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; D the DFVC program;
|:| special extension (enter description)
Part Il Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit plan 002
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. DEFINED BENEFIT PLAN number (PN) »
1c Effective date of plan
01/01/2011
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. Number (EIN)
81-0547599
2C Plan Sponsor’s telephone
number
P.O. BOX 12490 419-291-3627
TOLEDO, OH 43606 -
2d Business code (see
instructions)
621498

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

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

SIGN |Filed with authorized/valid electronic signature. 10/15/2015 EDWARD R. SCHOFIELD
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




Form 5500 (2014) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 ‘ 56
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) 56
a(2) Total number of active participants at the end of the PIAN YEAT ............ccc.civeviveveiieeieeesieseeeie e 6a(2) 54
b Retired or separated participants reCEIVING DENEFILS ..............ovvrurrereieieeeeeeeeeeeeeeetete et e et et s s st e e te et e s s s s s e eeeseeesenesen s 6b 0
C Other retired or separated participants entitled to future DENEFItS. ..o 6¢c 0
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 54
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccceviiiiiiii i, 6e 0
T Total. AddINES BU BNG BE. ....cvvivvveieiiiieececte ettt ettt ettt a ettt bbbt b et e st et et et et bt s s s s e s et et et et es s s s s seeens 6f 54
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
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:
1A 1D
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) D 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) ) D 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 ©) |:| A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) 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 SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Single-Employer Defined Benefit Plan
Actuarial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

OMB No. 1210-0110

2014

This Form is Open to Public

Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.

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

» Round off amounts to nearest dollar.

» Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B  Three-digit 002
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. DEFINED BENEFIT PLAN plan number (PN) >

D Employer Identification Number (EIN)
81-0547599

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC.

E Type of plan: Single |:| Multiple-A D Multiple-B F Prior year plan size: 100 or fewer |:| 101-500 |:| More than 500

‘ Part | | Basic Information

1 Enter the valuation date: Month _ 01 Day 01 Year 2014
2  Assets:
BUIMAIKET VAIUE ...ttt es s et e e 22222 s e 8 E 28 e A e A e e e b £ 2 s 2828 ee et e e e e e e s e s e e es s e et b et s s s e s n s 2a 2636412
D ACLUBITAI VAILE ... 2b 2636412
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment...................... 0 0 0
b For terminated vested participants 0 0 0
C FOr active PartiCIPANTS........cieitie et et et ettt e e e eaeee 54 2085741 2085741
Lo I 1 R R UURRRURRT 54 2085741 2085741
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b).............ccocveveurenee. D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........cc.uuiiiiiiiiiiiiiei e ereeee e 4a
b Funding target reflecting at—risk'assumptions',, but disregardi'ng trans_ition rulg for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor............ccccccceeviiiiienenn.
B EMfECHVE INIEIEST FALE ......c.cvivivivcveteieitt ettt ettt ettt e ettt et s s s s s st et e b et e s et et en e s s es et etebe s e b st s s snsnsetesesanas 5 6.66%
B TANGEE NOMMAI COST.....viueieeieeetcee ettt tete ettt ettt et et et e e et et e e et e e et e s et e s e et eae et eseen et essetese et eseesese s etenseaeseeseaeeneneas 6 866983

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 09/16/2015
Signature of actuary Date
JESSICA A. BIRKLE 14-07693

Most recent enrollment number
513-891-0270
Telephone number (including area code)

Type or print name of actuary
CUNI, RUST & STRENK, INC.

Firm name

4555 LAKE FOREST DRIVE
CINCINNATI, OH 45242

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF.

