Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 2210-0110
Department of the Trea§ury B en ef |t Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2014
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal ) ]
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to
Pension Benefit Guaranty Corporation Public InSpeCtion
» Complete all entries in accordance with the instructions to the Form 5500-SF.

[ Part | | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending  12/31/2014
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a list
A This return/report is for: of participating employer information in accordance with the form instructions)
D a one-participant plan D a foreign plan
B This return/report is D the first return/report Dthe final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
RIVERVIEW HEALTH INSTITUTE, LLC PENSION PLAN plan number
(PN) » 002
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 Number
RIVERVIEW HEALTH INSTITUTE, LLC (EIN)  76-0734987
2C Sponsor’s telephone number
ONE ELIZABETH PLAZE 937-222-5330
DAYTON, OH 45408 2d Business code (see instructions)
621111
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 4b EIN
name, EIN, and the plan number from the last return/report.
a Sponsor's name 4c PN
5a Total number of participants at the beginning of the PIAN YEA ...........c...ceeviveeieiee e 5a 65
b Total number of participants at the end Of the PIAN YEAT ............oceivieeeeeieeeeeeeeee et 5b 74
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
(ool aq] o] (S (= (a1 N1 =T 1 ) U PP U PP PPPPPUPPPN
d(l) Total number of active participants at the beginning of the plan year............cccccoiviiiiiiiiieee 5d(l) 64
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 66
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e
1€SS thaN 100 VESTEA. ...ttt ettt eh e et e e sht ettt et e sh bt s it e sk st et ekt e bt er e ekt e st e sbeesbn b e sbneereesbne e

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, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature.
HERE . . L . -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) L o
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

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-SF.

Form 5500-SF (2014)
v. 140124
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c

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSIUCHIONS.) .....cc.eiiiuiiiiiiiriiiiee e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and coNditionS.)...........cooiiiiiiiiiiie e Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... Yes D No |:| Not determined

| Part Ill | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PIAN @SSELS ..........oovveeeeeeeceeeeeeeeeeeeeeeeeeeeeeeseeeeeeseeseeneeeeeeeed 7a 1554209 2117267
b Total plan abilities................co.coooveviveiieeeeeeeeeeeeeeeeeeeeee) 7b 0 0
C Net plan assets (subtract line 7b from line 7a)...............ccccccveveennen. 7c 1554209 2117267
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1) 522260
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2)
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 54439
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 576699
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O Other EXPENSES..........ceoierieeeeieieeieeeieei e 8g 13641
h Total expenses (add lines 8d, 8e, 8f, and 89) ................c...ccocoorer..... 8h 13641
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i 563058
j Transfers to (from) the plan (see INStructions) ..........ccccceevieeinienens 8]

Part IV Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1C 3D 3H
b [if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V |Comp|iance Questions

10 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? (See instructions and DOL's Voluntary Fiduciary Correction Program) .............. 10a X

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ON TINE LOB.) 1.ttt ettt ettt ekttt et ae st et e e e b e st e e et et e s e s e ee et en s e s et e e s es et e s e s e s ese s e s e se b et b eneneese s eaeneenenn 10b X

C Was the plan covered by a fidelity bond?............cccciiiiiiiiii 10c| X 300000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud
OF QISNONESIY? ...ttt ettt ettt ettt s et ettt ettt e et se e ensan e s seasas 10d X

€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service, or other organization that provides some or all of the benefits under the plan? (See
INSEIUCTIONS.) ©...vveceieeet ettt ee ettt ettt ettt et e e e e es et et et e ae s e aes e s s en et ea et e s ses s s aesessensnsanananennsnneas 10e X

f Has the plan failed to provide any benefit when due under the plan? ...........coovnrernerinrnenenenernnen. 10f X

g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).............ccccccceeieennnn. 10g X

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
P24y T 1 e 7 T PRSP 10h

i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3........cccoiiiiiiiiieniiiieenee e 10i

[Part VI |Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form

5500) AN NE 118 DEIOW) ......ceceeeeeeeeeeeeeeeeeeeee e es e s e eneneaeeseesenesenenaeesesassssanensesseseeseessesnssssseanseasesessansnesencessesans Yes D No

11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39

‘11a|

0

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. | I:I Yes No

(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

a 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 letter ruling
GIANTING thE WAIVET. ...ttt e e ettt e ettt e e ettt e e abbeeeanbeeesanreeeareeaaanren Month

Day

Year
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If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution fOr this PIAN YEAI.............c..vvwiivii e | 12b |
C Enter the amount contributed by the employer to the plan for this plan year ............ccccciiiiiiiiiiiiiii e 12c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
Lo T V=T L (o 1 PP
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccooirvrriivinannnn. | |:| Yes D No D N/A
[Part VII | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted iN any PIAN YEAr? .............covoveueeveueeeeeeeeeeeeeeeeee e I:I Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccooieiiiiiiinice, 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OFt8 PBGC? oo oooooeoeoeoeeoeeeeee e oeeeeeeeeee oo eeeeeeeeeeee oo eeeeeeseeeeeneeneeeeseseeeeeseseeeeeeeneeeeeseeeeeeeesssereereeee [] Yes [ No

C 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.)

