.

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From (9) To
35-0472300 65676 96-9658476 01/01/2014 12/31/2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

0 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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization 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
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) 2014

v. 140124
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(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) 2014

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
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAMTIEI..........ceuiieeeeeeeeeeceee ettt ee et ee ettt ee et sttt et e e e s et st e e e enn s s s eeen 6b
C  Premiums due but unpaid at the end Of the YEaAr............eeiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCy, ENTEr AMOUNL. ..........coiiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies ) 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: Q) D deposit ad

?3) D guaranteed investment

Balance at the end of the previous year

ministration 2) |:| immediate participation guarantee

4) other P GROUP VAR ANNUITY WITH GUARANTEED FUND

42101

f

Additions: (1) Contributions deposited during the year.............c.c.ccceeueueunen. 7c(1)

(2) Dividends and credits....................
(3) Interest credited during the year
(4) Transferred from separate account..
(5) Other (specify below)
4

(6)Total additions...........cceevvvvieeereennnnns
Total of balance and additions (add lines
Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account........
(4) Other (specify below) ............ccvvveeeee.

»

(5) Total deductions............ccceeeeveuivrennn.
Balance at the end of the current year (subtract line 7e(5) from line 7d)

845

845

LR () TN |

42946

7e(2)

e T7e(3)

........................................................ 7e(4)

42946
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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) AMOUNE FECEIVEM.........uuviiieeeeiiieieee et e e e e e e
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reserve 9a(3)

(@) Earned ((1) + (2) = (3))-rvveereeeereremeeeeeeeseresseeisnnes

b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESEIVES ..........cc.ceeveeeveeeeeeeeeeeeeeeneeeens 9b(2)
(3) Incurred claims (2Ad (1) AN (2)) +.oveerveeeeereeeeereeeeere et esteeeeereereeetesseesteatestesreeereaseessesseesseaneessesseesreeseessesneens 9b(3)
(NN Y Tl a =T (o T=Y RSO 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AA) COMMISSIONS ....veveveveeeeeeee ettt eee et e et et ete et et ens e areaaeeee s 9c(1)(A)
(B) Administrative service or other fees..............ccceevveveeeveeeeeeeenennn 9¢c(1)(B)
(C) Other SPECific aCQUISIION COSES .........c..eveveeeeeeeeeieeeeeeeserseseesseeeans 9c¢(1)(C)
(D) OthET EXPENSES. ... eees e eee e 9c(1)(D)
(E) TAXES c.eveeeeeeeeeeeeee et eesee sttt en s en st en e eneneeaas 9c(1)(E)
(F) Charges for risks or other contingencies..............ccovevevvrereeeernenn. 9c(1)(F)
(G) Other retention CRAIGES .......v.veevevreeeeeeeeeerereeeeeseseeseesesesereseenees 9c(1)(G)
(G TSIt I (=3 (=1 1 (1o TR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).......ccovveennn. 9c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . 9d(1)
(2) CIAIM FESEIVES ...ttt ettt ee et e e s e et et e s et e e et e s et e s e et e se et et e ee et easeeeseesete et et e s etenseteseesean e eeens 9d(2)
(B) OtNEI TESEIVES. .....evevetetee ettt ettt et e et e et e teeteeteete et e st esseseeteeteetesteetestessenseteeteste b estessensesseasetestesensensaseas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .........cccovveieiiiiiinnens 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAITIEN ..........ocuuiiiiii i 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..............cccccveernnne 10b
Specify nature of costs P
Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes |:| No

12 If the answer to line 11 is “Yes,” specify the information not provided. »



SCHEDULE C

Service Provider Information OMB No. 1210-0110
(Form 5500)

2014

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).

Department of Labor

) This Form is Open to Public
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending  12/31/2014

A Name of plan B Three-digit

FAYETTE REGIONAL HEALTH SYSTEM TAX SHELTERED ANNUITY PLAN 001
plan number (PN) 4

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

FAYETTE REGIONAL HEALTH SYSTEM 25-1451183

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)

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

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

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

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

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2014

v.140124
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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

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

LPL FINANCIAL CORPORATION

ATTN CARMELA WILLIAMS
9785 TOWNE CENTRE DRIVE
SAN DIEGO, CA 92121

(b) ©) (d) N o (0 | @ )
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
27 INVESTMENT 81970 3867
ADVISOR Yes No |:| Yes D No Yes D No
() Enter name and EIN or address (see instructions)
NATIONWIDE ONE NATIONWIDE PLAZA
COLUMBUS, OH 43215
31-1592130
(b) ©) (d) N o (0 | . )
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
15 RECORDKEEPER 187794 5169
Yes No|:| YesD No YesD No

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

CAPITAL RETIREMENT PLAN SERVICES

501 CORPORATE DRIVE
SUITE 215
CANONSBURG, PA 15317-8584

25-1802421
(b) (c) (d) (€) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or

a party-in-interest

sSponsor)

disclosures?

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

estimated amount?

12 37 49

THIRD PARTY
ADMINISTRATO

13977

Yes No |:|

Yes D No

18296

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

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

o) © o) NI O @ NON

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
Yes|:| No|:| YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)

(b) ©) (d) e o0 . o UM
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes|:| No|:| YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)

(b) ©) (d) e o0 . @ UM
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
sSponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes |:| No |:|

Yes D No D

Yes D No D
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Part | |Service Provider Information (continued)

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

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

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

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

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

() Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(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.




