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 | | 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. . .. ........... . e

D Check box if filing under: Form 5558; D automatic extension; D the DFVC program;
|:| special extension (enter description)
Part Il Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit plan 002
COLUMBIANA COUNTY MENTAL HEALTH CLINIC 403B THRIFT PLAN number (PN) »
1c Effective date of plan

01/01/2009

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

COLUMBIANA COUNTY MENTAL HEALTH CLINIC Number (EIN)
34-1417161

ROGER SIKORSZKY 2C Plan Sponsor’s telephone
number

PO BOX 429 330-424-9573

40722 STATE ROUTE 154 -

LISBON, OH 44432-0429 2d Business code (see
instructions)
621420

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. 10/14/2015 ROGER SIKORSZKY
HERE

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN  |Filed with authorized/valid electronic signature. 10/14/2015 ROGER SIKORSZKY
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)

GLENN E. DAVIS, CPA
REALI, GIAMPETRO & SCOTT

330-702-3100

PO BOX 200
CANFIELD, OH 44406-0200

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 Same as Plan Sponsor

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 ‘ 131
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) 105
a(2) Total number of active participants at the end of the PIAN YEAT ............ccc.civeviveveiieeieeesieseeeie e 6a(2) 97
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 DENEFItS. ..o 6¢c 29
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 126
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccceviiiiiiii i, 6e 0
T Total. A INES BU AN BE. .........veveeeeeeieieeeeeeee ettt ettt e ettt e et et eee et e e et e st e s e s et et et et e s esn st et e te s e e e e eseesansetesenn s seaeen 6f 126
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 69 126
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 3
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:
2G 2L 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 1) Insurance
2 D Code section 412(e)(3) insurance contracts 2) |:| Code section 412(e)(3) insurance contracts
?3) D Trust 3) |:| Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 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
COLUMBIANA COUNTY MENTAL HEALTH CLINIC 403B THRIFT PLAN 002
plan number (PN) >
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COLUMBIANA COUNTY MENTAL HEALTH CLINIC 34-1417161
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

MUTUAL OF AMERICA 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
13-1614399 88668 051876-A 126 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
53
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
MUTUAL OF AMERICA AKRON REGIONAL OFFICE
3700 EMBASSY PARKWAY, SUITE 500
AKRON, OH 44333
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
53|PORTION OF INCENTIVE COMP PROGRAM 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) 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
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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 1024560
5 Current value of plan’s interest under this contract in separate accounts at year end 5 1226220
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: (1) [X| deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment 4) |:| other P
b Balance at the end 0f the PrEVIOUS YEAT.............c.ccucueueveveviieeeieceeteteteteteteseeeeeeseeeae e ettt s sttt seseneneneseeeens 7b 1064253
C  Additions: (1) Contributions deposited during the year...............ccccceveueue.... 7c(1) 73117
(2) Dividends and credits....................
(3) Interest credited during the year 18566
(4) Transferred from SeParate ACCOUNL.............cceeveveveveverereeeeeeessessseeneneneend 7c(4) 470
(5) Other (specify below) 1036
» FORFEITURES
LG LTI VoL 110 4 TR 7c(6) 93189
d Total of balance and additions (add iNeS 7b @Nd 7C(B)). ..eveveveverereeerieeeeeeeee et et ete ettt ee et eeen e | 7d 1157442
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 131911
(2) Administration charge made by carrier .| 7e(2) 971
(3) Transferred to SEPArate ACCOUNL..............coviveveereeeresreeeeeeeeeeesseseseeneneneeend 7e(3)
(4) OthEr (SPECITY DEIOW) ...ttt 7e(4)
4
(5) TOtal dEAUCHIONS ......cuiiieeiiiie ettt ettt e et a e 132882
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 1024560
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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. 12100110

(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).
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 2014 or fiscal plan year beginning 01/01/2014 and ending  12/31/2014
A Name of plan B Three-digit
COLUMBIANA COUNTY MENTAL HEALTH CLINIC 403B THRIFT PLAN 002
plan number (PN) 4

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COLUMBIANA COUNTY MENTAL HEALTH CLINIC 34-1417161

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

FIDELITY MANAGEMENT & RESEARCH COMP 82 DEVONSHIRE ST
BOSTON, MA 02109

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

THE VANGUARD GROUP INC P O BOX 2500
VALLEY FORGE, PA 19482-2600

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

DEUTSCHE INV MGMT AMERICAS INC. 222 SOUTH RIVERSIDE PLAZA
CHICAGO, IL 60606-5808

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
OPPENHEIMER FUNDS, INC. P O BOX 5270
DENVER, CO 80217-5270

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

AMERICAN CENTURY INV. MGMT, INC. P O BOX 419786
KANSAS CITY, MO 64141-6786

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

CALVERT INVESTMENT MGMT, INC. 4550 MONTGOMERY AVE
SUITE 1000N
BETHESDA, MD 20814

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

CAPITAL RESEARCH AND MANAGEMENT CO. 333 SOUTH HOPE ST
LOS ANGELES, CA 90071

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

PIMCO 840 NEWPORT CENTER DRIVE
NEWPORT BEACH, CA 92660

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

T. ROWE PRICE ASSOCIATES, INC. 100 EAST PRATT ST.
BALTIMORE, MD 21202

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

REALI, GIAMPETRO & SCOTT P O BOX 200
CANFIELD, OH 44406

34-1218697

(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)

