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. . .. ........... . e

D Check box if filing under: Form 5558; D automatic extension; B the DFVC program;
|:| special extension (enter description)
Part Il Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit plan 001
C.A.O. OF SCIOTO COUNTY 403(B) PLAN number (PN) »
1c Effective date of plan
01/01/1986
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification
COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC. Number (EIN)
31-0718622
2C Plan Sponsor’s telephone
number
433 THIRD STREET 740-354-7541
PORTSMOUTH, OH 45662-1525 -
2d Business code (see
instructions)
813000

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. 10/15/2015 CAROLYN POWELL
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

COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC.

P.O. BOX 1525
433 THIRD STREET
PORTSMOUTH, OH 45662-1525

3b Administrator's EIN
31-0718622

3C Administrator’s telephone
number
740-354-7541

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 ‘ 179
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) 130
a(2) Total number of active participants at the end of the PIAN YEA ........cc.cc.eveeveveeverreereeeeeeeeeeeeeseeeees s ses s 6a(2) 170
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 9
C Other retired or separated participants entitled to future DENEFItS. ..o 6¢c 33
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 212
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccceviiiiiiii i, 6e
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 212
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 69 170
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:
2L 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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance 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.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2014

This Form is Open to Public

pursuant to ERISA section 103(a)(2). 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
C.A.O. OF SCIOTO COUNTY 403(B) PLAN plan number (PN) > 001

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

COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC.

D Employer Identification Number (EIN)
31-0718622

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

ING LIFE INSURANCE AND ANNUITY 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
71-0294708 86509 VFB117 181 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

20317

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

CETERA ADVISORS INSURANCE SERVICES

200 N SEPULVEDA BLVD

STE 1200
EL SEGUNDO, CA 90245

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

17066

3

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

VOYA FINANCIAL ADVISORS, INC

909 LOCUST ST
DES MOINES, IA 50309

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3251

3

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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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 4879408
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: (6] D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment 4) other P GENERAL ACCOUNT
b Balance at the end Of the PrEVIOUS YOI .............c.c.c.ceiirieeeeeeeeeeeeeeeeeseeeeeeeeeeeeee e neneas s eeeenenenneen 7b 1756566
C  Additions: (1) Contributions deposited during the year...............ccccceveueue.... 7c(1) 394335
(2) Dividends and credits....................
(3) Interest credited during the year 46562
(4) Transferred from SeParate ACCOUNL.............cceeveveveveverereeeeeeessessseeneneneend 7c(4) 767694
(5) Other (specify below) 32844
P LOAN REPAYMENTS
(B) TOLAI AUTIIONS ... .- v ceee ettt ee et es e s cs s et s e85 s s b s en e ees 7c(6) 1241435
d Total of balance and additions (add iNeS 7b @Nd 7C(B)). ..eveveveverereeerieeeeeeeee et et ete ettt ee et eeen e | 7d 2998001
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 817944
(2) Administration charge made by carrier .| 7e(2)
(3) Transferred to SEPArate ACCOUNL..............coviveveereeeresreeeeeeeeeeesseseseeneneneeend 7e(3) 336067
(4) Other (SPECITY DEIOW) .......cecveveeeeeieeeeeeeeee et en st en e 7e(4) 70023
) LOAN DISBURSMENTS
(5) TOtal dEAUCHIONS ......cuiiieeiiiie ettt ettt e et a e 1224034
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 1773967
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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). - - -
Employee ggﬁ;ﬁ:?gggﬁiityazg%inistration » File as an attachment to Form 5500. s Forrl?]sli)ec():%?)r;]to Puptie
Pension Benefit Guaranty Corporation

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014
AC L\l%mggfé)cl:alg_ro COUNTY 403(B) PLAN B Three-digi
S (B) plan number (PN) > 001

and ending  12/31/2014

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

D Employer Identification Number (EIN)
COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC.

31-0718622

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
ING LIFE INSURANCE AND ANNUITY COMP

71-0294708

(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)

ING LIFE INSURANCE AND ANNUITY CO

71-0294708
(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-.
60 64 65 66 |SERVICE 0 0
PROVIDER Yes No |:| Yes No D Yes D No
() Enter name and EIN or address (see instructions)

o) © o) NI O N 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
(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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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
C.A.O. OF SCIOTO COUNTY 403(B) PLAN
plan number (PN) 4 001

C Plan sponsor’s name as shown on line 2a of Form 5500
COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC.

D Employer Identification Number (EIN)
31-0718622

‘ 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) PArtiCIDANT I0ANS ........eveeeoeeeee e 1c(8) 154839 156989
(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)
FUNDS) 1ttt ebe e 4862320 4722420
O amaCIS) e et | 2o 1756566 1773966
(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

6773725

6653375

1g

1h

1i

1

1k

1l

6773725

6653375

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)

211826

2a(1)(B)

182509

2a(1)(C)

2a(2)

2a(3)

394335

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

4631

2b(1)(F)

2b(1)(G)

4631

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 2b(10) 208628
C Other iNCOME.. ...t 2c
d Total income. Add allincome amounts in column (b) and enter total..................... 2d 697594
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 817944

(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) 817944
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............ccoeveeerereveverereeennnnn, 2i(1)

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

(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) 0
| Total expenses. Add all expense amounts in column (b) and enter total........ 2] 817944

Net Income and Reconciliation

k Net income (loss). Subtract ine 2j from N 2.............eeeecoeoocecereecesceresscersrersssriin 2k -120350
| 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:ROGER D. CONLEY, INC. (2) EIN: 27-3295133

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 600000

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
C.A.O. OF SCIOTO COUNTY 403(B) PLAN plan number
(PN) » 001

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

COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC. 31-0718622

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 0
2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):
EIN(s): 71-0294708
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 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

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: 0.0% 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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RD CONLEY & COMPANY

Certified Public Accountant

INDEPENDENT AUDITOR’S REPORT

To the Administrative Committee of
the Community Action Organization of
Scioto County 403(b) Plan
Portsmouth, Ohio

Report on the Financial Statements

I have been engaged to audit the accompanying financial statements of the Administrative Committee of
the Community Action Organization of Scioto County 403 (b) Plan (the 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 financial statements.