Schedule C (Form 5500) 2014
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Schedule C (Form 5500) 2014

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:

a Name: b EIN:

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:




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

2014

This Form is Open to Public

» File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation
For calendar plan year 2014 or fiscal plan year beginning  01/01/2014 and ending 12/31/2014
A Name of plan B  Three-digit
FAYETTE REGIONAL HEALTH SYSTEM TAX SHELTERED ANNUITY PLAN
plan number (PN) 4 001

C Plan sponsor’s name as shown on line 2a of Form 5500
FAYETTE REGIONAL HEALTH SYSTEM

25-1451183

D Employer Identification Number (EIN)

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete lines 1b(1), 1b(2), 1c(8), 19, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year

a Total noninterest-bearing Cash ...........ccccoiiiiiiii e la

b Receivables (less allowance for doubtful accounts):

(1) EMPIOYEr CONHDULIONS. ..........veeereieeieeeeeeeeeee st en s eeeeenas 1b(1)
(2) Participant CONtHBULONS ..............oveuevevereseeeseeseeeeseseseseseseeneeeseneneenans 1b(2)
)T 13T OSSO 1b(3) 0
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1) 09753 519733
OF AEPOSIL). .ottt e e e e e ananes
(2) U.S. GOVEINMENE SECUILIES ......eeeeeeeeeeeeeeeeeeeeeeeeeeeeee e eeeeeen 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEA ...t 1c(3)(A)
(B) AlLOtNET ...ttt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEfEITEA ...ttt 1c(4)(A)
(B) COMMON...eiviiiieeeeees ettt ne ettt 1c(4)(B)
(5) Partnership/joint venture interests 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PArtiCiPANtS) ............coevevevrruerreerireeeseessessenneenans 1c(7)
(8) PArtiCIDANT I0ANS ........eveeeoeeeee e 1c(8) 558437 636419
(9) Value of interest in commOon/CollECHVE trUSES ............ceeeereeeeererereeeeenns 1c(9)
(10) Value of interest in pooled separate aCCOUNES ..........cocevevvrevrrrernnnnns 1c(10)
(11) Value of interest in master trust investment accounts ............................ 1c(11)
(12) Value of interest in 103-12 investment entities. ...........cocoovevveeeevevrenenn. 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual 1c(13)
FUNAS). ettt e n 31699639 33017760
o) e e oot | 1ea) 42101 0
(15) OtNET 1.ttt 1c(15)

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

Schedule H (Form 5500) 2014
v. 140124
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1d

Employer-related investments:

(1) EMPIOYEI SECUIMTIES ...ceiieeiiiiiiiieeee e ettt ettt e e et e e e e e e e e e e ennes
(2) EMPIOYET real PrOPEITY ...coeeiieeee ettt ettt et e e e e e e e e e eanees
Buildings and other property used in plan operation ............cccccovvveeinieeenineen.
Total assets (add all amounts in lines 1a through 1€) ......ccccceevvviiviveeeeeiinennnn.

Liabilities

Benefit claims payable.............oooiiiiiiii
Operating PAYADIES ......coouiiiiiiiie e
Acquisition indebtedness

Other liabilities..........ccoveiiiiiii e
Total liabilities (add all amounts in lines 1g throughlj) ...........ccccvveeeenn.
Net Assets

Net assets (subtract line 1k from line 1f).......cccooiiiiiiiiie i

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

32502930

33873912

1g

1h

1i

1

1k

1l

32502930

33873912

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...........cccccovniiinnnennn.
(B) Participants .......ccccceeveivinenenn.

(C) Others (including rollovers)....

(2) NONCash CONIDULIONS .....cccoiiiiiiiiiie 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 dePOSIL).......coiuuriiiieiiiee e

(B) U.S. GOVEINMENE SECUIMTIES ..c.vvvvviieeeeeeciiieieee e e seieveee e e e e ssineneeeeeeeene
(C) Corporate debt INStrUMENTS .........cccuviiiiiiiiiiie e
(D) Loans (other than to partiCipants) .........cccccovveeerieeeiniieeniee e
(E) PartiCipant I0@NS .........ueeeiiiiieiiiie et
[ T ¢ 2 =] (OSSR,
(G) Total interest. Add lines 2b(1)(A) through (F)...
(2) Dividends: (A) Preferred stock

(B)  COMMON STOCK. .. etteeiiiiiiiiiieeeesiiiiee e e e e esiitae e e e e e e sntare e e e e e eneneeeeaeesnnnes

(C) Registered investment company shares (e.g. mutual funds).............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(63 LTS 01 £ RS SSRR
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ............ccc.......
(B) Aggregate carrying amount (See inStructions) ...........cccceeevcvvvveeeeeninnnns
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...........c..c.......

[(=3) T ¢ 2 =T SRR

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) @Nnd (B).......ceeeeiiiiiiiiiieeee e

(a) Amount

(b) Total

2a(1)(A)

2a(1)(B)

2090966

2a(1)(C)

57057

2a(2)

2a(3)

2148023

2b(1)(A)

157

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

18573

2b(1)(F)

2b(1)(G)

18730

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total

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

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

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

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

) CoTpaNes (o.0. MULA TS e 20(10) 2172857
€ OHEI INCOME. ..o eeee e ee st se s esnanes 2c 1292
d Total income. Add allincome amounts in column (b) and enter total..................... 2d 4340902
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 2601647

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

(B) OHNET .ottt ettt 2e(3) 53

(4) Total benefit payments. Add lines 2e(1) through (3)........cccccvvveererreureen. 2e(4) 2601700
f Corrective distributions (S€e INStIUCHIONS) ........cvoveveveeeeeeeeeeeeeeeee e 2f
g Certain deemed distributions of participant loans (see instructions)................ 29 82595
N INEEIESt EXPENSE ..o 2h
i Administrative expenses: (1) Professional fees............ccoeveeerereveverereeennnnn, 2i(1)

(2) Contract adMINISTALOr FEES.............cveveeeieeeeeeeeeeeseeeeseeeee et s e, 2i(2)

(3) Investment advisory and management fees. ........cccouiviieiiieiiiiiiiee e 2i(3)

(A) ONEI ..ottt ettt 2i(4) 285625

(5) Total administrative expenses. Add lines 2i(1) through (4)..........cccocovuu.... 2i(5) 285625
| Total expenses. Add all expense amounts in column (b) and enter total........ 2] 2969920

Net Income and Reconciliation

k Net income (loss). Subtract ine 2j from N 2.............eeeecoeoocecereecesceresscersrersssriin 2k 1370982
| Transfers of assets:

(1) TO NS PIAN.....veeeveceeeee ettt es et 2(1)

(2) FFOM thiS PIAN c..ecvvvveeeeeeeeeee et sesas 2(2)

Part Ill | Accountant’s Opinion

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

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

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? Yes D No

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

(1) Name:BKD, LLP (2) EIN: 44-0160260

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 IV. MTIAs, 103-12 IEs, and GIAs do not complete lines 4a, 4e, 4f, 4q, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l.