MUTUAL OF AMERICA LIFE INSURANCE CO

320 PARK AVENUE
NEW YORK, NY 10022

13-1614399
(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 Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 1682 0
Yes No|:| Yes NoD Yes 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
(a) 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




Schedule C (Form 5500) 2014

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)

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.
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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 D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee

Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2014

This Form is Open to Public

Inspection.
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
COLUMBIANA COUNTY MENTAL HEALTH CLINIC 403B THRIFT PLAN
plan number (PN) > 002

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

COLUMBIANA COUNTY MENTAL HEALTH CLINIC

D Employer Identification Number (EIN)
34-1417161

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE: SEPARATE ACCOUNT SA2

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

MUTUAL OF AMERICA LIFE INSURANCE CO

d Entity

C EIN-PN 13-1614399-000 code

P e

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

1226220

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
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) 2014

v. 140124
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor




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
COLUMBIANA COUNTY MENTAL HEALTH CLINIC 403B THRIFT PLAN
plan number (PN) 4 002

C Plan sponsor’s name as shown on line 2a of Form 5500
COLUMBIANA COUNTY MENTAL HEALTH CLINIC

D Employer Identification Number (EIN)
34-1417161

‘ 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), 1g, 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)
(3) OHNET...coeeeee e 1b(3)
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1)
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) PartiCiPANt I0BNS.........ceevvereeereeseeeeeeeeeeeeeeese s s seese et eness s seeseneneenas 1c(8)
(9) Value of interest in commOon/CollECHVE trUSES ............ceeeereeeeererereeeeenns 1c(9)
(10) Value of interest in pooled separate aCCOUNES ..........cocevevvrevrrrernnnnns 1c(10) 1165109 1226220
(11) Value of interest in master trust investment accounts ............................ 1c(11)
(12) Value of interest in 103-12 investment entities. ...........cocoovevveeeevevrenenn. 1c(12)
(23) \f/ueggz)of interest in registered investment companies (e.g., mutual 1c(13)
O amaCIS) e et | 2o 1064253 1024560
(15) OHNET ..ottt 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) EMPIOYET SECUIMIES ...ceiieiiiiiiiieieeee ettt e et e e e e e e
(2) EMPIOYET real PrOPEITY ..o ee ettt e e
€ Buildings and other property used in plan operation ............ccccoeveeercieeeennnen.

f Total assets (add all amounts in lines 1a through 1€) ..........ccccecvevvveveeennn.

Liabilities

0 Benefitclaims payable............ccoooiiiiiiii

N Operating PAYADIES .........ccveveveveveeeeecece e

i Acquisition indebtedness
| Other liabilities. ...........cc.vevevieereieeeeieecee e

K Total liabilities (add all amounts in lines 1g throughlj) ..........ccccoeuevenn..
Net Assets

| Net assets (subtract line 1k from [N 1) ..........ccovevoveveeeeeeeeeeeeeeeeeeeeeeees

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

2229362

2250780

1g

1h

1i

1

1k

1l

2229362

2250780

Part Il |Income and Expense Statement

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

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

(1) Received or receivable in cash from: (A) Employers...........cccccooviiiieneen.

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

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

(2) NoNCash CONHDULIONS .......ccoiiiiiiiiiiee e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)..............

b Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and

certificates of dEPOSI).......coiurriiiieeiiiiiee e
(B) U.S. GOVEINMENE SECUNMTIES ....uvvvvvieeeeeeiciiiiieeee e e eieeee e e e e ssiinneeeae e
(C) Corporate debt INStrUMENTS .........cccviiiiiiiiiiiiieee e
(D) Loans (other than to partiCipants) ..........cccerveeeriiieeniiee e
(E) PartiCipant I0@NS ..........oeiiiiiiiiiiiieiiiie e
[ T ¢ =] (S PPPEER

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

(B)  COMMON SEOCK. .. etieeiiiiiiiiiieeeesiiitiee e e s e siiear e e e e e s st e e e e e s nnenaeaeeeeees

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(B) RENES.ceiiiie e ittt ettt e e e et e e e e e e e e e r e e e e e aan
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...................
(B) Aggregate carrying amount (See instructions) ..........cccceceevvvvereeeennns
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result...............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.....................
[(=3) O ¢ =] SRR

(C) Total unrealized appreciation of assets.