Management’s Responsibility for the Financial Statements

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

Auditor’s Responsibility

My responsibility is to express 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, I am 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 me not to perform, and 1 did not perform, any auditing procedures with respect to the
information summarized in Note 8, which was certified by ING Life Insurance & Annuity Company, the
trustee of the Plan, except for comparing the information with the related information included in the
2014 and 2013 financial statements and supplemental schedules. I have been informed by the plan
administrator that the trustee held the Plan’s investment assets and executed investment transactions. The
plan administrator has obtained certifications from the trustee as of and for the years ended December 31,
2014 and 2013, that the information provided to the plan administrator by the trustees is complete and
accurate.

Disclaimer of Opinion

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

4030 Mt. Carmel-Tobasco RD, Suite 125 Tel: 513-528-0105
Cincinnati, Ohio 45255 Fax: 513-528-0199



Basis of Accounting

As described in Note 2, these financial statements and supplemental schedule were prepared on a
modified cash basis of accounting, which is a comprehensive basis of accounting other than generally
accepted accounting principles.

Other Matter-Supplemental Schedules

The supplemental schedule of assets held for investment purposes 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, I do not express an opinion on the supplemental schedules referred to above.

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 schedules,
other than that derived from the information certified by the trustee, have been audited by me in
accordance with auditing standards generally accepted in the United States of America and, in my
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.

RD Conley & Company

RD CONLEY & COMPANY
Certified Public Accountant
EIN: 31-1705260

Cincinnati, Ohio
October 14, 2015
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COMMUNITY ACTION ORGANIZATION OF
SCIOTO COUNTY 403(B) PLAN

STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS-MODIFIED CASH BASIS

DECEMBER 31, 2014 AND 2013

ASSETS 2014 2013

Investment at contract value:

Insurance general account $ 1773962  $1,756,566
Investments at fair value:
Registered investment companies 4,722 424 4,862,320
6,496,386 6,618,886
Receivables:
Notes receivable from participants 156,989 154,839
NET ASSETS AVAILABLE FOR BENEFITS 6,653,375 6,773,725

The accompanying notes to financial statements
are an integral part of these financial statements.
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COMMUNITY ACTION ORGANIZATION OF
SCIOTO COUNTY 403(B) PLAN

STATEMENT OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS-
MODIFIED CASH BASIS

FOR THE YEAR ENDED DECEMBER 31, 2014

ADDITIONS
Additions to net assets attributed to:
Investment income:

Net appreciation in fair value of investments $ 298,628
Interest 4,631
303,259
Contributions:
Employer's contributions 211,826
Employee's contributions 182,509
394,335
TOTAL ADDITIONS 697,594
DEDUCTIONS

Deductions to net assets attributed to:
Administrative expenses -
Benefits paid to participants 817,944

TOTAL DEDUCTIONS 817,944
NET INCREASE (DECREASE) (120,350)
NET ASSETS AVAILABLE FOR PLAN
BENEFITS
Beginning of year 6,773,725
End of year $ 6,653,375

The accompanying notes to financial statements
are an integral part of this statement.
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COMMUNITY ACTION ORGANIZATION
OF SCIOTO COUNTY
403(B) PLAN
NOTES TO FINANCIAL STATEMENTS

DECEMBER 31, 2014 AND 2013

(1) DESCRIPTION OF PLAN

The following brief description of the Community Action Organization of Scioto County 403(b)
Plan (the Plan) provides only general information. Participants should refer to the summary plan
description and plan document for a more complete description of the Plan’s provisions.

A.

General

The Plan is a defined contribution plan covering certain employees of Community Action
Organization of Scioto County (the Company). The Plan is subject to the applicable
provisions of the Employee Retirement Income Security Act of 1974 (ERISA), as
amended. The purpose of the Plan is to provide eligible employees a qualified plan
which meets the requirements of Section 403(b) of the Internal Revenue Code of 1986.

. Contributions and Participant Accounts

Participants may contribute an elective percentage of their compensation annually,
subject to certain limitations as defined by the Plan. Contributions in excess of allowable
amounts are refunded to the participants. The Company matches 5% of the employee
deferrals. The Company contributed approximately $211,826 and $220,500 for the years
ended December 31, 2014 and 2013 respectively.

Each participant’s account is charged or credited with (a) the participant’s contributions,
(b) the Company’s contribution, (c) the Plan’s investment earnings or losses and (d)
certain Plan administration costs not covered by the Company.

Benefit Payments

Upon termination of service due to death, disability or retirement, a participant, or his or
her beneficiary, may elect to receive an amount equal to the value of the participant’s
vested account balance. The payment is in the form of a lump-sum distribution or
annuity.

Vesting
Participants are immediately vested in their contributions as well as other contributions

made by the Company.

Participant Loans
Participants may borrow from their accounts up to 50% of their account balance. Loan

transactions are treated as a transfer to (from) the investment fund, from (to) the loan
account. Loan terms may not exceed five years unless the loan is for the purchase of a
principal residence in which case the loan repayment period may not extend beyond
fifteen years from the date of the loan. The loans bear interest at the prevailing interest
rate at the time the loan is granted. Principal and interest is paid directly to the trustee by
the participant on a minimum quarterly payment basis.

-5-



(2) SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Basis of Accounting
The accompanying financial statements have been prepared using the Plan’s modified cash

method (basis) of accounting. This method utilizes a modified cash approach whereby cash
receipts and disbursements are recorded in the period received or made, respectively.
Investments are recorded at fair value where unrealized gain/loss is recorded as income/loss.

Estimates

The preparation of financial statements in conformity with generally accepted accounting
principles and income tax basis of accounting requires the Plan’s management to make estimates
and assumptions that affect the accompanying financial statements and disclosures. Accordingly,
actual results may differ from those estimates.