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) ..... 4a X

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEO.) - oo eeee e ee e e e oo e e e e st e e e e s e e s e 4b X
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Yes No Amount

C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccccceviiiinenenn. Ac X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is
CRECKEE. ). e ee e e e et e e e e e e oo s e e e e et e e e e e e 4d X

€  Was this plan covered by a fidelity BONd? ...........oooiiiiiiii 4e X 1000000

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF dISNONESLY? ..o e e et e e e e e e e e e aeeeas 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?...........ccccooevuieieeeeniiicinnnns 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 reqUIrEMENTS.) .......ccoiiiiuiiiiie i 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 reqUIrEMENTS.) ........uueiiiiiiiiiiei e 4 X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control 0f the PBGC? .........coociiiiiiiiiiiiieeeiee e 4k
| Has the plan failed to provide any benefit when due under the plan?..........ccoccooeiiiiiiiiinneenn. 4

m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.) c.vt ittt h e E et E R bttt Rt b e bttt n et eene s 4m X

n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3..........cccceeeeiiiinnens 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..............ccceecuene |:| 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 planis 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) 2014
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
epartment of Labor .
Employee Benefits Security Administration Inspection.

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500.

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
FAYETTE REGIONAL HEALTH SYSTEM TAX SHELTERED ANNUITY PLAN plan number
(PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FAYETTE REGIONAL HEALTH SYSTEM 25-1451183

‘ 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
INSTIUCTIONS . ...ttt e e bbb e e e bt e e s b et e e e bt e e e s hb e e e s e b b e e e sab e e e e e sbb e e e sab e e e s baeeeesaneas 1

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):

EIN(s):

31-1592130

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
AdMINIStrator AGrEE WIth the CRANGE?.........c.eveeeeeeeeeeeeee e eeee e e et e et et et e et es e s en e eesseeeees s eeeeeeeseesseeeeeeeeseneseees D Yes D No D N/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

DOX. I N0, CHECK thE “NO” BOX......c.eviviviveieieieiiiiiitesieietete ettt s s D Increase D Decrease D Both D 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 @ny Prefermed SIOCK? ..........cciiuitiiiriieiieieieteteesee st eeeees et sttt ee et s e sttt eses e b s es b en e ae e e enes : Yes |:| No

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

(See instructions for definition of “DACK-t0-DACK” I0AN.) ........eiiiiiiiiii e e e e e e e e e e eanes

12 Does the ESOP hold any stock that is not readily tradable on an established SeCUrities Market?...........ccoeereenrrieneieniieenecens D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2014

v. 140124
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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:

= T Yo U =Y 0T A== S 1l4a
b The plan year immediately preceding the CUITENt PIan YEaT..............ccceeeeveveeeeeeeeceeeeeeeees oo en e 14b
C  The second PreCeding PIAN YA .........ocuuii ittt ettt e ea et e ettt e e st e e et e et e nbbeeeaeeeeas 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............ccccovcveevinen. 15a

b The corresponding number for the second preceding PIAN YEAY ..............coveveueeeeeererereeeeeeeeeereeeeseererenerenenes 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 ..........ccccooiiiiiiiiiiiiiiieeeeeenes 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh Withdrawn EMPIOYEIS ... e e e s s e e e e s s r e e e e s s annreeeaaaaas

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENT. ... e s e e e e et e s s st e e s e s s s st s e e s e aanes |:|

| 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 ...t — ettt ——————————————————————————————————

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

a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

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

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
C  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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Independent Auditor’s Report

Plan Administrator
Fayette Regional Health System Tax Sheltered Annuity Plan
Uniontown, Pennsylvania

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of Fayette Regional Health System Tax
Sheltered Annuity Plan, which comprise the statements of net assets available for benefits as of
December 31, 2014 and 2013, and the related statements of changes in net assets available for benefits for
the years then ended, and the related notes to the financial statements.

Management’s Responsibility for the Financial Statements

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

Auditor’'s Responsibility

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

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and Regulations for Reporting
and Disclosure under the Employee Retirement Income Security Act of 1974, the plan administrator
instructed us not to perform, and we did not perform, any auditing procedures with respect to the
information summarized in Note 3, which was certified by The Nationwide Financial Services, Inc., the
custodian of the Plan, except for comparing such information with the related information included in the
financial statements. We have been informed by the plan administrator that the custodian holds the Plan’s
investment assets and notes receivable from participants and executes transactions related to these assets.
The plan administrator has obtained certifications from the custodian as of and for the years ended
December 31, 2014 and 2013, that the information provided to the plan administrator by the custodian is
complete and accurate.
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Disclaimer of Opinion

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

Supplementary Information

The supplemental schedule listed in the table of contents is required by the Department of Labor’s Rules
and Regulations for Reporting and Disclosure under the Employee Retirement Income Security Act of
1974 and is presented for the purpose of additional analysis and is not a required part of the financial
statements. Because of the significance of the matter described in the Basis for Disclaimer of Opinion
paragraph, we do not express an opinion on this supplemental schedule.

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

The form and content of the information included in the financial statements and supplemental schedule,
other than that derived from the information certified by the custodian, have been audited by us in
accordance with auditing standards generally accepted in the United States of America and, in our

opinion, are presented in compliance with the Department of Labor’s Rules and Regulations for
Reporting and Disclosure under the Employee Retirement Income Security Act of 1974.