Schedule SB (Form 5500) 2014
v. 140124
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Part Il ‘ Beginning of Year Carryover and Prefunding Balances

(a) Carryover balance (b) Prefunding balance

7 Balance at beginning of prior year after applicable adjustments (line 13 from prior

1S 1) P VSO PP PPN 0 0
8 Portion elected for use to offset prior year’s funding requirement (line 35 from

PFIOT YEAT) ..ttt ettt et ettt ettt ettt ettt b et e ae e nat e et e ree e
9 Amount remaining (line 7 MiNUS INE 8) ..........cvovevriueeeieeeeeseeeeeceeee oo eeen e
10 Interest on line 9 using prior year’s actual return of 6.19% ceveereeireiieeeeen] 0
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year) ...........cccoveeeiinn) 459977

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year

Schedule SB, using prior year's effective interest rate of 6.51 %.cccuenenn) 20945
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FEHUIM .ot ee s e e en et en e e en s eenser s 0

C Total available at beginning of current plan year to add to prefunding balance............., 489922

d Portion of (c) to be added to prefunding balance ................cocooeeeeeeeeeeieeen ] 0
12 Other reductions in balances due to elections or deemed elections...........................] 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)................] 0 0

Part lll Funding Percentages

14 Funding target attaiNMENt PEICENLAGE.............ovverveereeereereeiesesssseeesesesssess s sesssssesesssssesssesssssssessssesssssssessssesssassssessssesssesssssssssnsssnessessssessanssssesenns 14 126.40 %
15 Adjusted funding target attainMeENnt PEICENIATE ...ovovceiveceeeeee ettt s et a e et en s en e s nae s s seaesensseeseneesanenes 15 126.40 %
16 Prior year's funding percen.tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16

current year's fUNAING FEQUITEIMENT . ............i ettt ea et et e et e sttt et eteemeesaeeneenaeaseeneeateennenneaneenneeneenneaneen] 125.42 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............ccccocevuvveeen.. 17 %

Part IV Contributions and Liquidity Shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
04/15/2015 1161000

Totals » | 18(b) 1161000 | 18(c) | 0

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years. ...........cccocceiiiiieeniennns 19a 0

b Contributions made to avoid restrictions adjusted to valuation date..................ccceevrurueueieeereeeeceeeeeee e 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19¢c 1068691
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the Prior YEAr? ............oo ittt ettt siee e |:| Yes No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?............c.ccoceueveeevevevecereeereeerenennns |:| Yes D No

C If line 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3) 3rd

(4)

4th
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Part V [Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st segment: 2nd segment: 3rd segment:

D N/A, full yield curve used

4.99% 6.32% 6.99 %

D Applicable MONtH (ENLEF COUR).........cvevevevvrereeeeeeeetete et et e e et e et es s s s ea e e et e e esesensn et eseteesees s e 21b 0
22 Weighted aVerage retifEMENT A0E ..........cviueeireeeieeeeeeeeeeeeeeeete e et e s et et et et et stessseeeeetate st ese et ateesetessatassseeeenseesareses 22 65
23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate D Substitute
Part VI |Miscellaneous Items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

Yo 1121112 AU OO [] ves No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment..................cccccceeeee... |:| Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ Yes D No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

Lo LA E= o] 10 0 T=T o | PO P ST P TOTPTPTOPPN
Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOr YEAIS ............ceveeeveueeeeeeeeeeeeeeeeeeee e 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(LTSI K - ) SRR
30 Remaining amount of unpaid minimum required contributions (line 28 Minus liN€ 29) ............cccveveeveerevereeeenne. 30 0
Part VIII | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):

A Target NOMMAl COSE (N B) ...evieeiiiiiiiiee e e e ettt e e e e e et e e e e e s e te e e e e e s s sstateeeaeee s sntaeeeesansseneneeeeannnsnneeeens 3la 866983

b Excess assets, if applicable, but not greater than liNE 31a ........c.ceccveveveveveeriieeeeeeeseseseseeeeeee s esenenenenens 31b 550671
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization installment..............coocvoiiiiii s 0 0

b Waiver amortization iNStAlMENt ..............c..cevevieeueieeeieeeeee s 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval

(Month Day Year ) and the waived amount ............ccccceeeeviviereee e 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) .. 34 316312

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

FEQUITEMENT.....eiiiiiiiecie e 0 0 0
36 Additional cash requirement (liNe 34 MINUS INE 35)...........c.eviuiureieeeeeseeeeseeeeeeeeseeeeseeeetes s es e se et en e eneseses 36 316312
37 Cpntributions allocated toward minimum required contribution for current year adjusted to valuation date 37