Add lines 2b(5)(A) and (B).......ceeeeiiiiiiiiiieeeeiiiiieeee e

(a) Amount

(b) Total

2a(1)(A)

2a(1)(B)

79612

2a(1)(C)

59685

2a(2)

2a(3)

139297

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

18566

2b(1)(G)

18566

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)




Schedule H (Form 5500) 2014 Page 3

(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) 81325
(8) Net investment gain (loss) from master trust investment accounts............ 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities ...................... 2b(9)
(10) Net inve_stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds)...........cceeeiiiiiiiiiie e
€ Other INCOME.....e.vecveceeeeecee ettt 2c 5
d Total income. Add allincome amounts in column (b) and enter total..................... 2d 239193
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 216437
(2) To insurance carriers for the provision of benefits............ccccooviiiiiiinnnn. 2e(2)
(B) OHNET .ottt ettt 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3)........cccccvvveererreureen. 2e(4) 216437
f Corrective distributions (S€e INStIUCHIONS) ........cvoveveveeeeeeeeeeeeeeeee e 2f
g Certain deemed distributions of participant loans (see instructions)................ 29
N INEEIESt EXPENSE ..o 2h
i Administrative expenses: (1) Professional fees 2i(1)
(2) Contract adMINISTALOr FEES.............cveveeeieeeeeeeeeeeseeeeseeeee et s e, 2i(2) 1338
(3) Investment advisory and management fees. ........cccouiviieiiieiiiiiiiee e 2i(3)
(A) OHNET <. er s e en e 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4)..........cccocovuu.... 2i(5) 1338
| Total expenses. Add all expense amounts in column (b) and enter total........ 2] 217775
Net Income and Reconciliation
k Net income (loss). Subtract ine 2j from N 2.............eeeecoeoocecereecesceresscersrersssriin 2k 21418
| 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:REALI, GIAMPETRO & SCOTT (2) EIN: 34-1218697

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 300000

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.

» File as an attachment to Form 5500.

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
COLUMBIANA COUNTY MENTAL HEALTH CLINIC 403B THRIFT PLAN plan number
(PN) » 002

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

COLUMBIANA COUNTY MENTAL HEALTH CLINIC 34-1417161

D Employer Identification Number (EIN)

‘ 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
10 (U (o1 1o ST PT PP PTPUUUUPPPPUTN 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): 13-1614399
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
VBB, ... eeeeeeee s et et ettt et ettt ettt ettt ettt et ettt et et et et et e A e e et et et et e e e et et et et et et e e s e et et et et et enn s es et et eter e et eneteantees 3 10
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 v N
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 es D °

[] wa

Part Ill | 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  If the 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?...........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
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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 AUDITORS’ REPORT

Trustees . ‘
" Columbiana County Mental Health Clinic
403(b) Thrift Plan
Lisbon, Ohio

Report on the Financial Statements

We were engaged to audlt the accompanying financial statements of the Columbiana County Mental
Health Clinic 403(b) Thrift Plan which comprise the Statements of Net Assets Available For Benefits —
Modified Cash Basis as of December 31, 2014 and 2013, and the related Statement of Changes in Net
Assets Available for Benefits - Modified Cash Basis for the year ended December 31, 2014 and the
_ related notes to the ﬁnanelal statements

Management’s' ReSponsibility for the Financial Statements

Plan management is resp0n51b1e for the preparatlon and falr presentatlon of these financial statements in
-accordance with the modified cash basis of accounting principles; this includes the design,
implementation, and maintenance of internal control relevant to the preparation and fair presentation of

ﬁnan01a1 statements that are free from material mlsstatement whether due to fraud or errot.

Audltor 8 Responsnblllty

Our respons1b1hty is to éxpress an opinion on these financial statements based on conducting the audit 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 obtam ‘
sufﬁelent appropriate audit evidence to prov1de a basis for an audlt opmlon

Basis for Dlsclal'mer 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 C, which was certified by Mutual of America, the trustee of the Plan,

except for comparing the information with the related information included in the financial statements.

We have been informed by the Plan Administtator that the trustee holds the Plan’s investment assets and
executes investment transactions. The Plan Administrator has obtained a certification from the. trustee s

of December 31, 2014 and 2013, and for the year ended December 31, 2014, that the information

prov1ded to the Plan Admmlstrator by the trustees is complete and accurate,

-1-

l AMERICAN INSTITUTE OF PENNSYLVANIA INSTITUTE OF CERTIFIED PUBLIC ACCOUNTANTS
CERTIFIED PUBLIC ACCOUNTANTS . | . OHIO SOCIRTY OF CERTIFIED FUBLIC ACCOUNTANTS



. Di's-claimer of ’Opinion |

- Because of the 51gnlﬁcance of the rnatter descrlbed in the Basm for Dlsclanner of Opinion paragraph we
- have not been able to obtain. sufﬁc1ent appropnate audit” evidence to provide 4 basis for an audlt o
o op1n1on Accordmgly, we do not express an opinion on these ﬁnanmal statemcnts

: BaSIS‘of'Acco*untlng

- We draw attentlon to the B to the ﬁnan01a1 statement wh1ch descnbes the. bas1s of accou.ntlng ‘The _
~ financial statements are prepared on, the modified cash basis of accountlng, which: is a basis of -
~accounting othér than. accounting pr1nc1plcs generally accepted in the Umted States .of Amenca Our

- -10p1n10n is not modlﬁed w1th respect to thls matter.