BED Lwp

Springfield, Missouri
July 29, 2015

Federal Employer Identification Number: 44-0160260



Fayette Regional Health System Tax Sheltered Annuity Plan
Statements of Net Assets Available for Benefits
December 31, 2014 and 2013

Assets
2014 2013
Investments, At Fair Value $ 33,237,493 $ 31,944,493
Notes Receivable from Participants 636,419 558,437
Net Assets Available for Benefits $ 33,873,912 $ 32,502,930

See Notes to Financial Statements 3



Fayette Regional Health System Tax Sheltered Annuity Plan
Statements of Changes in Net Assets Available for Benefits
Years Ended December 31, 2014 and 2013

2014 2013
Investment Income
Net appreciation in fair value of investments $ 1,270,023 $ 4,338,354
Interest and dividends 904,283 791,132
Net investment income 2,174,306 5,129,486
Interest Income on Notes Receivable from Participants 18,573 16,338
Contributions
Participants 2,090,966 2,377,955
Rollovers 57,057 147,249
2,148,023 2,525,204
Total additions 4,340,902 7,671,028
Deductions
Benefits paid directly to participants 2,684,295 3,734,542
Administrative expenses 285,625 263,987
Total deductions 2,969,920 3,998,529
Net Increase 1,370,982 3,672,499
Net Assets Available for Benefits, Beginning of Year 32,502,930 28,830,431
Net Assets Available for Benefits, End of Year $ 33,873,912 $ 32,502,930

See Notes to Financial Statements



Fayette Regional Health System Tax Sheltered Annuity Plan
Notes to Financial Statements
December 31, 2014 and 2013

Note 1. Description of the Plan

The following description of Fayette Regional Health System Tax Sheltered Annuity Plan (Plan)
provides only general information. Participants should refer to the plan document for a more
complete description of the Plan’s provisions.

General

The Plan is a defined contribution plan according to Code Section 403(b) sponsored by The Fayette
Regional Health System (Health System) for the benefit of its employees. The Uniontown Hospital
and Fayette Homecare (FHC) are also participating employers. Employees are immediately
eligible to participate in the Plan as a contributing participant upon commencement of employment.
The Plan is subject to the provisions of the Employee Retirement Income Security Act of 1974
(ERISA). During 2013, the Management Executive Committee of the Uniontown Hospital served
as the administrator of the Plan. Effective January 1, 2014, the Executive Council of the
Uniontown Hospital serves as the administrator of the Plan. The Nationwide Financial Services,
Inc. (Nationwide) serves as plan custodian.

Effective June 2013, FHC was consolidated into an unrelated third party, and ceased being a
participating employer and therefore, its employees as of that date are no longer eligible to
participant in the Plan. The event did not qualify as a partial plan termination.

Contributions

The Plan permits eligible employees through a salary deferral election to have the Health System
make annual contributions of up to the maximum allowed by the Internal Revenue Code.
Employee rollover contributions are also permitted. Participants who have attained age 50 before
the end of the plan year are eligible to make catch-up contributions. The Plan allows for special
code Section 403(b) catch-up contributions for those participants with 15 years of service.
Contributions are subject to certain Internal Revenue Code limitations.

Participant Investment Account Options

Investment account options available include various funds. Each participant has the option of
directing the contributions to his account into any of the separate investment accounts and may
change the allocation daily.

The Plan Document also includes an automatic deferral feature, which is effective 90 days after the
participant becomes eligible to participate in the Plan, whereby a participant is treated as electing to
defer 5% of eligible compensation unless the participant made an affirmative election otherwise.

Participant Accounts

Each participant’s account is credited with the participant’s contribution and plan earnings, and is
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.



Fayette Regional Health System Tax Sheltered Annuity Plan
Notes to Financial Statements
December 31, 2014 and 2013

Vesting

Participants are immediately vested in their voluntary contributions and past Health System’s
contributions plus earnings thereon.

Notes Receivable from Participants

Participants may borrow from their accounts a minimum of $1,000 and up to a maximum of
$50,000 or 50% of their vested account balance, whichever is less. All loans are secured by the
balance in the participant’s account and are repayable over a period not to exceed five years (except
for loans for the purchase of a principal residence) through payroll withholdings unless the
participant is paying the loan in full. Interest on the loans is based on the prime rate charged by the
most prominent bank in the city where the Plan is administered.

Payment of Benefits

Upon termination of service, a participant may elect to receive a lump-sum amount equal to the
value of his account or have the balance rolled to an IRA or another plan. Withdrawals other than
for termination are permitted under circumstances provided by the Plan.

Note 2:  Summary of Significant Accounting Policies

Basis of Accounting

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

Use of Estimates

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

Investment Valuation and Income Recognition

Quoted market prices if available, are used to value investments. Mutual funds are valued at the
net asset value (NAV) of shares held by the Plan at year end.

The fair value of the fixed income account is calculated by discounting the related cash flows based
on current yields of similar instruments with comparable durations considering the creditworthiness
of the issuer.



Fayette Regional Health System Tax Sheltered Annuity Plan
Notes to Financial Statements
December 31, 2014 and 2013

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

Notes Receivable from Participants

Notes receivable from participants are measured at their unpaid principal balance plus any accrued
but unpaid interest. A loan is considered to be in default if a participant fails to make the full
amount of any required loan installment repayment by payroll deduction. If in default, the entire
outstanding balance is due and payable on the last day of the calendar quarter following the
calendar quarter in which the installment payment was due. In the event of default, the outstanding
balance of the loan, including accrued interest, will be treated as a deemed distribution subject to
federal income tax.

Payment of Benefits

Benefit payments to participants are recorded upon distribution.

Administrative Expenses

Administrative expenses may be paid by the Health System or the Plan at the Health System’s
discretion.