(I8 LOC) 1.ttt ettt e ettt e s et e e e sen et n et en et et e e st en st s en st et en e et ena et s en et erantenneeeas 1068691
38 Present value of excess contributions for current year (see instructions)

a Total (EXCESS, if ANy, Of [INE 37 OVET NE BB) ....v.vveeeeeeeeeeeeeeeeereseeeseee e et ee e e eseseeeessseseeee et s ees s ses e eresenes 38a 752379

b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances ........ 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ............cccoeu...... 39 0
40 Unpaid minimum required contributions fOr @ll YEATS .............cceeiieveviveeieteeee et enne 40 0
Part 1X Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:

a Schedule elected

|:| 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in line 41a was made

[]2008 []2009 []2010 [ | 2011

42

Amount of acceleration adjustment

42

43

Excess installment acceleration amount to be carried over to future plan years ..........ccccoovciiieieiiiniiiieee s

43




SCHEDULE | Financial Information—Small Plan

(Form 5500)

Department of the Treasury

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014

and ending 12/31/2014

A Name of plan
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. DEFINED BENEFIT PLAN

B  Three-digit
plan number (PN) 4 002

C Plan sponsor's name as shown on line 2a of Form 5500
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC.

D Employer Identification Number (EIN)
81-0547599

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule I if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | |Smal| Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. 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.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A Total Plan @SSELS ....vveivieeiieceieeciee et la 2656317 3907528
b Total plan i@bilities ..........c.c.oveveeveeieeeeeeeceeeeee e 1b
Net plan assets (subtract line 1b from line 1a) .......ccccceeecviiieieennnne 1lc 2656317 3907528
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYEIS...c.oiiiieeiciecti et etecte ettt ettt anea 2a(1) 1161000
(2)  PArtiCIPANS ....ccoueiieiiiieeiii e 2a(2)
(3) Others (including rolloVErs) ........ccceviciviiieee e 2a(3)
b Noncash contributions ..........cccc.cvevviececeicee e 2b
C Other INCOME......cvivieieiiietetere ettt 2c 111110
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2c) ................. 2d 1272110
€ Benefits paid (including direct rollovers) ...........ccccceeeeniiiiieieeennnnns 2e
f Corrective distributions (see INStruCtioNS) ............cccceeeveveveveereernnnn. 2f
g Certain deemed distributions of participant loans
(SEE INSIIUCTIONS) ...eeeeiiiieteeee e e e ettt e e e e et e e e e e s st rr e e e e e e snaraeeaeeeas 29
h  Administrative service providers (salaries, fees, and commissions)| 2h 20899
| OthEr @XPENSES ...ttt enn st eteas 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i).........cco.covvrrenen. 2j 20899
K Netincome (loss) (subtract line 2j from line 2d) ...........c.cocvveeeenn.n. 2k 1251211
| Transfers to (from) the plan (see iNStructions) ..............cccveveveuennnn. 2

3 Specific Assets: If the plan held assets at anytime during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a line-

by-line basis unless the trust meets one of the specific exceptions described in the instructions.

Yes No Amount
a Partnership/joint VENtUre iNtEreStS ...........ooiiiiiiiiiiiiiiiie e 3a X
D EMPIOYer real PrOPeMY ..........cevveceieeieeieceie e 3b X
C Real estate (other than employer real Property).........ccccovveeeiiiieeiiiie i 3c X
O EMPIOYEr SECUMIES ..o 3d X
€ PartiCIPANT IOBNS. ....cvviieiiiece ettt ettt 3e X
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule | (Form 5500) 2014