o ,Other Matter

The supplemental Schedule H Llne 4 — Schedule of ASsets (I—Ield at’ End of Year) as of'. |
December 31,2014, is reqmred by the Department of Labor s (DOL) Rulés and Regulations for -

Reporting and Disclosure under the Employee Retirement Income Secutity 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 sxgnlﬁcance of the matter described in the . Basis for Disclaimer of’ Opnnon paragraph we do not‘ |
e press an opmlon on the supplernental schedules referred t0 above o : ‘

.R(-pcrt on Fttrm and Ccntcnt in Compllance Wlth DOL Rules and Regulatlons

“The torm and content of the 1nf0rmat1on 1ncluded in thc ﬁnanmal statements and supple mcntat ;

- schedules, other than that derlved from the infor matlon cert1ﬁed by the trustees, have been audited by us

.+ in ‘accordance Wlth auditing standards. generally accepted inthe United States of America and, in our
- 'oplmon, are presented ‘in -compliance with the Department of Labor’s Rules and Regulahcns for

- Reporting and Disclosure under the Emplcyee Retirement Income Securlty Act of 1974 '

Yo, }mxhtwﬂ

'Canﬁeld Ohio .
'_ Septembcr 28, 201 5
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By -J.ReposﬂjﬂﬂiExﬁminati(m of 'Fi‘lfia‘ﬁ‘ci,ﬂl‘ Statements - -

" For thie Years Ended December 31,2014 and 2013+
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6715 Tippecanoe Read, Bmldlng F-
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INDEPENDENT AUDITORS’ REPORT

Trustees

Columbiana County Mental Health Clinic
403(b) Thrift Plan

Lisbon, Ohio

~ Report on the Financial Statements

We were engaged to audrt the aceompanymg financial statements of the Columbiana County Mental
‘Health Clinic 403(b) Thrift Plan which comprise the Statements of Net Assets Available For Benefits —

- Modified Cash Basis as of December 31, 2014 and 2013, and the related Statement of Changes in Net
Assets Available for Benefits - Modlfied Cash Basis for the year ended December 31, 2014 and the
related notes to the ﬁnanc1a1 statements :

Managem'ent’sReSponsibility for the Financial Statements

Plan management is responsrble for the preparation and ['a1r presentation of these ﬁnanelal staternents in

" accordance with. the modified cash basis of accounting principles; this includes the design,
implementation, and maintenance of internal control relevant to the preparation and fair presentation of
ﬁnanmal statements that are free frorn material m1sstatement whether due to fraud Or error.

Auditor’s Respons1blllty

Our respons1b1hty is to express an opinion on these financial staternents based on conducting the audit in
accordance with audltlng 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 approprlate audlt evrdenee to provrde a basis for &n audlt opinion.

BaSlS for Dlsclalmer of Opinion

As permltted by 29 CFR 2520.103- 8 of the Department of Labor s Rules and Regu]auons 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 C, which was certified by Mutual of America, the trustee of the Plan,
‘except for comparing the information with the related information included in the financial statements.
We have been informed by the Plan Administrator that the trustee holds the Plan’s investment assets and
executes investment transactions. The Plan Adminisirator has obtained a certification from the. tristee as
of December 31, 2014 and 2013, and for the year ended December 31, 2014, that the 1nf0rmat10n
prov1ded to the Plan Administrator by the trustees is complete and accurate.

-

AMERICAN INSTITUTE OF PENN SYLVANIA INSTITUTE OF CERTIFIED PUBLIC ACCOUNTANTS
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Disclaimer of Opinion =~ -

- Because of the significarice of the matter described in the Basis for Dlselairner of 'Opmion‘paragraph we
_ have not been able to obtain Sufﬁ01ent ‘appropriate audit evidence fo_providé 4 basis for an audlt
: opmlon Aceordmgly, we do not express an op1n1on on these financial statements

'BaSlsof Accountmg

- We draw attention to Note B to the ﬁnanelal statement whlch descnbes the, bas1s of accountlng f he - :
 financial $tatements are prépared on. the modified cash basis of acoountmg, which: is a- basis of "

accounting other than- accountlng prlnclples generally accepted in the Unlted States of Amenca Our

e ‘oplmon is not mod1ﬁed w1th respect to th1s matter.
R Other Matter

7The supplemental Sehedule H, Llne 4 Schedule of Assets (Held at’ End of . Year) as of' )

December 31, 2014, is. requ1red by ‘the Department of Labor s (DOL) Rulés and Regulations: for ~
Reportlng and Disclogure under the Employee Retirement Income Secutity Act of 1974, and is presented

- for the putpose of additional analysis and is not a required. part of the financial statements Because of

the 51gn1ﬁcance of the matter described in the Basis. for. Disclaimet of Op1n10n paragraph we do not

- 'e‘ipress an oplnlon ort the supplemental Schedules referred to, above o

Rtport on Form and Content in Compllance Wlth DOL Rules and Regulatlons :

The form and content of the 1nf0rmat10n 1neluded in the fi nanmal statements and supp]ementrt ‘

- schedules, other than that derived from the information certified by the trustees, have been audited by us _
- in accordanee 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 Secunty Act of 1974 B