Note 3: Certification of Plan Custodian

The Health System has elected the method of annual reporting compliance permitted by 29 CFR
2520.103-8 of the Department of Labor’s Rules and Regulations for Reporting and Disclosure
under ERISA. Accordingly, The Nationwide Financial Services, Inc. (Nationwide), the custodian
of the Plan, has certified the following information included in the accompanying financial
statements and supplemental schedules is complete and accurate:

e Investments as shown in Note 4 as of December 31, 2014 and 2013. Notes receivable from
participants as shown in the statements of net assets available for benefits and related
disclosures as of December 31, 2014 and 2013.

e Investment income as shown in Note 4 for the years ended December 31, 2014 and 2013.
Interest income from notes receivable from participants as shown in the statements of
changes in net assets available for benefits for the years ended December 31, 2014 and
2013.

e Investment information included in the accompanying schedule of assets (held at year end)
as of December 31, 2014.

The Plan’s independent auditors did not perform auditing procedures with respect to this
information, except for comparing such information to the related information included in the
financial statements and supplemental schedule.



Fayette Regional Health System Tax Sheltered Annuity Plan
Notes to Financial Statements
December 31, 2014 and 2013

Note 4. Investments Held by The Nationwide Financial Services, Inc.

The following presents investments that represented 5% or more of the Plan’s net assets available
for benefits:

2014 2013
Vanguard Target Retirement 2015 $ 2,466,037 $ 2,497,528
Vanguard Target Retirement 2020 5,094,815 4,638,912
Vanguard Target Retirement 2025 7,231,653 6,868,095
Vanguard Target Retirement 2030 4,152,497 4,098,187
Vanguard Target Retirement 2035 3,525,431 3,409,464
Other 10,767,060 10,390,206

$33,237,493 $31,902,392

The Plan’s investments (including investments bought, sold, and held during the year) appreciated
in fair value as follows:

2014 2013

Mutual funds $ 1,270,023 $ 4,338,354

Interest and dividends realized on the Plan’s investments held by Nationwide for 2014 and 2013
were $903,437 and $789,732, respectively.

Note 5: Other Investments

The Plan also had an investment in a fixed account, which was held by Lincoln Financial Group
(Lincoln) and is not included in the investments certified by Nationwide. The balance held was $0
and $42,101, as of December 31, 2014 and 2013, respectively. The Plan’s investment held by
Lincoln (including investments bought, sold and held during the year) did not appreciate in fair
value for 2014 or 2013. Interest realized on the Plan’s investment held by Lincoln was $846 and
$1,400 for 2014 and 2013, respectively.

Note 6:  Party-in-Interest Transactions

Party-in-interest transactions include those with fiduciaries or employees of the Plan, any person
who provides services to the Plan, an employer whose employees are covered by the Plan, and an
employee organization whose members are covered by the Plan, a person who owns 50% or more
of such an employer or employee association, or relatives of such persons.



Fayette Regional Health System Tax Sheltered Annuity Plan
Notes to Financial Statements
December 31, 2014 and 2013

Nationwide is custodian of the Plan. Direct expenses paid to Nationwide totaled $187,794 and
$246,343 in 2014 and 2013, respectively. Direct expenses paid to the third-party administrator,
Capital Retirement Plan Services, totaled $13,977 and $15,999 in 2014 and 2013, respectively.
Direct expenses paid for investment advisory services were $81,970 and $0 in 2014 and 2013,
respectively.

Certain legal and accounting fees and certain other administrative expenses relating to the Plan are
paid by the Health System. In addition, the Health System provides certain administrative services
at no cost to the Plan.

Note 7: Plan Amendments

Effective November 19, 2014, the Plan was amended to clarify the permission of in-service
withdrawals if the participant has reached the age of 59%. The Plan was also amended to clarify
the exclusion of compensation paid on terminated employees’ final paychecks that are paid after
the date of termination.

Note 8: Disclosures About Fair Value of Plan Assets and Liabilities

Fair value is the price that would be received to sell an asset or paid to transfer a liability in an
orderly transaction between market participants at the measurement date. Fair value measurements
must maximize the use of observable inputs and minimize the use of unobservable inputs. There is
a hierarchy of three levels of inputs that may be used to measure fair value:

Level 1  Quoted prices in active markets for identical assets or liabilities.

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 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.

Recurring Measurements

The following tables present the fair value measurements of assets recognized in the accompanying
statements of net assets available for benefits measured at fair value on a recurring basis and the
level within the fair value hierarchy in which the fair value measurements fall at December 31,
2014 and 2013:



Fayette Regional Health System Tax Sheltered Annuity Plan
Notes to Financial Statements
December 31, 2014 and 2013

2014
Fair Value Measurements Using

Fair Value Level 1 Level 2 Level 3

Mutual funds

International stocks $ 792,293 $ 792,293 $ - -
Small-cap stocks 569,377 569,377 - -
Mid-cap stocks 849,694 849,694 - -
Large-cap stocks 1,273,952 1,273,952 - -
Balanced 28,303,809 28,303,809 - -
Bonds 1,225,862 1,225,862 - -
Money market 219,733 219,733 - -
Specialty 2,773 2,773 - -
$ 33,237,493 $33237,493 $ - -
2013
Fair Value Measurements Using
Fair Value Level 1 Level 2 Level 3
Mutual funds

International stocks $ 943,573 $ 943,573 $ - -
Small-cap stocks 528,214 528,214 - -
Mid-cap stocks 873,373 873,373 - -
Large-cap stocks 1,235,507 1,235,507 - -
Balanced 26,741,427 26,741,427 - -
Bonds 1,365,506 1,365,506 - -
Money market 202,753 202,753 - -
Specialty 12,039 12,039 - -
Lincoln fixed account 42,101 - 42,101 -
$ 31,944,493 $ 31,902,392 $ 42,101 -

Following is a description of the valuation methodologies and inputs used for assets measured at
fair value on a recurring basis and recognized in the accompanying statements of net assets
available for benefits, as well as the general classification of such assets pursuant to the valuation
hierarchy. There have been no significant changes in the valuation techniques during the year
ended December 31, 2014. The Plan had no liabilities measured at fair value on a recurring basis.
In addition, the Plan had no assets or liabilities measured at fair value on a nonrecurring basis.