v. 140124



Schedule | (Form 5500) 2014 Page 2 -

Yes No Amount
3f  Loans (0ther than t0 PArICIDANTS) .........ccovveveeereeeeeeeeeesteteeeeeseseteee e ses et eeeteteteseeseseseteeesese s essestsseeens 3f X
g Tangible personal PrOPEILY ..........cciiiiiiiir it 3g X
| Part Il |Comp|iance Questions
4 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.)..........ccccceecvvveeennn. 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the
participant’s aCCOUNt DAIANCE. .........ocuuiiiiiiii et 4b X
C Were any leases to which the plan was a party in default or classified during the year as
UNCONECHBIE? ....e.veeeicecece ettt 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOIEA ON TINE 4A.) ...ttt e ettt e e e e kbbb e e e e e e e e abbe bt e e e e e e sabbbeeeeeesannnbnneaaeeaannes 4d X
€ Was the plan covered by a fidelity DONA?...........coouiiiiiiiiecicee e 4e | X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF AISNONESLY? ...ttt e e ettt e e e e et b et e e e e e e e abe b et e e e e asbbneeeaeeeannnrnnees 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? ..........ccoveiieieiniiee e 4q 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?...........ccoeueeeiiireeriieeiieeeesineeens 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnership/joint VENtUre INtEIreSE? ........cooiiiiiiiiieiiiiiiie e 4 X
| Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control Of the PBGC?........coiiiiiiiiieeeeeiiiee ettt e e 4j X
K  Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or 2520.104-50
statement. (See instructions on waiver eligibility and conditions.) ...........cccceoveirineininer e 4k X
| Has the plan failed to provide any benefit when due under the plan?..............cccocoveevevereveeeerenne. 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.100-3.) 1. ettt ettt e e 4m
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.........ccceeviiriennieieniieeeninne. 4n

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?

5b

If “Yes,” enter the amount of any plan assets that reverted to the employer this year..........cccccccoeeeennnes

transferred. (See instructions.)

|:|Yes

No Amount:

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

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 D No |:| Not determined

Part Il |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
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. DEFINED BENEFIT PLAN plan number
(PN) » 002

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

EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. 81-0547599

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): 81-0547599

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan

VBB, ... eeeeeeee s et et ettt et ettt ettt ettt ettt et ettt et et et et et e A e e et et et et e e e et et et et et et e e s e et et et et et enn s es et et eter e et eneteantees 3 0

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 °

N/A

Part Ill | Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

Do, 1 0, Shedk 116 PNG™ DO e, [] Increase  []pecrease [] Both No
Part IV ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,

skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. : Yes |:| No
11 a Does the ESOP hold @ny Prefermed SIOCK? ..........cciiuitiiiriieiieieieteteesee st eeeees et sttt ee et s e sttt eses e b s es b en e ae e e enes : Yes |:| No

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

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

12 Does the ESOP hold any stock that is not readily tradable on an established SeCUrities Market?...........ccoeereenrrieneieniieenecens D Yes D No

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

Schedule R (Form 5500) 2014

v. 140124



Schedule R (Form 5500) 2014 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 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):




Schedule R (Form 5500) 2014 Page 3

14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

= T Yo U =Y 0T A== S 1l4a
b The plan year immediately preceding the CUITENt PIan YEaT..............ccceeeeveveeeeeeeeceeeeeeeees oo en e 14b
C  The second PreCeding PIAN YA .........ocuuii ittt ettt e ea et e ettt e e st e e et e et e nbbeeeaeeeeas l4c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year............ccccovcveevinen. 15a

b The corresponding number for the second preceding PIAN YEAY ..............coveveueeeeeererereeeeeeeeeereeeeseererenerenenes 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ..........ccccooiiiiiiiiiiiiiiieeeeeenes 16a

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

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

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information to be included as an AttaChMENt ...t — ettt ——————————————————————————————————

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

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

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

D 0-3 years D 3-6 years D 6-9 years |:| 9-12 years D 12-15 years D 15-18 years |:| 18-21 years |:| 21 years or more
C  What duration measure was used to calculate line 19(b)?

D Effective duration D Macaulay duration D Modified duration |:| Other (specify):




OMB No. 1210-0110

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan

Actuarial Information 2014

This schedule is required to be filed under section 104 of the Employee
Retirement income Security Act of 1974 (ERISA) and section 6059 of the

Department of Labor

Employee Benefits Security Administration This Form is Open to Public

Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 andending 12/31/2014

» Round off amounts to nearest dollar.

» Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B Three-digit
Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Pla plan number (PN) > 002

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

D Employer Identification Number (EIN)
Emergency Physicians of Northwest Ohio, Inc.

81-0547599

1 Enter the valuation date: Month 01 Day 01 Year__ 2014
2 Assets: .
e o T L U 2a 2,636,412
D ACHIANIal VAIUE +evvvivisiiiiiiiei e e e e 2b 2,636,412
3 Funding target/participant count breakdown: (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment ..... 0 0
b For terminated vested participants vuvevsesesensneerennensnensn 0 0
C FOr active partiCiPantS ..evevrvesveveesenrevusoeseresosnnnaness 54 2,085,741 2,085,741
DTt oeeiieeeter et te ittt it tetnseenensnrnrnssnses 54 2,085,741 2,085,741
4 It the plan is in at-risk status, check the box and complete lines (@) and (b) cvvevennevnnnnn.. [:I k
a Funding target disregarding prescribed at-risk ASSUMPHONS +vuererurinesrnrrenersaesorsacsonssnsernnnss 4a
b Fundiqg target reflecting at~risk.assumption§, but disregardiing trans'ition rulg for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor  .........cevc....
D EMECHVE INMEIESIIAE  vvvuuivunsinsennennrerrrteesnesrnerneeneenneenesaessnessnsrnesnns s oson 5 6.66 9
6 Target NOMAl COSt «evvuvunintitnetneenenieenteertereneaneenseeenes e s s e s e e e 6 866,983

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedul
accordance with applicable law and regulations. In my opinion, each other assumgption is reasonabi
combination, offer rmy best estimate of anticipated experience under the plan.

s, statements and attachments, if any, is complete and accurate. Each presribed assumption was apptied in
ie (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in

A B 09/16/2015
Signature of actuary Date
Jessica A. Birkle 14-07693

Type or print name of actuary

cuni, Rust & Strenk, Inc.

Most recent enrollment number
(513) 891-0270

Firm name
4555 Lake Forest Drive, Suite 620

US Cincinnati OH 45242

Telephone number (including area code)

Address of the firm

If the actuary has not fuily reflected an
instructions

y regulation or ruling promulgated under the statute in completing this schedule, check the box and see

O

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

Schedule SB (Form 5500) 2014
v.140124



Schedule SB (Form 5500) 2014 Page 2 | |

Beginning of Year Carryover and Prefunding Balances

(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
YEAI) v eeunnitttttiatenerirrreersssnessassensansensennnesnssnnsssconnneeeeesennn 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from
PTIOr YBAD) taitreereetiieruneretsstntnnseeennriaensesesansenssesessnnessannnenss 0
9 Amount remaining (lN€ 7 MINUS INE 8) vvuvvenenireureensnensesnrinensneninns
10 Interest on fine 9 using prior year's actual return of ___ 6.19% ..vvvuvvrnnen..

11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior Year) ..eiiieienn. 459,977
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 6.51 %..... 29,945
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FBIUITY  ottieii it ttieetieteeasetreanteesnsssassensssnsesonnnnssnnnns 0
C Total available at beginning of current plan year to add to prefunding balance . 489,922
d Portion of (c) to be added to prefunding balaNCe ......eeeeeseeensensnennsn.. 0
0
(¢}
14 126.40 %
15 Adjusted funding target attainment PErCENAgE «eveueeeeruuererunuerrenereennnsssneessseesseesssseoe e 15 126.40 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 16
CUITENE YEAr'S fUNCING rEQUITBIMEBNE 1utn s tetittn s eret ittt tsteensosnenenssenenennennssennsecensnsansssnsnnennssenenesnnnnns 125.42 %
If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage  .......eene.. 17 %
_ | Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (cy Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
04/15/2015 1,161,000
- Totals » [18(b) 1,161,000 {18(c)
19 Discounted employer contributions -- see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years ........eveevnnnnes 19a 0
b Contributions made to avoid restrictions adjusted to ValUAtion date «...veeveserensesnnsenseeosssnnnn., 19b 0
€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date .. | 19¢ 1,068,691

20 Quarterly contributions and fiquidity shortfalls: : /
a Did the plan have a "funding shortfall* for the prior - L
b It line 20a is "Yes," were required quarterly installments for the current year made in a timely manner?