Administrative Expenses
Certain administrative expenses of the Plan are paid and/or incurred by the Company.

Payment of Benefits
Benefits are recorded when paid.

Investment Valuation and Income Recognition
The Plan’s investments are stated at fair value except for its investment in the trustee’s common

collective trust which is valued at contract value. Shares of mutual funds are valued on quoted
market prices obtained by the trustee. Participant loans are valued at cost less an allowance for
bad debts if deemed necessary. Purchases and sales of securities are recorded on a trade-date
basis. Interest and dividends are recorded on the date of receipt

(3) FAIR VALUE MEASUREMENTS

The Plan’s investments are reported at fair value in the accompanying statement of net assets
available for benefits-modified cash basis. The following table presents fair value measurement
information for investments:

FAIR MEASUREMENTS AT REPORTING DATE USING:

SIGNIFICANT
UNADJUSTED OTHER SIGNIFICANT
QUOTED OBSERVABLE UNOBSERVABLE
MARKET PRICE INPUTS INPUTS

DECEMBER 31, 2014 FAIR VALUE (LEVEL 1) (LEVEL 2) (LEVEL3)
Mutual funds $ 4722424 $ 4722424 $ - % -
Investment ins. gen acct 1,773,962 - - 1,773,962
TOTAL $ 6496386 $ 4722424 § - $ 1,773,962

DECEMBER 31, 2013

Mutual funds $ 4862320 $ 4862320 $ - 3 m
Investment in. gen acct 1,756,566 - - 1,756,566
TOTAL $ 6618886 $ 4862320 $ - $ 1,756,566

Statement of Financial Accounting Standards No. 157, Fair Value Measurements, establishes a
fair value hierarchy that prioritizes the inputs to valuation techniques used to measure fair value.
This hierarchy consists of three broad levels: Level 1 inputs consist of unadjusted quoted prices in

-6-



active markets for identical assets and have the highest priority, Level 2 inputs consist of
observable inputs other than quoted prices for identical assets, and Level 3 inputs have the lowest
priority. The Plan uses appropriate valuation techniques based on the available inputs to measure
the fair value of its investments. When available, the Plan measures fair value using Level 1
inputs because they generally provide the most reliable evidence of fair value. Level 2 inputs are
the second most reliable evidence of fair value, and Level 3 inputs were used only when Level 1 or
Level 2 inputs were not available.

Level 1 Fair Value Measurement

The fair value of mutual funds is based on quoted net asset values of the shares held by the Plan at
year —end.

Level 2 Fair Value Measurement
There were no Level 2 investments.
Level 3 Fair Value Measurement

The fair value of the common collective trust represents the participants’ principal plus accrued
interest at year-end.

(4) INVESTMENT CONTRACT WITH INSURANCE COMPANY

The Plan has entered in a fully benefit-responsive investment contract with ING Life Insurance &
Annuity Company (ING). ING maintains the contributions in a pooled account. The account is
credited with earnings on the underlying investments and charged for Plan withdrawals and
administrative expenses charged by ING. The contract is included in the financial statements at
contract value, which represents contributions made under the contract, plus earnings, less Plan
withdrawals and administrative expenses. Participants may ordinarily direct the withdrawal or
transfer of all or a portion of their investment at contract value.

There are no reserves against contract value for the credit risk of the contract issuer or otherwise.
The average yield and crediting interest rates were approximately .5 percent for 2013 and 2012.
Interest rate resets are determined every month

(5) INVESTMENTS REPRESENTING 5% OR MORE OF NET ASSETS AVAILABLE FOR
BENEFIT

The Plan provides for investments in various securities. Investment securities, in general, are
exposed to various risks, such as but not limited to, interest rate risks, credit risks, and overall
market volatility. Furthermore, due to the level of risks associated with certain investment
securities, it is reasonably possible that changes in the values of investment securities will occur
in the near term and that such change could materially affect the amounts reported in the
statement of net assets available for benefits. Investment balances representing 5% or more of net
assets available for benefits at December 31,2014 and 2013 are as follows:
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December 31,

2014 2013
ING General Fund $ 1773962 § 1,756,562
Fidelity VIP Contrafund-Initial 685,924 668,771
ING Large Cap Value Portfolio 625,541 595872
Growth Fund of Am Class R3 635,871 646,014
ING Index Plus Large Cap Class I 612,365 602,695
EuroPacific Gwth Fund R3 397,519 431,521
ING Templeton Global Growth-Inst Cl - 322,869
ING Inetermmediate Bond Port CI 429,737 -
TAX STATUS

The Internal Revenue Service does not have an approval program for 403(b) documents.
However, management and the trustee of the Plan believe that the Plan is in full compliance with
the applicable requirements of the IRC for the years ended December 31,2014 and 2013.

PLAN TERMINATION

Although it has not expressed any interest to do so, the Company has the right, under the Plan
trust Agreement, to discontinue its contributions at any time and to terminate the Plan subject to
the provisions of ERISA.

INFORMATION CERTIFIED BY THE PLAN’S TRUSTEE

All investment balances and transactions contained in the statements of net assets available for
benefits and the statement of changes in net assets available for benefits contains information
certified by ING. No auditing procedures were performed on the information provided, except to
compare such information to the related information in the financial statements and in the notes to
financial statements.

RELATED PARTY TRANSACTIONS

Certain Plan investments are shares of mutual funds managed by ING. ING is the trustee as
defined by the Plan and, therefore, these transactions qualify as party-in-interest transactions.

RECONCILIATION OF FINANCIAL STATEMENTS TO SCHEDULE H OF FORM
5500

All account balances per the financial statements agreed to Schedule H of Form 5500 as of and
for the year ended December 31,2014 and 2013.