M meaﬂ

- Canfield, Ohio
' September 28 2015




) AssETs L

kD STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS
: ‘ (MODIFIED CASH BASIS) ‘

COLUMBIANA COUNTY MENTAL HEALTH GLINIC 403(B) THRIFT PLAN

December 31

%014 2013

' lnvestments at fa:r value

. Interest in-registered |nvestment companles o $ 2250780 * $ 2,22’9,362 :

TOTALASSETS ~ - 2260780 2,299,352

LIABILITIES

- . . - -

~ NET ASSETS AVAILABLE FOR PLAN BENEFITS $ 2250,780 - § 2,220,362

 THE ACCOMPANYING NOTES ARE AN INTEGRAL PART OF THESE FINANCIAL STATEMENTS. -



STATEMENT OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS S
- (MODIFIED CASH BASIS) ' o

COLUMBIANA COUNTY MENTAL HEALTH CLINIC 403(B) THRIFT PLAN "

For the Year Ended December 31 2014 C

Additlons to net assets attrlbuted to

Investment income

- Net appremat:on in fair vaiue of :nvestments o

. Other income -

“Contributions:

Partlclpants

o Rollover '

. Deductlons from net’ assets attnbuted to

Benefits pald to part:clpants
Fees ‘

Beglnnlng of year .

- End-of y_ear

NET ASSETS AVAILABLE FOR BENEFITS S

" $ 99,801

5

9808

o 7ee12 .
 soges

139207

' TOTALADDITIONS . - 239193 -

218437
1,338 -

' TOTAL DEDUCTIONS 217,775

)

NETINCREASE 21418

©$ 2250780

THE ACCOMPANYING NOTES ARE AN INTEGRAL PART OF THESE FINANCIAL STATEMENTS.

4



NOTES To FINANCIAL STATEMENTS .
S COLUMBIANA COUNTY MENTAL HEALTH CLINIC 403(B) THRIFT PLAN

December 31 2014

o DESCRIPTION OF THE PLAN

" The. followmg descnptlon of the Columbrana County lVIentaI Health Cllntc 403(b) Thnft Plan. - :
provides ‘only general information, Partrmpants should refer to the Plan agreement for a more“ ‘
g 'complete descnptron of the Plan’s provls:ons - ‘ :

. General
“The Plan is ‘d. defined contribution- plan coyenng'all employees of the Columblana County
-~ Mental Health Clihic who have six moriths of servrce and aré age tWenty one or older tis
o subject to the prowsrons of ERISA ‘ - _ o T
a Contrtbutrons ‘
' Partrcrpants may contnbute a portlon of their compensatlon to the. Plan fimited to the maxrmum' e
~ of $17,500. The Company caf make a profit sharing contribution in an amount determined at .-
- the sole’ drscretton of the Company Employer matchlng contributrons aré not provrded undet _
. the Plan ' _ ‘ _ "
.. ‘Partlt:lpant Accounts
o 'Each part|0|pant s, acoount is credrted wrth an allocatlon of (a) the Corporatlon s contnbutlon and" _
-~ (b) Plan’ earnings and with an allocation on investment advisory fees. The benefit to which a
T partrc:pant is entltled is the benefit that can be provrded from the parﬂcrpant s vested account
_ ",._.Vestlng | | .

' Vestrng in the partrcrpants accounts is based on years of serwce A part|0|pant |s 100% vested?_

after three years of credrted service.

' Forfeltures

At December 31 2014 forferted non-Vested accounts totaled $4 920

Payment of Beneflts

" On termmatlon of service, a partrcrpant may elect to receive erther a Iump sum amount equal to
: the value of hts or her account or. specrﬁed payment optlon as deflned by the Plan ‘

. Investment Optlon
Upon enrollment in the Plan, a parttclpant may d|reot employee contnbutlons in 1% mcrements

" in any of the investment: optlons offered by the Plan. Patticipants may change their mvestment
“allocations dally y ‘ -



NOTES TO FINANCIAL STATEMENTS |
| COLUMBIANA COUNTY MENTAL HEALTH cr_erc 403(3) THRIFT PLAN
" December 3, 2014 |

DESCR!PTION OF THE PLAN (CONTINUED)

s Partlclpant Loans -

. -'jPartIC|pants may borrow dlrectly from. Mutual of Amerlca usmg a portlon of thelr‘ Ptan account as

security for the loan.” Such:loans are subject to certain limitations. Parhcrpants receiving loans
are frequired to- pledge as collateral, an interest accumulation fund account value of 100% of the .

loan amount for the- period of time the loan is outstanding. Loan balances outstanding from "

Plan participants  to Mutual "of . America “were approximately $2,974 -and $5,633 as.of
December 31,2014 and 2013, respectlvely Approximately $11,40¢ and $11,409 of interest

. accumulation = account . values - serve .as - collateral for - the . related loahs ag - of

December 31, 2014 and 2013, respectlvely, and are mcluded |n mvestments m the statements .