10



Fayette Regional Health System Tax Sheltered Annuity Plan
Notes to Financial Statements
December 31, 2014 and 2013

Investments

Where quoted market prices are available in an active market, securities are classified within

Level 1 of the valuation hierarchy. Level 1 securities include mutual funds and money market
mutual funds valued at quoted market prices available in an active market at the Plan’s year end. If
quoted market prices are not available, then fair values are estimated by using pricing models,
quoted prices of securities with similar characteristics or discounted cash flows. Securities
classified as Level 2 include the fixed income account. See Note 2 for definition of inputs utilized
to determine fair value of the fixed income account. In certain cases where Level 1 or Level 2
inputs are not available, securities are classified within Level 3 of the hierarchy.

Note 9: Plan Termination

Although it has not expressed any intent to do so, the Health System has the right under the Plan to
discontinue its contributions at any time and to terminate the Plan subject to the provisions of
ERISA.

Note 10: Tax Status

The Plan has not requested or obtained a 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 and, therefore, believes that the Plan is qualified, and
the related trust is tax exempt.

Accounting principles generally accepted in the United States of America require plan management
to evaluate tax positions taken by the Plan and recognize a tax liability if the Plan has taken an
uncertain position that more likely than not would not be sustained upon examination by the tax
authorities. The Plan is subject to routine audits by taxing jurisdictions; however, there are
currently no audits for any tax periods in progress. The plan administrator believes it is no longer
subject to income tax examinations for years prior to 2011.

Note 11: 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 the participants’
account balances and the amounts reported in the statements of net assets available for benefits.

Note 12: Subsequent Events

Subsequent events have been evaluated through the date of the Independent Auditor’s Report,
which is the date the financial statements were available to be issued.

11
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Fayette Regional Health System Tax Sheltered Annuity Plan

EIN 25-1451183 PN 001

Schedule H, Line 4i — Schedule of Assets (Held at End of Year)

Identity of Issuer

December 31, 2014

Description of Investment

Current Value

Mutual Funds
American Beacon
American Funds
American Funds
American Funds
American Funds
American Funds
American Funds
American Funds
BlackRock
Dodge & Cox
Dodge & Cox
Dreyfus
Deutsche

Fidelity Investments

Invesco

Janus

Legg Mason
Lord Abbett
Meeder Funds
Meeder Funds
Meeder Funds
Meeder Funds
Meeder Funds
Meeder Funds
Meeder Funds
Meeder Funds
* Nationwide

Oppenheimer Funds
Oppenheimer Funds
Oppenheimer Funds

PIMCO

Principal Funds
Principal Funds
Principal Funds
Principal Funds
Principal Funds

American Beacon Small Cap Value Institutional
American Funds American Balanced R6
American Funds American Mutual R6

American Funds Capital World Growth Income R6
American Funds Europacific Growth R6
American Funds Fundamental Investors R6
American Funds Intermediate Bond Fund Am R6
American Funds New Economy R6

BlackRock Small Cap Growth Equity Institutional
Dodge & Cox International Stock

Dodge & Cox Stock

Dreyfus Institutional Preferred Money Market Fund
Deutsche Core Equity Institutional

Fidelity Advisor Strategic Income |

Invesco Growth Income Y

Janus Balanced |

Western Asset Core Plus Bond |

Lord Abbett Developing Growth |

Meeder Aggressive Growth

Meeder Balanced

Meeder Dynamic Growth

Meeder Muirfield

Meeder Quantex

Meeder Strategic Growth

Meeder Total Return Bond

Meeder Utilities and Infrastructure

Nationwide Mid Cap Market Index Institutional
Oppenheimer Global Y

Oppenheimer Global Opportunity Y
Oppenheimer International Growth Y

PIMCO Low Duration Instl

Principal Equity Income Inst

Principal LargeCap Growth Institutional
Principal MidCap S&P 400 Index Institutional
Principal SmallCap Blend Institutional

Principal SmallCap S&P 600 Index Institutional

Total forward

* Party-in-interest as defined by ERISA

$ 124,272
24,261
20,003

144,125
324,112
321,451
10,734
47,742
174,985
30,901
60,714
219,733
94,920
18,714
40,987
5,828
12,122
60,713
23,307
68,490
39,890
61,207
14,309
105,178
27,950
2,774
35,397
28,318
29,132
235,706
154,672
50,593
2,263
321,921
7,030
145,018

3,089,472

12



Fayette Regional Health System Tax Sheltered Annuity Plan

EIN 25-1451183 PN 001

Schedule H, Line 4i — Schedule of Assets (Held at End of Year)

Identity of Issuer

December 31, 2014

Description of Investment

Current Value

Mutual Funds
Prudential
RidgeWorth
State Street Global Advisors
TCW
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard
Vanguard

Participant Loans
* Plan participants

Total forward

Prudential Total Return Bond Z
RidgeWorth Total Return Bond |
SSgA S&P 500 Index

TCW Total Return Bond |

Vanguard Equity-Income Inv
Vanguard GNMA Fund Inv

Vanguard Growth Index Admiral
Vanguard Intermediate Term Treasury Inv
Vanguard Mid Cap Growth Inv
Vanguard Short-Term Bond Index Inv
Vanguard Selected Value Inv
Vanguard Small Cap Growth Index Inv
Vanguard Target Retirement 2010 Inv
Vanguard Target Retirement 2015 Inv
Vanguard Target Retirement 2020 Inv
Vanguard Target Retirement 2025 Inv
Vanguard Target Retirement 2030 Inv
Vanguard Target Retirement 2035 Inv
Vanguard Target Retirement 2040 Inv
Vanguard Target Retirement 2045 Inv
Vanguard Target Retirement 2050 Inv
Vanguard Target Retirement 2055 Inv
Vanguard Target Retirement 2060 Inv
Vanguard Target Retirement Income
Vanguard Wellington Inv