SUBSEQUENT EVENTS

Subsequent events were evaluated through October 14, 2015, which was the date the financial
statements were available to be issued.
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COMMUNITY ACTION ORGANIZATION
OF SCIOTO COUNTY
403(B) PLAN
EIN 31-0718622

ATTACHMENT 5500 SCHEDULE H PART 1V, LINE 4 (i)-SCHEDULE
OF ASSETS (HELD AT YEAR END)

(@) (b) (¢) (d) (e)
Identify of issue borrower Description of Current
leassor or similar party Investment Cost Value

* ING Unallocated general account funds i $ 1,773,962
Participant Loans Prevailing interest rate O - 10 yrs. 156,989 156,989
*  ING Mutual Funds: American Balanced Fund R3 *x 60,408
EuroPacific Gwth Fund R3 ik 397,519
Fidelity VIP Contrafund-Initial - 685,924
Growth Fund of Am Class R3 *k 635,871
ING Baron Growth Portfolio iy 13,243
ING Large Cap Value Portfolio ok 193,956
ING Clarion Real Est - Service Bk 28,834
ING FMR SM Diversified Mid Cap-Serv ks 15,464
ING Index Plus LargeCap Class 1 ok 612,365
ING Index Plus MidCap - Class I ik 9,815
ING Index Plus Small Cap - Class I *ok 36,467
ING Intern Bond Port-Class 1 Bk 429,737
ING JPMorgan Emrg Mkts - Serv Class . 38,336
ING JPMorgan MidCap Val Svc Class *ok 235,882
ING Large Cap Value Portfolio g 625,541
ING Intern SmCap Multi-Mgr CI Ly 145,545
ING Real Estate Fund - Class A *K 27222
ING Sol 2025 Service 2 Class EE 60,956
ING Sol 2035 Service 2 Class L 9,987
ING Sol 2045 Service 2 Class B 13,926
ING Solution Inc Port-Serv 2 Class ek 62,418
ING Templeton Global Growth - Inst Cla *k 304,644
ING TRP Cap Appr Service Class Bk 34422
Pioneer High Yield Fund Class A Pt 19,742
Templeton Foreign Class A ok 181,185

*  Party-in-interest
** Not applicable for participant-directed investments



RD CONLEY & COMPANY

Certified Public Accountant

INDEPENDENT AUDITOR’S REPORT

To the Administrative Committee of
the Community Action Organization of
Scioto County 403(b) Plan

Portsmouth, Ohio

Report on the Financial Statements

I have been engaged to audit the accompanying financial statements of the Administrative Committee of
the Community Action Organization of Scioto County 403 (b) Plan (the 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 financial statements.

Management’s Responsibility for the Financial Statements

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

Auditor’s Responsibility

My responsibility is to express 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, I am 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 me not to perform, and I did not perform, any auditing procedures with respect to the
information summarized in Note 8, which was certified by ING Life Insurance & Annuity Company, the
trustee of the Plan, except for comparing the information with the related information included in the
2014 and 2013 financial statements and supplemental schedules. I have been informed by the plan
administrator that the trustee held the Plan’s investment assets and executed investment transactions. The
plan administrator has obtained certifications from the trustee as of and for the years ended December 31,
2014 and 2013, that the information provided to the plan administrator by the trustees is complete and
accurate.

Disclaimer of Opinion

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

4030 Mt. Carmel-Tobasco RD, Suite 125 Tel: 513-528-0105
Cincinnati, Ohio 45255 Fax: 513-528-0199



Basis of Accounting

As described in Note 2, these financial statements and supplemental schedule were prepared on a
modified cash basis of accounting, which is a comprehensive basis of accounting other than generally
accepted accounting principles.

Other Matter-Supplemental Schedules

The supplemental schedule of assets held for investment purposes 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, I do not express an opinion on the supplemental schedules referred to above.

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 schedules,
other than that derived from the information certified by the trustee, have been audited by me in
accordance with auditing standards generally accepted in the United States of America and, in my
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,

BD Contey & Company

RD CONLEY & COMPANY
Certified Public Accountant
EIN: 31-1705260

Cincinnati, Ohio
October 14, 2015



COMMUNITY ACTION ORGANIZATION

OF SCIOTO COUNTY
403(B) PLAN
EIN 31-0718622

ATTACHMENT 5500 SCHEDULE H PART 1V, LINE 4 (i)-SCHEDULE
OF ASSETS (HELD AT YEAR END)

(a) (b) (c) (d) (e)
Identify of issue borrower Description of Current
leassor or similar party Investment Cost Value
* NG Unallocated general account funds *ok $ 1,773,962
Participant Loans Prevailing interest rate 0 - 10 yrs. 156,989 156,989
*  ING Mutual Funds: American Balanced Fund R3 *% 60,408
EuroPacific Gwth Fund R3 ik 397,519
Fidelity VIP Contrafund-Initial *k 685,924
Growth Fund of Am Class R3 * 635,871
ING Baron Growth Portfolio *% 13,243
ING Large Cap Value Portfolio o 193,956
ING Clarion Real Est - Service *k 28,834
ING FMR SM Diversified Mid Cap-Serv *k 15,464
ING Index Plus LargeCap Class I G 612,365
ING Index Plus MidCap - Class I ik 9,815
ING Index Plus Small Cap - Class I bl 36,467
ING Intern Bond Port-Class I *ok 429,737
ING JPMorgan Emrg Mkts - Serv Class *k 38,336
ING JPMorgan MidCap Val Svc Class *ok 235,882
ING Large Cap Value Portfolio Bk 625,541
ING Intern SmCap Multi-Mgr CI Fok 145,545
ING Real Estate Fund - Class A bl 27,222
ING Sol 2025 Service 2 Class * 60,956
ING Sol 2035 Service 2 Class L 9,987
ING Sol 2045 Service 2 Class *%k 13,926
ING Solution Inc Port-Serv 2 Class *% 62,418
ING Templeton Global Growth - Inst Cla k% 304,644
ING TRP Cap Appr Service Class wx 34,422
Pioneer High Yield Fund Class A ** 19,742
Templeton Foreign Class A g% 181,185