" . of net assets avallabte for beneﬂts

B SUMMARY or= SIGNIFlCANT ACCOUNTING POLICIES

‘ Method of Accountmg

: gThe accouming records of the Plan are marntalned on the modlfred cash ba3|s of accountlng S
. The maodified cash basis for presentatlon differs principally from accountlng pnncrples generally

accepted in the United States. of America in that there are no provisions for employee or. -

- employer contributions receivable and no provision for any liabilities of the Plan: Contributions

and- earnings ‘are recorded when recewed by the Plan and drstrlbutions and expenses are

R recorded when paid by the Plan
. .'-Investment Valuatlon and Income Recogmtlon
: Investments are reported at fair value Farr value is the price that would be recelved to sell an
~ asset or paid to transfer a liability in an- orderly transaction between market partrcrpants at the o
.'measurement date. See Note J for dlscussmn of falr vatue rnvestments E , -

L Purchases and sales of securltres are recorded on a trade—date basis. Interest income is
. recorded on the accrual basis. Dividerids are recorded on the ex-dividend date. Net :

appreciation'includes the Ptans gams and- Iosses on rnvestments bought and sold as Well as .’

S “held durlhg the year

Payment of Beneflts

' ‘Benefits are recorded for flnancral statement purposes when pald Durmg 2014 beneflts paid to;'
- participants totaled $216,437. As of December 31 2014 ‘no. partICIpant has elected to wrthdraw
- from the plan that’ has not been paid.

o Estlmates '

'.The preparation of financial statements in conformrty with the medified cash basis of accountlng

requires the plan administrator to make estimates and assumptions that affect certain reported.
amounts of assets and changes therein and disclosures of contlngent essets and habtlmes

Accordmgly, actuel resutts rnay dlffer from those estlmates a



NOTES TO FINANCIAL STATEMENTS
COLUMBIANA COUNTY MENTAL HEALTH CLINIC 403(B) THRIFT PLAN

December 31 2014

- 'SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES (CONTINUEDI

'Uncertaln Tax Posmons '

The Plan adopted TOpIC 740 (Fin 48) on January 1 2009 The Plan files tax returns |n the U S

- Federal jurisdiction. Generally, this jurISdIC’tIOI‘I has statutes of limitations that run three years, .
. which means tax years that remain- subject to examination would be tax years ended
- Decembér 31, 2011 and .beyond. Presently, the Plan is under no examinatiori from. any .
- jurisdiction. The Plan.Adrministrator evaluated tax positions; statutes of limitations, tax law and -
~changes and new authoritative rulings and- ¢concludes a- Iow p055|b|||ty of materlal unrecognlzed o

.-tax beneﬁts that: would need to be recorded and drsclosed

INVESTMENTS |

The Plan invests in mutual funds ‘held by Mutual of Amerlca As permltted by 29 CFR ... :

2520.103-8 of the Department of Labor's Rules and Regulatlons for Reporting and Disclosure

_.under the Employee Retirement Income Security Act: of 1974, the trustee has certified the .
- following -information as complete and.accurate. "The Plan Admmrstratt)r has"instructed the -

rlndependent public accountants not to perform any auditing. procedures on the data that is

- certified. " The following is a summary of the Plans mvestments -and change |n value. at :

December 31, 2014 and 2013

2014 Rk f 2013

s Appreclatlon .
: P . . Fair- (Deprematuon) Falr 7
r Investment . 3 . Value: . OfValue . . Value .
lnvestment Accumulation Account .~ *$71,024561 § 18566 - . $ 1,084,253
MofA Money Market. Fund =~ -+ - 9,489 . - (131) 010,091
- MofA All America Fund oo .. b4499 - - 5,27_3 o 65,045-
' j:‘IVIofA BondFund . - - - L - -,.12,1"77'.'-" S B9g. . . 112,030
. MofA Composne Fund .- ' o 9879 . B97T 9,120°
. MofA Mid-Term Bond Fund ... 10485 .. . 208 . 10,535
~ - MofA Mid- Cap Equity. Index Fund Lo .1148,437' Coo12101 0 163 156
. MofA Equity Index Fund: - . ... . ..86730 . - . 9816 - - 81,730 -
. MofA Conservative Allocation Fund . 3635 . - . . BBO 10,818
' MofA Moderate Allocation Fund .~ 6, 292 .. 4730 .10,438
 MofA Aggressive Allocation Fund ~ ~ - - 1,948 - ... 476 17,106
. MofA Mid-Cdp Value Fund . -~ R 8,‘625 - . 905 - 6,588
~ MofA Small Cap Growth Fund . . - 62,015 1,520 0 79,436
- MofA Small Capd\/al‘ue Fund : e T 3,38 931 35,082
MofA InternationalFund .~ . . 480 . - | (28) - 792
' MofA 2025 Retirement Fund co 2418 169 . . 2,573
- MofA 2030 Retirement Fund .o .1003 0 2181 - 0 150,430
" MofA 2035 RetirementFund -~ . - 6,085 - - 389 5;430.
MofA 2040 Retirement Fund . 43903 2593 - . 38,785 . -
‘MofA 2045 Retlrement Fund o . 26,137 . - 1,488 .0 23,408
4 o