C lIfline 20a is "Yes,” see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year

[ ves [X]No

[ yes [INo

(1) st (2) 2nd (3)  3rd 4




Schedule SB (Form 5500) 2014

Page 3

Assumptions Used To Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates:

1st segment:

2nd segment:

3rd segment:

1 Na, full yield curve used

4.99 % 6.32 % 6.99 %
b Applicable month (enter code) « « v v v v v i i e e e 21b 0
..................................... 22 65
[X] Prescribed - combined [ Prescribed - separate [ ] Substitute
24 Has a change been made in the non- prescribed actuarial assumptions for the current plan year? If *Yes," see instructions regarding required
attachment. . . . o L o e e e e e e e e e e e e [ Yes [x] No
25 Has a method change been made for the current plan year? If *Yes," see instructions regarding required attachment . . . . ... ... [:] Yes [X] No
26 s the plan required to provide a Schedule of Active Participants? If *Yes," see instructions regarding required attachment . ... ... [X] ves I:] No
27 itthe planis subject to alternative funding rules, enter applicable code and see instructions regarding 27
AACKMENt . .+ o o o v o v e e e e e e e
art Vil | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpand minimum required contributions forall prioryears . . . . . . ... e et e e e 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(line 19a) .................................................
30
31a 866,983
31b 550, 671
32 Amortization instaliments: Outstanding Balance Instaliment
a Net shortfall amortizationinstallment . . . . . . .. .. ... ... .....
b Waiver amortization installment . . . . .. ... ...
33 it a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval 33
(Month Day Year ) andthewaivedamount . . . ... ... ....
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) 34 316,312
Carryover balance Prefunding Balance Total balance
35 Balances elected for use to offset funding
requirement . . . .. ... L. e e .. 0 0 0
36 Additional cash requirement (line 34 minus @ 35) + v v v v v v o e w w e e 36 316,312
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37
s I N T T L 1,068,691
38 Present value of excess contributions for current year (see instructions)
3 Total (excess, ifany, of N 370verline36) - « v v v v v v v vt e e e e 38a 752,379
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances 38b ]
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ... 39 0
40 Unpaid minimum required contributions for all YBAIS v o e v v e e o i st h e e e e e e e e e e e e e 40

Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41 if an election was made to use PRA 2010 funding relief for this plan:

@ Scheduleelected . . . . . o L L e e [ 2plus 7 years [] 15 years
b_Eligible plan year(s) for which the election in line 41a was made . . . . . v v .o wn st []2009 [[Joot0[Jeot1 []2012
42 Amount of acceleration adjustment. « .« . . . v uu e e 42
43 Excess installment acceleration amount to be carried over to future planyears . . .. ... ........ 43




2014 Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Plan
EIN: 81-0547599

PN: 002

1. Interest Rates:

Segment 1 4.99%
Segment 2 6.32%
Segment 3 6.99%
Post-retirement Lump Sum Rate 5.50%

2. Mortality Rates:

Preretirement: None.
Postretirement: 1994 Group Annuity Reserve Table
50% male/50% female
3. Salary Scale: None.

4. Retirement Rates: Normal Retirement Age under the Plan.




2014 Schedule SB, Part V — Statement of Actuarial Assumptions/Methods
Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Plan

EIN: 81-0547599
PN: 002

5. Termination Rates:

6. Disability Rates:

7. Plan Expenses:

8. Actuarial Cost Method:

9. Asset Valuation Method:

10. Assumed Form of Benefit Payment:

11. Changes Since Last Year:

None.

None.

None.

Unit Credit under PPA Rules.

Market Value.

Lump sum distribution.

Interest rates updated to comply with the Pension
Protection Act of 2006 (PPA).