*  Party-in-interest

** Not applicable for participant-directed investments



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

-0089
This form is required to be filed for employee benefit plans under sections 104 1210
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2014
Department of Labor
Employee Benefils Security » Complete all entrles 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: D 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; |:| a DFE (specify)
B This return/report is: D the first return/report; D the final return/report;
|:| an amended return/report; |:| a short plan year return/report (less than 12 months).
C Iftheplanis a collectively-bargained plan, check here. . . .. .. ... e » |:|
D Check box if filing under: @ Form 5558; |:| automatic extension; @ the DFVC program;
D special extension (enter description)
1 Part i l Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan e
C.A.0. OF SCIOTO COUNTY 403(b) PLAN number (PN) »
1c Effective date of plan
01/01/1986
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification
COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC. Number (EIN)
31-0718622
2¢ Plan Sponsor’s telephone
number
433 THIRD STREET 740-354~7541
2d Business code (see
PORTSMOUTH OH 45662-1525 instructions)
813000

Caution: A penalty for the late or incomplete filing of this return/report wlll be assessed uniess reasonable cause is establlshed.

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

bsllls?a':s ( (Yh/]\zé/v (f S Io/,q ),g/ CAROLYN POWELL

Slgr)axure of plan adnithistrator Date Enter name of individual signing as plan administrator

| -

:lls%':s ( UL P ~ QU AL [ O / I }I> CAROLYN POWELL

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 instructlons for Form 5500. Form 5500 (2014)

v. 140124



Form 5500 (2014) Page 2

3a

Plan administrator's name and address DSame as Plan Sponsor
COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC.

P.O. BOX 1525
433 THIRD STREET

3b Administrator’s EIN
31-0718622

3¢ Administrator's telephone

number
740-354-7541

PORTSMOUTH OH 45662-1525
4 |f 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 4¢c PN
5  Total number of participants at the beginning of the plan year 5 | 179
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 YEAF ..............oooooooooooeeoeoeoeeeooeeoeeeeeeoe 6a(1) 130
a(2) Total number of active participants at the end of the PIAN YEAF .............c..wwwievererirrommesimssseoeeeseseeeeeeessessessse oo oo oeoee 6a(2) 170
b Retired or separated participants receiving BENEIES ..............c.ccviiiiieccie e 6b 9
C  Other retired or separated participants entitled to future benefits .............cooooverioorereoeeoreis 6¢ 33
d Subtotal. Ad iNES BA(2), B, ANA BC. .......o.e.occcc..veeeeeeseeeeeeeeeeseee s eeseee e eeeee e oo 6d 212
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... | 6@
T Total. A NS 6 BNA BE. ............ooooooooeooeeeeeereeeeeceeeee e 6f 212
g Number of participants with account balances as of the end of the plan year (only defined contribution plans 0
COMPIELE TNIS IEM) ... et e st ee et e st e s e e e e e e st e s e s eees oo 69 17
h Number of participants that terminated employment during the plan year with accrued benefits that were
€58 than 100% VESIEM ... oottt eeesee e seseseeeeeeeesestesseseseesseeeeseeseeerioeneennn| O 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:
2L 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)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) El R (Retirement Plan Information) ) EI 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 3) i A (Insurance Information)
actliany (4) C (Service Provider information)

()] |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




Form 5500 (2014) Page 3

Part Il 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.) cooooooeecticeeieeietien. J 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) ........... D Yes [:l No

11¢ 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
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
D f Lab
Employee a:rf:fﬁ? gztcﬁrnya;\zrrnimsuanon P Flle as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form Is Open to Public
pursuant to ERISA section 103(a)(2). 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
C.A.0. OF SCIOTO COUNTY 403(b) PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC. 31-0718622

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 || and IIl can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

ING Life Insurance and Annuity Company

Approximate number of Policy or contract year
NAIC (d) Contract or ©
(b) EIN ©) . it persons covered at end of
code identification number policy or contract year (f) From (@) To
71-0294708 86509 VFB117 181 01/01/2014 12/31/2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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

20317

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

Cetera Advisors Insurance Services
200 N Sepulveda Blvd

Ste 1200
El Sequndo CA 90245
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

17066

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

Voya Financial Advisors, Inc
909 Locust St

Des Moines IA 50309
(b) Amount of sales and base Fees and other commissiors paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3251 3

For Paperwork Reduction Act Notice and OMB Control Numbers, see the Instructions for Form 5500.
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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 (¢) Organization
commissions paid (c) Amount (d) Purpose code
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Part Il Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier ma

y 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 €nd.,..........c.ccccooovvivieriececeor oo 4
5 Current value of plan's interest under this contract in separale accounts at year end ..............c...coeiiciiecrioniiiiie s 5 4879408
6 Contracts With Allocated Funds:
@  State the basis of premium rates P
D Premiums Paid t0 CAITIEN ............oooceiivvvereeeeeee oo eeees e eeeeeeeeeeeeeeeeeeeoeeoo 6b
C  Premiums due but unpaid at the end of the year .. e BC
d ifthe carrier, service, or other organization mcurred any specvflc costs in connectlon wnth the acqmsmon or 6d
retention of the contract or policy, enter amount. .
Specify nature of costs P
€ Type of contract: (1) |:| individual policies (2) |:| group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1 D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment 4) other ’General Account
b Balance at the end of the previous year .. . | 7b 1756566
C Additions: (1) Contributions deposited durmg the year.. 7c(1) 394335
(2) Dividends and Credits..................oooeeeererereeeeee oo 7¢(2)
(3) Interest credited dUriNg the YEaT .............oovcovovveeeeoooeeeeeeeeeeeeeoeooooeooon] 7¢(3) 46562
(4) Transferred from separate account .| 7c(4) 76769
(5) Other (specify below) .........cc.coev.v.. | 7¢(5) 3284
» Loan Repayments
(6)Total additions.... ... TT(B) 1241435
d Total of balance and addmons (add Imes 7b and 7c(6)) [ 7d 2998001
€ Deductions;
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 817944
(2) Administration charge made by Carmier ...........cocoveercvioressirccssieeniinrn] 1€(2)
(3) Transferred to separate aCCOUNt ........ccccovurimririvmrinecccioniessiinsooriiinrcniennn] 1€(3) 336067
(4) Other (SPECIfy DEIOW) ........cvuvcvereecvecenniisiorionreesoseess s sseennnenns] 1€(B) 70023
P Loan Disbursments
(5) Total deAUCHIONS ... 1224034

f Balance at the end of the current year (subtract line 7e(5) from line 7d) ............ooooiiiiieen i