Total mutual funds

Participant loans, with interest rates from 3.25% to 6.00%

* Party-in-interest as defined by ERISA

$

3,089,472

12,125
610,143
88,880
24,190
19,752
2,647
358,272
342,155
194,239
10,409
283,827
57,359
436,800
2,466,037
5,094,815
7,231,653
4,152,497
3,525,431
1,388,290
1,687,774
1,014,196
120,902
64,667
18,964
941,997

33,237,493

636,419

33,873,912
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Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nae. 1210-0110

1210-0089
This form s required to be ffled for employee banefit plans under sactiona 104
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a single~employer plan; a DFE (spaclfy) ____
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D Checi box itfiilng under; EI Form 5558, D automatic extension; I:I the DFVC program;
D spacial extansion (anter dascription)
['Partil] Basic Plan Informatlon — enter all requested Information
1a Name of pian 1b Three-digit plan
Payette Raglonal Health Systsm Tax Sheltered Annulty Plan number (PN} » ol
1¢ Effective date of plan
01/01/2001
2a  Plen sponsors name and address; Include room or sulla number (employar, if for a single-employer plan) 2b Employer |dentification
Number (EIN)
Fayatte Regicnal Haealth Systam 25-1451183
2¢ Plen Sponsors telephona
number
{724) 430-5000
B0 Waat Borkley Htraat 500 Wast Berkaley Straet 2d Business coda (SBB
instructions)
U8 Unlontawn PA 18401 US Undonbown PA 15401 622000

Cautlon: A panalty for the late or incomplats fHling of this return/rapori will be essessed unless rgagonahle cause Is established.

Undar panaltles of peiury and other psnaltes set forth In the Instructions, | declare that 1 have examinad this rtum/repor, including accompanylng schadules,
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I f/.;/// 5' Barb Weiss
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%/ // 5’ Bark Welgs
gitaiire of employer/plan sponsor Dats Entar nama of Indlvidual signing a3 employer or plan sponsor
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Pmpare{‘s narne (Inciuding firm name, if applicabls) and address {Indlude room or sulte number) (optionzl) Preparer's telephone number
({opticnal)
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Form 5500 {2014) Page 2

Ja

Plan administrator's name and address DSame as Plan Sponsor
Executive Council

Tha Uniontown Hospital
500 Wast Berkelay Streat

US Uniontown PA 15401

3b Administrator's EIN
51-0625244

3Jc Administrator's telephone
number

(724) 430-5290

4 the nama and/or EIN o the plan sponsor has changed since the last return/repart filed for this plan, enter the name, EIN and 4b EIN
the plan number from the last return/report:
a Sponsof's name Ac PN
5 Total number of participants at the beginning of the plan year
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines Ba(1),
6a(2), €b, 6¢c, and 6d).
a(1) Tolal number of active participants at the beginning of the planyear . . . . . . . . . . . . 6a(1) 1,054
a{2) Total number of active participants at the end ofthe planyear . . . . . « « +« « « & « . . . 6a(2) 1,070
b Retired or separated participants receiving benefits e e e e e e e e e e e e e 6b 0
G Other retired or separated participanis entitled to future benefits e e . 6c 383
d Subtotal, Add lines Baf2), 80, 8ndBE. » « + « .« ¢ b 4 e e e e e e e e e 6d 1,453
€@ Deceased paricipants whose beneficlaries are receiving or are entitled to receive benefits Ge 0
f Total. AddlinesBdandBe . . . . . . . . 4 4 v 4 v e e e e e . . 6f 1,453
g Number of participants with account balances as of the end of the plan year {only defined contribution plans
complatethis Hem) . « . . . & 0 v L 0 i s e e e e e e s e e e e e e e 6g 1,222
h Number of participants that terminated employment during the plan year with accrued benefits that were
lessthan 100%vested . . . . . . . . . . . . 6h o
7__Enter the tolal number of employers abligated (o coniribute to the plan (only multiemployer plans complete this item) 7
8a |If the plan pravides pension benefits, enter the applicable pension feature codes from the List of Plan Characterstics Codes in the Instructions:
2F 26 23 2M 28 27T
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes In the instructions:
Plan funding amangement (check all that apply}
9a 9b  Plan benefit arrangement {check all that apply)
(1} Insurance 1) Insurance
(2} Code section 412(e)(3) insurance contracts (2) Code section 412(8)(3) insurance cantracts
(3} Trust 3 Trust
(4) General assats of the sponsor (4} General assets of the sponsor
10 Check all applicable boxes In 10a and 10b 1o indicate which schedules are attached, and, whare indicated, enter the number attached. {See instructions)
a Pension Schedules b General Schedules
(1) ] R (Retirement Plan Information) m K H (Financial Information)
(2) |_—_| MB (Multiemployer Definad Benefit Plan and Cerlain Money (2) | {Financial Information - Small Plan)
Purchase Plan Actuarial Infarmation) - signed by the plan 3 1 A (Insurance Informatian)
actuary () C (Service Provider Information)
{3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D {DFE/Participaling Plan tnformation}

Infarmation} - signed by the plan actuary {6)

G (Financial Transaction Schedules)




Form 5500 {2014} Page 3

Form M-1 Compliance Information {to be completed by welfare benefit plans)

11a ifthe plan provides welfare benefits, was the plan subject to the Form M-1 filing requirementis during the plan year? (See instructions and 28 CFR
25209012) . . . . . . . . . .[dvYes [INo

If "Yes" is checked, complete lines 11b and 11c.