Active Participants as of January 1, 2014

Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Plan

EIN: 81-0547599
PN: 002

Years of Plan Service

ﬁp <1 1-4 59 10-14 15-19 20-24 25-29 30-34 35+ Total
<19 0 0 0 0 0 0 0 0 0 0
20-24 0 0 0 0 0 0 0 0 0 0
25-29 0 4 0 0 0 0 0 0 0 4
30-34 0 14 0 0 0 0 0 0 0 14
35-39 0 8 0 0 0 0 0 0 0 8
40-44 0 13 0 0 0 0 0 0 0 13
45-49 0 10 0 0 0 0 0 0 0 10
50-54 0 3 0 0 0 0 0 0 0 3
55-59 0 1 0 0 0 0 0 0 0 1
60-64 0 1 0 0 0 0 0 0 0 1
65-69 0 0 0 0 0 0 0 0 0 0
70+ 0 0 0 0 0 0 0 0 0 0
Total 0 54 0 0 0 0 0 0 0 54

Average Age: 39.3 Years

Average Service: 2.4 Years



2014 Schedule SB, Part V — Statement of Plan Provisions
Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Plan
EIN: 81-0547599

PN: 002
1. Effective Date:
2. Plan Year:
3. Covered Employees:
4. Eligibility:
5. Average Monthly Compensation:

Vesting Service:

Benefit Service:

January 1, 2011

January 1* through December 31*.

Employees of Emergency Physicians of
Northwest Ohio, Inc.

Full-Time Employee: Later of the Employee’s
Date of Employment or the attainment of age 21.
Part-Time Employee: Later of completion of
one year of service or the attainment of age 21.

Average monthly compensation for the highest
thirty-six consecutive months.

Vesting Service is calculated using the elapsed
time method.

One Year of Benefit Service is granted for each
Plan Year in which the Employee was credited
with 1,000 hours while a Plan Participant.



2014 Schedule SB, Part V — Statement of Plan Provisions

Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Plan
EIN: 81-0547599

PN: 002

8. Normal Retirement:

a. Eligibility Later of attainment of Age 65 or the fifth
anniversary of Plan participation.

b. Monthly Benefit Various percentages (see below) of Average
Monthly Compensation per Year of Benefit
Service. All benefits are offset by the benefit
equivalent to the profit sharing contribution for
each Year of Benefit Service. Maximum offset
per Year of Benefit Service is 0.50% of Average

Monthly Compensation.
Group Percentage
One 8.46%
Two 7.50%
Three 4.50%
Four 3.50%
Five 2.50%
Six 0.50%
9. Early Retirement:
a. Eligibility No Early Retirement benefit offered.
b. Monthly Benefit N/A
10. Vested Retirement:
a. Eligibility 3 Years of Vesting Service.
b. Monthly Benefit Accrued Benefit times the participant’s vesting

percentage.



2014 Schedule SB, Part V — Statement of Plan Provisions
Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Plan

EIN: 81-0547599
PN: 002

11. Disability Retirement:

a. Eligibility

b. Benefit

12. Pre-Retirement Death:

a. Eligibility

b. Benefit

13. Payment Forms:

a. Normal

b. Optional

Total and permanent disability.

Accrued Benefit as of the Disability Retirement
Date, reduced by one-fifteenth (1/15) for each of
the first five years and one-thirtieth (1/30) for
each of the next five years by which the starting
date of the benefit precedes the Normal
Retirement Date, and reduced actuarially for
each additional year.

A Participant with an Accrued Benefit.

Actuarial Present Value of the Participant’s
Accrued Benefit.

Life annuity for single participants and an
Actuarially Equivalent 50% Joint & Survivor
annuity for married participants.

Actuarially  equivalent  single  premium,
nontransferable annuity, periodic installment
payments, or lump sum distribution.



2014 Schedule SB, Part V — Statement of Plan Provisions
Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Plan

EIN: 81-0547599
PN: 002

14. Actuarial Equivalency:

a. Other than Lump Sums

b. Lump Sums

15. Maximum Annual Benefit:

16. Changes Since Last Year:

Pre-retirement: No mortality and 5.50% interest.
Post-retirement: 1994 Group Annuity Reserve
Table, blended 50% male/50% female, and
5.50% interest.