1773967




Schedule A (Form 5500) 2014 Page 4

Part lll | 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 c D Vision d |:| Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
[:I Stop loss (large deductible) j D HMO contract k D PPO contract | |:| Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received.. R ———— T 16 )
(2) Increase (decrease) in amount due but unpald i 98(2)
(3) Increase (decrease) in unearned premium reServe...........oevevcveereeiere. 9a(3)
(4) Earned (1) + (2) = (3)) coooccriosseeioereisesseiomsssssaniinnis .| 9a(4)
b Benefit charges (1) Claims Paid ......couiviiiesioosiiieeeeieier oot issenes 9b(1)
(2) Increase (decrease) in Claim reSErves .........c.c.c.coovvviiiiieees e 9b(2)
(3) Incurred claims (add (1) AN (2)) .ovveveereeeeieeeee e essess e ess s esessssesen s sssesssseesessesesenenensesssseesessesesscnneceeneed]  OD(3)
(4) Claims charged ... 9b(4)
C Remainder of premlum (1) Retentlon charges (on an accrual baS|s) -
(A) Commissions ............... s o] 9C(1)(A)
(B) Admlmstratlve service or other fees S ) -))
(C) Other specific acquisition costs 9c(1)(C)
(D) OthEF BXPEMSES .....c..vovevieereceie et ese i 9c(1)(D)
(E) TAXES.oveooeeeeveoreeeessioess vt sees st en st eees e ereeereenios 9c(1)(E)
(F) Charges for risks or other contingencies .... 9c(1)(F)
(G) Other retention Charges —...........ccoveovcrieoeesreccesosseeseerseeseseonneeenne, 9C(1G)
(H) Total retention... — T D]( ;)]
(2) Dividends or retroactive rate refunds (These amounts were [:] pald in cash or |:| credited. ) . 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................. 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves.. 9d(3)
€ Dividends or retroactlve rate refunds due (Do not mclude amount entered in I|ne 9c(2} ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier .. - 10a
b If the carrier, service, or other organization incurred any speclfrc costs in connection with the acqmsrtron or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.................ccocovveens 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 E{] No

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



SCHEDULE C Service Provider Information BTG, fZT0 010
(Form 5500) 0
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2 14
Inlernal Revenue Service Retirement Income Security Act of 1974 (ERISA).
f Lab .
Employes B g:tczrityaAggumstrauon P File as an attachment to Form 5500. This Form is Open to Public
Pansion Benefit Guaranty Corporation Inspectlon.
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
C.A.O0. OF SCIOTO COUNTY 403(b) PLAN plan number (PN) [ 3 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC.
31-0718622

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).. . . ............ QYes 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

ING Life Insurance and Annuity Comp 71-0294708

(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) 201
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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)

ING Life Insurance and Annuity Co 71-0294708

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
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|estimated amount?
answered "Yes” to element
60 (f). If none, enter -0-
64
65 Service
66 provider ves [g] No [] Yes ] No [] Yes [| No [X]
0 0
{(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (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-.
YesD No[l YesD No|:| YesD NoD
(@) Enter name and EIN or address (see instructions)

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

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-,

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. [f none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes [:l No D

Yes |:| No D

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

(b)

(c)

(d)

(e)

(f)

(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-.
YesD NOD YesD NoD YesD N0|:|
{a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) (f) (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No |:|

Yes D No D

Yes D No D
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Part | JService 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 (¢) 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.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (¢) 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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L 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

(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

(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

(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
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)
a_ Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

d Name:
C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
d Address: € Telephone:

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

Pension Benefit Guaranty Corporation

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).

> Flle as an attachment to Form 5500.

OMB No. 1210-0110

2014

Thls 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
C.A.O0. OF SCIOTO COUNTY 403(b) PLAN plan number (PN) [ 001

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

COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC. 31-0718622

D Employer Identification Number (EIN)

Partl |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢(9) through 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), 1¢(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash.............cccooiiiicc 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYET CONTIDULIONS........ e reeeeeeseeeete e ee et esesees s erenenenas 1b(1)
(2) Participant CONLTIDULIONS ...........evoveireeeereee s eseeeteees et eresseereseeens s 1b(2)
(B) ONBI...cecvei et 1b(3)
C General investments:
(1) Interest-bgaring cash (include money market accounts & certificates 1¢c(1)
Of AEPOSIE). .. .eeiieieiee e
(2) U.S. GOVErNMENT SECUMHES ..........ovvoeveeeieeeeeceeeereeeeesveree oo 1c(2)
(3) Corporate debt instruments (other than employer securities):
(B) PrEfEITEA ...ttt 1¢(3)(A)
(B) All other 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PTEIEITEA .....v. ettt ettt eet s eer st 1c(4)(A)
(B) COMMON........oeoeeieeeeee e eeee e tee e s s ese s 1c(4)(B)
(5) Partnership/joint Venture iNtBrestS ...........coovvoveeeveerveererreereressseeeene 1¢(5)
(6) Real estate (other than employer real property) 1¢(6)
(7) Loans (other than to PartiCipants) ............cocoeveeeerieeeee oo 1¢(7)
(8) PATtCIPANL I0BNS ..........cvvevieeeseeeeeree oot eeee et ee et eeee ettt 1¢(8) 154839 156989
(9) Value of interest in common/collective truStS ..............ccvvveeerreerrarernnn. 1c(9)
(10) Value of interest in pooled separate aCCOUNES .............coooerevcrreverirerenens 1c(10)
(11) Value of interest in master trust investment accounts ................cc.c........ 1c(11)
(12) Value of interest in 103-12 investment entities................c.cc.ocoveernee. 1¢(12)
Sl o= sl NSRS SRS G5 S fe(13) 4862320 4722420
o ontracts) o 1 eurance Gompany genera) account unalocaled. | 1ea) 1756566 1773966
(15) ORI ..ottt s 1¢(15)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500
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1d