11b 1s the plan currently in compliance with the Form M-1 filling requirements? (See instructions and 29 CFR 2520.101-2.} .. {:I Yes [:] No

11c Enter the Receipt Confirmation Code for the 2014 Form M-1 annual report, If the plan was not required to file the 2014 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 thaf was required fo be fited under the Form M-1 filling requirements, {Failure to
enter a valid Receipt Confirmation Code will subject the Form 5500 fiting to rejection as incomplete.)

Receipt Confirnation Code




Schedule H, line 4i

Schedule of Assets (Held At End of Year)

For the plan year beginning 01/01/ 2014 and ending 12/ 31/ 2014

Name of plan
Fayette Regi onal Health System Tax Sheltered Annuity Pl an

Employer Identification Number Three-digit
25-1451183 plan number > 001
(@) (b) Identity of issue, borrower, lessor, or similar part] (c) Description of investment including maturity date, (d) Cost (e) Current value

rate of interest, collateral, par, or maturity value

* [ TCw Tcw Ttl Rtn Bd | 24,190
* [ Vanguard Vngrd Eq Inc Inv 19, 752
* [ Vanguard Vngrd Gama | nv 2,647
* [ Vanguard Vngrd G | ndx Adml 358, 272
* [ Vanguard Vngrd Intnd Trm Trsry | nve 342,155
* [ Vanguard Vngrd Micap & Inv 194, 239
* [ Vanguard Vngrd St Bd | ndx |Inv 10, 409
* [ Vanguard Vngrd Sel Val |nv 283, 827
* [ Vanguard Vngrd Sncap & I ndx |nv 57, 359
* [ Vanguard Vngrd Trgt Rtrnt 2010 I nv 436, 800
* [ Vanguard Vngrd Trgt Rtrnt 2015 | nv 2,466, 037
* [ Vanguard Vngrd Trgt Rtrnt 2020 I nv 5,094, 815
* [ Vanguard Vngrd Trgt Rtrnt 2025 | nv 7,231, 653
* [ Vanguard Vngrd Trgt Rtrnt 2030 I nv 4,152, 497
* [ Vanguard Vngrd Trgt Rtrnt 2035 I nv 3,525, 431
* [ Vanguard Vngrd Trgt Rtrnt 2040 | nv 1, 388, 290
* [ Vanguard Vngrd Trgt Rtrnt 2045 | nv 1,687,774
* [ Vanguard Vngrd Trgt Rtrnt 2050 I nv 1,014, 196
* [ Vanguard Vngrd Trgt Rtrnt 2055 I nv 120, 902
* [ Vanguard Vngrd Trgt Rtrnt 2060 | nv 64, 667
* [ Vanguard Vngrd Wngtn | nv 941, 997
* [ Vanguard Vngrd Trgt |cone 18, 964

Parti ci pant Loans IR 3.25% 10.25% M 6/28/2016 636, 419




Schedule H, line 4i

Schedule of Assets (Held At End of Year)

For the plan year beginning 01/01/ 2014 and ending 12/ 31/ 2014

Name of plan

Fayette Regi onal Health System Tax Sheltered Annuity Pl an

Employer Identification Number Three-digit

25-1451183 plan number > 001

(@) (b) Identity of issue, borrower, lessor, or similar part] (c) Description of investment including maturity date, (d) Cost (e) Current value

rate of interest, collateral, par, or maturity value

* | Aneri can Beacon Anbcn Val | nst 124, 272
* | Aneri can Funds Am Fds Am Bal R6 24, 261
* | Aneri can Funds Am Fds Am Mut R6 20, 003
* [ Aneri can Funds Am Fds Cap Wd G Inc R6 144,125
* [ Aneri can Funds Am Fds Europacfc G R6 324,112
* | Anerican Funds Fdmtl Inv R6 321, 451
* | Aneri can Funds Anfds Intnd Bd Fd Am R6 10, 734
* | Aneri can Funds New Econ R6 47,742
* [ Bl ackr ock Bl krk Sntap & Eg | nst 174, 985
* | Dodge & Cox Dodgecox Intl Stk 30, 901
* | Dodge & Cox Dodgecox stk 60, 713
* [ Dr eyfus Drey Inst Prfrd Miynkt prnm 219, 733
* [ Deust sche Asset & Wealth Dtsch Cor Eq | nst 94, 920
* [Fidelity Funds Fidadv Strat Inc | 18,714
* |1 nvesco Funds Invsco & Inc Y 40, 987
* | Janus Funds Jns Bal | 5, 828
* [ Legg Mason Leggm Wstras Cor pl shd | 12,122
* | Lord Abbot Lrdabt Devl G | 60, 713
* | Meeder Meeder Aggr & 23, 307
* | Meeder Meeder Bal 68, 490
* | Meeder Meeder Dynnt G 39, 890
* | Meeder Meeder Mfld 61, 207
* | Meeder Meeder (nt x 14, 309
* | Meeder Meeder Strat GR 105, 178
* | Meeder Ttl Rtn Bd 27, 950
* | Meeder Meeder Util Infr 2,773
* [ Nati onwi de Nw Mdcap Mkt | ndx | nst 35, 397
* [ Oppenhei ner Opp G bl Oppr Y 29,131
* [ Oppenhei ner dbl Y 28, 318
* [ Oppenhei ner Intl G Y 235, 706
* | Pinto Low Dur | nst 154, 672
* [ Principal Prncpl Eq Inc | |nst 50, 593
* [ Principal Prncpl LgCap G | nst 2,263
* [ Principal Prncpl Micapsp 400 G | nst 321,921
* [ Principal Prncpl Sntap Bl nd | nst 7,030
* [ Principal Prncpl Sntap Sp600 i ndx inst 145,018
* | Prudenti al Prudnt|l Ttl Rtn Bd Z 12,125
* [ Ri dgeworth Rdgwth ttl Rtn Bd | 610, 143
* [State Street Bank & Trust Ssga S P 500 | ndex 88, 880