Greater of the lump sum calculated using (a) and
the lump sum calculated using the 417(e)
Applicable Mortality Table and 417(e)
Applicable Interest Rate for the fifth month prior
to the beginning of the Plan Year in which the
distribution occurs.

$210,000 per year for participants retiring at age
62 or later during the 2014 Plan Year.

The group definitions were amended effective
January 1, 2014.



2014 Schedule SB, line 22 -- Description of Weighted Average Retirement Ag
Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Pl:
EIN: 81-0547599

PN: 002
(A) (B) ©) (D) (E)
Retiremen! Retirement Fraction  Probability Sum Weightec
Age Rates Remaining Distribution Average Age
65 100.00% 0.00000 100.00% 65.00000
Weighted Average Retirement Age | 65.0 |

The Retirement Rates (Column B) at each Early Retirement Age
(Column A) are converted to a probability distribution (Column D).
The products of Column A and Column D are summed to determing
the resulting Weighted Average Retirement Age.




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

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

Department of the Treasury and 40865 of the Employee Retirement Income Security Act of 1974 (ERISA) and
internal Revenue Service sections 6047(e), 6057 (b), and 6058(a) of the Interna) Revenue Code (the Code). 201 4
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form §500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
I 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 returnireport is for: D a muitiemployer plan; D a multipte-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions), or
EI a single-employer plan; D a DFE (specify) _____
B This return/report is: D the first return/report; D the final return/report;
[I an amended return/report; D a short plan year return/report (less than 12 months).
C ifthe plan is a collectively-bargained plan, check here. . ... ... .. . . » [l
D Check box if filing under: Form 5558; D automatic extension; D the DFVC program;

D special extension (enter description)

l Part Il Basic Plan Information—enter all requested information
12 Name of plan

1b  Three-digit plan
number (PN) » 002

Emergency Physicians of Northwest Chio, Inc.

Defined Benefit Plan 1C Effective date of plan

01/01/2011
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification
Emergency Physicians of Nurmber (EIN)
81-0547599

Northwest Ohio, Inc.
2¢ Plan Sponsor’s telephone

number
P.O. Box 124950 (419) 291-3627
2d Business code (see
Toledo CH 43606 instructions)

621498

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

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

I*SI:ECI;Qhé ﬂ W 10-15-15 Edward R. Schofield
' 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
Préparer's hame (including firm name, It apphcable) and address (include room of 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 @Same as Plan Sponsor 3b Administrator’s EIN
3¢ Administrator’s telephone
number
4  |fthe 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 | 56
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, 6c, and 6d).
a{1) Total number of active participants at the beginning 0f the PIaN YE&a............coocooiiiiiiiiii e 6a(1) 56
a(2) Total number of active participants at the end of the PIan YE@r ... 6a(2) 54
b Retired or separated participants receiViNg DENEMIS ............ccoiveiioiieeciee e oo e 6b 0
C  Other retired or separated participants entitled to future benefits........... 6¢c 0
d  Subtotal. Add iNeS 6a(2), 8B, @NA BC. ... oottt e ettt 6d 54
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.................... 6e 0
f Total, Add INES B NG BE. ...o.. ittt ettt s 6f 54
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMIPIELE TS M) ..o oo oo oo oo oo ee et 69
h Number of participants that terminated employment during the plan year with accrued benefits that were
65 thaN 100% VESIEA oooooooios s e 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:
1A 1D
b Ifthe 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) E R (Retirement Plan Information) )

Purchase Plan Actuarial Information) - signed by the plan (3)
actuary @)

3) @ SB (Single-Employer Defined Benefit Plan Actuarial G3]

H (Financial Information)

A (Insurance Information)
C (Service Provider Information)
D (DFE/Participating Plan Information)

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money (2) E I (Financial Information — Small Plan)

Information) - signed by the plan actuary {6)

G (Financial Transaction Schedules)
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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.) v [ ves [0 No

If“Yes” is checked, complete lines 11b and t1c.

11D is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2)) ........... D 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