= @

Employer-related investments:

(1) EMPIOYET SECUMEIES ... .oiveiiriieinieieeetee ettt bbb

(2) Employer real Property ..........c.coiuriioeiririiinier e eena s rna e

Buildings and other property used in plan operation ...........cccocceeiiiiciiiiian,

Total assets (add all amounts in lines 1a through 1€) .......ccccooviviiiiiciiiiiniinnn.
Liabilities

Benefit claims PayabIe...........cccooviiviiiiieiiee e

Operating payables

Acquisition iNndebtedness................ooiiiiiiiiiii

Other labilities..........voicieie e

Total liabilities (add all amounts in lines 1g through1j) ......ccccovevrevviivrrercenns
Net Assets

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

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

1e

1f

6773725

6653375

1g

1h

10

1j

1k

6773725

6653375

l Part il llncome 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
Contributions:
(1) Received or receivable in cash from: (A) Employers............ccccoocevrreiiiinns
(B) Patrticipants
(C) Others (including rolloVErS) .........coovviiiiiiiiiie e

(2) Noncash contribUtiONS .........c.oovieiiiieiiieee e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2).................
Earnings on Investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIt)..........ccovvriieii i

(B) U.S. Government securities ...

(C) Corporate debt instruments ..............ccoooiiiiiiiii
(D) Loans (other than to participants) .........c.cccccoovriinicin s
(E) Participant I08NS ...........oovviiiiiiiii e
(F)  Other .. ettt
(G) Total interest. Add lines 2b(1)(A) through (F).............cccoovviiinniiccs
(2) Dividends: (A) Preferred StoCK.............ccoviieioieiiiiin e

(B) COMMON SEOCK. ... viiiieiieies ety

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

(B) Oher .. .o e

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B)...........coooicveicieiiie e

(a) Amount

(b) Total

2a(1)(A)

211826

2a(1)(B)

182509

2a(1)(C)

2a(2)

2a(3)

394335

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

4631

2b(1)(F)

2b(1)(G)

4631

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.................oo..... 2h(6)
(7) Net investment gain (loss) from pooled separate accounts....................... 2n(7)
(8) Net investment gain (loss) from master trust investment accounts............ 2n(8)
(9) Net investment gain (loss) from 103-12 investment entities ............... tovies 2p(9)
(10) Net inve;tment gain (loss) from registered investment 2b(10)
companies (€.g., mutual funds)..............ccceoveeiirieieiccee e 298628
€ OtheriNCOME. ... .iiiiiiiii ittt et sne e ens 2c
d Total income. Add all Income amounts in column (b) and enter total..................... 2d 697594
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 817944
(2) To insurance carriers for the provision of benefits.............ccocovvevevrecersian. 2e(2)
(B) ONEI ..o 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3).........ccocovvreceirrirerrinn. 2¢(4) 817944
f Corrective distributions (s€& iNStruCtions) ..............cccocveerereverereeescsseeeeeens 2f
g Certain deemed distributions of participant loans (see instructions)................ 2g
D INtErest @XPENSE. ..o 2h
i Administrative expenses: (1) Professional fees...........ccoovvvvrereriorereeceoresnes 2i(1)
(2) Contract adMINISrator FEES................ovoeeeveeereeeeeeeerereo e etereseaeneeens 2i(2)
(3) Investment advisory and management fees...........ccoccoevvevervioeicrecveeerennn, 2i(3)
() ONET ... et 2i(4)
(5) Total administrative expenses. Add lines 2I(1) through (4).............c......... 2i(5) 0
J Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 817944
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from line 2d........... 2k -120350
I Transfers of assets:
(1) TOHhIS PIAN...o.ooeoeee e e S R R ST R i 21(1)
(2) FTOM tRIS PIAN ©.....cevee ettt ettt ere et ee e et ern v s erenanie 21(2)

Part lll | 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):
() [] unquaiified @[] Qualiied  (3) [§] Disclaimer  (4) [] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? @ Yes |:| No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: Roger D. Conley, Inc. (2) EIN: 27-3295133

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 GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4. 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
CRECKEU.)...vvevovvvveses sttt 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 If if "Yes” is checked.) ..........coooeveviineenns 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
CREOKEA. ). vttt e et e e et et e et et e e et et ee e e s et etene s et et e st ad X
€  Was this plan covered by a fidelity bond?............cocoviiiiiiieii e 4e X 600000
f Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused
DY fraud OF dISNONESLY? ..ottt et e e et e e e e e eiren e a4f 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?..........ccccoovveeviiiveecrneennen. 4g 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.) .........cooiiiiiiiiiie e 41 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 reqUIrEMENES.)........cccviiviiiiii i 4j X
Kk  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? .............ociiiiiiiiiiiii e 4k X
l Has the plan failed to provide any benefit when due under the plan?............c...cocooevviiveenenen. 4l X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
P4y 0 L0k o 7 TSROSO PR 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........cocovvvvvineeennen. an
5@ 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.......................... |:| Yes @ No Amount:

5b

If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ..... D Yes D No D Not determined

| Part V |Trust Information (optional)

6a Name of trust

6b Trust's EIN




SCHEDULE R
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Department of the Treasury
Intemnal Revenue Service

Department of Labor
Employee Benefits Security Administration

Retirement Plan Information

This schedule is required to be filed under section 104 and 4065 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

P Flle as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corparation
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
C.A.0. OF SCIOTO COUNTY 403(b) PLAN plan number
(PN) 4 001

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

D Employer Identification Number (EIN)

COMMUNITY ACTION ORGANIZATION OF SCIOTO COUNTY, INC. 31-0718622
| Partl | Distributions
All references to distributlons 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
INSHTUCHIONS ..o bbbt 1 0

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

EIN(s): 71-0294708

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 pIan

year. ,

3

Part II Fundlng Informatlon (If the pIan is not subject to the minimum fundmg 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)7? ......coovvvvvrvvvrenn

If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this

plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month

Day

[] ves [Jno ] wa

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
deficiency not wa|ved)
b Enter the amount contributed by the employer to the plan for this plan year

Subtract the amount in line 6b from the amount in line 6a. Enter the resuit

(enter a minus sign to the left of a negative amount)

If you completed lIne 6c, skip lines 8 and 9.