- MofA 2050 Retirement Fund - . . 179"



NOTES TO FINANCIAL STATEMENTS

COLUI\IIBIANA COUNTY MENTAL HEALTH CLINIC 403(B) THRIFT PLAN ‘. L

December 31 2014

INVESTMENTS (CONTINUED)

2014 2013

o Appreciat:on B .
: ‘ ‘Fair -~ . - (Depreciation) -. ' - Fair
- ' nvestment . 3 . Value ' Ofvalue ~ _  Value  ~
T Rowe Price Blue Chip Growth, o 47844 - 1,940 - 5, 245
* Deutsche VSI Capital Growth Fund VIP - - ° 69,945 . 7865 =~ 75353
American Century VP Capital Apprec.. = 50,114 -~ 2735 . 4_0;638 -
.- Calvert VP SR Balanced Portfolio - 87 1 2260
- Fidelity VIP. Assét-Manager . -~~~ - - ‘850 - - 26 . . 828
Fidelity VIP Equity-Income Fund . * . 125857 - 8,214 . -+ 102,834
- Fidelity VIP Contrafund . . . " 136,854 .- . 13,934 - 133,680
- Fidelity VIP Mid Cap' o et 40818 - 1,883 . - 30,519
. Vanguard VIF Diversified Value =~ . 106,491 - BA73 30,830
" Vanguard VIF International oo - 80705 - (6,987) 199,942
Vanguard VIF REIT Index Portfolio B 61 030 - - .6514 - . 102
-_Oppenhelmer Main StreetVA e 379 '(169) o 11 610]_ L

' TOTALS | $ 2250 780' 5 09891 " 5 2, 229, 362

e ThIS mvestment represents 5% or more. of net essets avallable for beneflts

) NON PARTIGIPANT DIRECTEQ INVESTMENTS

Al assets and S|gn|f|cant components ‘of the- change in.net. assets are partimpant dlrected
,Therefore no separate repomng of nonpartlcipant dlrected actl\nty : o :

S ‘.PARTY IN-INTEREST TRANSACTIONS

- The Plan does not - conslder Gompany contnbutlons to the Plan to be party in- mterest ‘
- transactions. - The -Company  provides  certain -accounting, edmmlstratlve and investment -

.- management services to the Plan for which no fees are ¢charged. - The comparny ‘paid

administrative expehses of the Plan totallng $6 850 in 2014 The Plan pald mternal fees

-of$1 338

' 'INCOME TAX STATUS

- The Plan has been desugned to qualn‘y under Sectlon 403 b) of the Internal Revenue Code o
~+ {Codeg). “The-terms of the Plari have been. prepared to conform with the sample ianguage *
. provided by the Internal Revenue Service (IRS) in the draft Listing of Required Modifications
- issued’April 4, 2009. The plan sponsor (Mutual of America): has applled for a‘determination

~ letter on the Plan and is awaiting the IRS's determination. . The Plan is required to operate in -

conformity with the Code to malntam the tax exempt status for plan- partlclpants under Sectlon :

’ 403(b) - _
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. PLAN TERM[NATlON

'Although it has not expressed any |ntent to olo 50, the Corporatron 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 termlnatlon part|clpants WI|| become 100%. vested in their -

accoums.

.RISKS AND UNCERTAlNTIES

R _The Plan invests in various mvestment securities. Investment securities are exposed o various’ '

- . risks such as interest rate, .market and. credit risks. Due fo the level of risks associated with

. certain ihvestment seourltres it'is at least reasonably possible that changes .in the values of .

" investment securities will accur in the hear term and that such changes' could matenally affect :
‘participants’ account- balances and the amounts reported |n the . statement of net assets -

- ‘avallable for beneﬂts ' . : : x s

_DE RIVATIVES

" The F’Ian has no mvestment that, in whole or in part, is accounted foras a derlvatlve |nstrument ,
-.under FASB ASC 815, Accountmg for Denvatrve lnstruments and Hedgmg Actlwtres durlng the R
_ourrent Plan year. . , R ‘ : _ o

FAIR VALUE MEASUREMENTS

Flnanclal Accountlng Standards Board ASC 820, Farr Value Measurements and Drsolosures S
“establishes - a framework for measuring fair value. That framework provides a fair. value -
~hierarchy. that priofitizes- the inputs to valuation- techniques- used to-measure fair value. The = -

hierarchy gives the highest priority to unadjusted quoted prrces in active. markets for identical =~

-~ agsets or liabilities (level 1 measurement) and the Towest pnorlty to unobservable inputs (level 3
- rheasurements). - The three levels of the farr‘ value hierarchy .under FASB ASC 820 are

- described below | ‘ - B :

B "Level 1 Inputs to the valua‘uon methodology are unadjusted quoted prrces fer |dent|oal

assets or Ilabllrtles |n active markets that the Plan has the ablllty to access.

| .L,e've'.l2' " Inputs to the valuat|on methodology lnclude

. _'Quoted prlces for similar assets or lrabmtles in actlve markets
- . Quoted prrces for |dent1c:al or 5|mllar assets or llabllltles in inactive markets
- "9; Inputs other than quoted prlces that are. observable for t-heasset or-llablllty,