7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ...........c.ccooovvvvviviivirnns

................. 6b

................. 6¢c

[] Yes [N [] na

6a

8 If a change 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 change?....

|:| Yes [:I No |:| N/A

Partlll | 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 approprlate
box. If na, check the “No” box. . . ... []mncrease [ Decrease  [] Both [] No
Part IV ESOPs (see |nstruct|ons) If this is not a pIan 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? .....

[lves [] no

11 a Does the ESOP hold any preferred stock?...........cc..coo......

b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan parl of a "back-to-back” loan?

(See instructions for definition of "back-to-back” loan.) ...

j Yes [ No
D Yes D No

12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? .................coooovoreeocereeeeeeeeereere

[Jves [] No

For Paperwork Reductlon Act Notice and OMB Control Numbers, see the instructlons for Form 5500.

Schedule R (Form 5500) 2014
v. 140124



Schedule R (Form 5500) 2014 140124 Page 2 -

| 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 EN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment, Otherwise, enter the applicable date.) Month Day Year

@ Contribution rate information (Iif more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (|n dollars and cen

ts
(2) Base unit measure Hourly ﬁ Weekly Unit of production D Other (specify):

a Name of contributing employer

o

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 (/f more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (|n dollars and cen

ts
(2) Base unit measure Hourly d Weekly I Unit of production H Other (specify):

a Name of contributing employer

o

EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box I:l
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 |:| and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (|n dollars and cen

ts
(2) Base unit measure Hourly [j Weekly Unit of production D Other (specify):

a Name of contributing employer

o

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 I:l
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (/f 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 (|n dollars and cen:

ts
(2) Base unit measure Hourly Ij Weekly Unit of production |:I Other (specify):

a Name of contributing employer

o

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 |:|
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 |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)

(1)  Contribution rate (|n doliars and cents

(2) Base unit measure Hourly Weekly Unit of production I:I Other (specify):
a  Name of contributing employer
b EN €  Dollar amount contributed by employer

d Date collective bargaining agreement expires (/f 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 (Iif 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 (|n dollars and cen

ts
(2) Base unit measure Hourly Ij Weekly Unit of production [l 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:

@ TNE CUITENE YEBI ....oooeo oo s ssomeseeesr s sosereeses s o] 1 A8

b The plan year immediately preceding the CUITENt PIAN YEAT...............cccvvevreevierienrseseeeeeeeeee e 14b
14c

€ The second preceding PIAN YOA ... . it iesisiiin ssassasesarssmsriensrassiarassassssmssssssnsios s sasinssssssiossarassasssassasssaitossis

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 15a

b The corresponding number for the second preceding PIAN YEAI.........coooiiiiiiiiisiimies oo 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 ..., 16a

b ifline16ais greater than O, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn emMpPIOYEIS ..ot s

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 regardin
supplemental information to be included as an attaChment. ......... .o e (h

| 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 ... ...ttt s s eae s s e e s e st e s ems s s e m e s a5 b e e ar e e s 4ssahbeebeesbe s abeesbeeennesrneiNeeente s ebesareereeasrne

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: 0.0% 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 |:| 3-6 years |:| 6-9 years |:| 9-12 years D 12-15 years D 15-18 years |:| 18-21 years D 21 years or more
€  What duration measure was used to calculate line 19(b)?

|:| Effective duration I:l Macaulay duration |:| Modified duration |:| Other (specify):




COMMUNITY ACTION ORGANIZATION

OF SCIOTO COUNTY
403(B) PLAN
EIN 31-0718622

ATTACHMENT 5500 SCHEDULE H PART 1V, LINE 4 (i)-SCHEDULE
OF ASSETS (HELD AT YEAR END)

(a) (b) (c) (d) (e)
Identify of issue borrower Description of Current
leassor or similar party Investment Cost Value
* NG Unallocated general account funds *ok $ 1,773,962
Participant Loans Prevailing interest rate 0 - 10 yrs. 156,989 156,989
*  ING Mutual Funds: American Balanced Fund R3 *% 60,408
EuroPacific Gwth Fund R3 ik 397,519
Fidelity VIP Contrafund-Initial *k 685,924
Growth Fund of Am Class R3 * 635,871
ING Baron Growth Portfolio *% 13,243
ING Large Cap Value Portfolio o 193,956
ING Clarion Real Est - Service *k 28,834
ING FMR SM Diversified Mid Cap-Serv *k 15,464
ING Index Plus LargeCap Class I G 612,365
ING Index Plus MidCap - Class I ik 9,815
ING Index Plus Small Cap - Class I bl 36,467
ING Intern Bond Port-Class I *ok 429,737
ING JPMorgan Emrg Mkts - Serv Class *k 38,336
ING JPMorgan MidCap Val Svc Class *ok 235,882
ING Large Cap Value Portfolio Bk 625,541
ING Intern SmCap Multi-Mgr CI Fok 145,545
ING Real Estate Fund - Class A bl 27,222
ING Sol 2025 Service 2 Class * 60,956
ING Sol 2035 Service 2 Class L 9,987
ING Sol 2045 Service 2 Class *%k 13,926
ING Solution Inc Port-Serv 2 Class *% 62,418
ING Templeton Global Growth - Inst Cla k% 304,644
ING TRP Cap Appr Service Class wx 34,422
Pioneer High Yield Fund Class A ** 19,742
Templeton Foreign Class A g% 181,185

*  Party-in-interest

** Not applicable for participant-directed investments