¢ Inputs that are derived prlno|pally from or corroborated by observable malket
data by correlatlon or other means. S .
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FAR VALUE MEASUREMENTS (commu__l

If the asset or Ilablllty has a specmed (contractual) term the Leve_l 2 |nput must be
- ‘observable for substantlally the fuII term: of the asset or |labl|lty

Leve_l3 . Inputs to the valuatlon methodology are unobservable and. S|gn|f|oant to the falr'

value measurement

7‘The asset‘s or I|ab|Iltys fair value measurement Ievel WIthln the fa!r value hlerarchy is based on
~ the [lowest level- of any input that is. significant to  the fair ‘value measurement.. Valuation

techniques - used need to mammlze the use of observable mputs and mlnlmlze the use of . .

- unobservable mputs

Followmg is a descrlptlon of the valuation methodologles uaed for assets measured at falr‘

. ‘. value, There were no changes in the methodologles used in 2014 and 2013l ,

- -Pooied Separate Aocounts valued at unlt value pr:oe as determmed by the oustodlan at year
. end S : "

-.The preoedlng methods descrlbed may produ(:e a falr value. calculatlon that may not be ‘
indicative: of net reaiizable value or reflective of future fair values. Furthermore, although the =
“plan believes its ' valuation methods are appropriate and consistent with. other. market -

- participants, the use of different methodologles or assumptions to determine the fair value of -

certain financial mstruments could result in a dn‘ferent fair value measurement at the reportlng-

’ . date

_' The followmg table sets forth- by leVeI Wlthln the falr value h|erarchy the Plans assets at salr -
value as of December 31 2014 and 2013 : '

o Assets at Fair. Value as of December 31, 2014

= Level1 o Levelz Level3 Total

©CashEquivaléntFunds - § . - "§1,034040 § = 7§ 1,084,045
~ Aliocation Funds ~ . .. .o 11873 . 0 o 11873
Balanced Funds . . . . - . 10,526 s T 106260
Blended Funds . - .- .. 54878 . - . 54878
Bond Funds R . 22862 < . 22862
- Growth Funds . .- 407590 . - . 407,590
lndexFunds o 298197 - 296,197
-Target Date Funds - - - 79,706 - - 79,706
_ _Value Funds ~ = " T o= 333,299 L e 333 299 ‘
Total pooled funds $ - $2250780 % . - '_$ 2 250 780
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~ FAIR VALUE MEASUREMENTS (CONTINUED)'-,_
Assets at Falr Value as of December 31 2013
S _ Leve]1 C Level2 .. Level3 . Total |
. Cash Equivalent Funds.. =~ § . = $ 1074344 .8 - § 1074344
- Allocation Funds R e 38,362 . - BT 38,362
Balanced Funds -~~~ . . - 10 172 L. 10,172
- -Blended Funds =~ - . . L o _,‘ , 76 655 ¢ . - o 7B6H5
. BondFunds - - - . oo -0 . 225865 ... 22585
©. . Growth Funds e -0 3e4871. o - 364, 871 =
© IndexFunds. - - R ‘244988_'." S - 244,988 .
- Target Date Funds o e 120,827 T 120,827
B Value Funds . Coo e 278778 - 278,778

- Total pooled fnds §_ .- §2220362 8  §2220362

-‘ :SUBSEQUENT EVENTS

Subsequent events have been con5|dered up to September 28 2015 the day the flnanCIaI. _
. statements are available to be issued, which. is the day the fmanmel statements were. complete
~ inaformand format that complies with generally accepted accounting prinmples and have bgen . -
o approved for issuance by Those Charged w1th Governance of the Corporatlon ' '

11w




~ SUPPLEMENTAL INFORMATION =~



ra., K

- FORM 5500 SCHEDULE H, PART IV LINE 4i.
SCHEDULE OF ASSETS (HELD AT END OF YEAR)

o COLUMBIANA COUNTY MENTAL HEALTH CLINIC. 403(B) THRIFT PLAN
S - ' E I #34 1059585 o

y Deqe_mber 3, 2014

- Identity of;lss_ué : o Desfc-_rip’tion of I'ﬁvéstniént"'

Mhtual_ of Arﬁ.érica - ,‘ Gfpu_p :‘An.nuity Contract General 'Ac‘cou'ht '
* + Mutual of A'_m‘eri‘cé L  Gioup An_riu‘lityﬂ_(ﬁoht.ra_ct Separate Account

SEE INDEPENDENT AUDITORS' REPORT ON SUPPLEMENTAL INFORMATION,

BEFE

e.

' Currént

Value

$ 1,024,560 ¢ -

1,226,220



PARTY IN INTEREST -

IDENTITY - MUTUAL OF AMERICA
DESCRIPTION - GENERAL ACCOUNT
COST-0

CURRENT VALUE - 1024560

PARTY IN INTEREST -

IDENTITY - MUTUAL OF AMERICA
DESCRIPTION - SEPARATE ACCOUNT
COST-0

CURRENT VALUE - 1226220