13c(1) Name of plan(s): 13c¢(2) EIN(s) 13c¢(3) PN(s)

|Part VIiI |Trust Information (optional)

14a Name of trust 14b Trust's EIN




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2014

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee This Form is Open to Public
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the | ti
Employee Benefits Security Administration Internal Revenue Code (the Code) nspection

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.
D 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
RIVERVIEW HEALTH INSTITUTE, LLC PENSION PLAN 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)
RIVERVIEW HEALTH INSTITUTE, LLC 76-0734987
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 _12 Day _ 31 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 1595007
D ACLUBITAI VAILE ... 2b 1595007
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 5 3605 3605
C FOr active PartiCIPANTS........cieitie et et et ettt e e e eaeee 69 1160917 1160917
Lo I 1 R R UURRRURRT 74 1164522 1164522
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 6.50%
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 431351

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 09/30/2015
Signature of actuary Date
MICHAEL FRANK, FSA, EA 14-02440
Type or print name of actuary Most recent enrollment number
MICHAEL FRANK CONSULTING ACTUARY 212-567-1464
Firm name Telephone number (including area code)

100 ARDEN STREET PT 5-B
NEW YORK, NY 10040

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



Schedule SB (Form 5500) 2014 Page 2 -

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 0.00% .vevvevereniiieieenen] 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) 402629

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 6.31 %.ccoeennnn) 0
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............., 402629

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 14 136.97 %
15 Adjusted funding target attainMeENnt PEICENIATE ...ovovceiveceeeeee ettt s et a e et en s en e s nae s s seaesensseeseneesanenes 15 136.97 %
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] 159.28 %
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
06/20/2015 522260

Totals » | 18(b) 520260 | 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 504459
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 4
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 431351

b Excess assets, if applicable, but not greater than liNE 31a ........c.ceccveveveveveeriieeeeeeeseseseseeeeeee s esenenenenens 31b 430486
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) .. 34 865

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 36 865
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 504459
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 503594

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




Riverview Health Institute, LLC Pension Plan
December 31, 2014
76-0734987 / 002

Schedule SB, line 26 - Schedule of Active Participant Data

YEARS OF CREDITED SERVICE

ATTAINED Upto 10to 15to 20to 25to 30to 35to 40&
AGE 1 2to4 5t09 14 19 24 29 34 39 up
Under 25 0 0 0 0 0 0 0 0 0 0
2510 29 2 5 0 0 0 0 0 0 0 0
30to 34 1 9 0 0 0 0 0 0 0 0
35t0 39 3 7 0 0 0 0 0 0 0 0
40to 44 1 5 0 0 0 0 0 0 0 0
451to 49 0 6 0 0 0 0 0 0 0 0
50 to 54 1 6 0 0 0 0 0 0 0 0
55 to 59 2 8 0 0 0 0 0 0 0 0
60 to 64 4 5 0 0 0 0 0 0 0 0
65 to 69 1 2 0 0 0 0 0 0 0 0
70 & up 0 1 0 0 0 0 0 0 0 0 Grand
Total

Total 15 54 0 0 0 0 0 0 0 0 69



Schedule SB, Part V — Statement of Actuarial Assumptions/Methods
Plan Name: Riverview Health Institute, LLC Pension Plan
EIN /PN: 76-0734987 / 002
Year: 2014

The actuarial assumptions and funding methods used to calculate the target Normal Cost and the
Funding Target are as follows:

e Participants are assumed to elect, 100% of the time, the lump sum optional form of benefit.

e The table used is the one prescribed under IRC 430(h)(3)(A) pursuant to IRB 2008-42. The
optioned combined table for small plans is used. No assumption is made for withdrawal,
mortality, or turnover. All participants are assumed to retire at Normal Retirement Age.

e Upon death, a participant becomes 100% vested.

e Compensation is not expected to increase.

e Assets are based on the fair market value



L]

Schedule SB — Statement by Enrolled Actuary

Plan Name: Rive_rview Health Institute, LLC Pension Plan

EIN / PN: 76-0734987 / 002

Year: 2014

This statement is prepared in accordance with requirements for preparation of the Form 5500
Schedule SB for the plan and year end stated above. I have examined the actuarial assumptions,
data and documents as furnished by the Plan Sponsor and the Third Party Administrator, Helier
Pension Associates, Inc., and the calculations used to prepare the Form 5500 Schedule SB for the
above plan and for the above year. I have found that each of the actua;ial assumptions, other than
tﬁose specifted in Internal Revenue Code Sections 430(h)(2) and 430(h)(3), to be reasonable
(taking into account the experience of the plan and reasonable expectations), and that the
actuarial assumptions, in combination, offers my best estimate of anticipated experience under
the plan. To the best of my knowledge the report is complete and accurate. We note again that

the data, documents and statement of contributions have been furnished by the Plan Sponsor and

the Third Party Administrator.

Michael Frank
Enrolled Actuary

Enrollment #14-02440




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-01 19
Department of the Trea;ury Beneﬁt Plan
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2014
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Emplayee Beniefits Securty Administration Revenue Code (the Code). This Form is Open to
i Public Inspection
Pension Benefit Guaranty Corporation » Complete all entries in accordance with the instructions to the Form 5500-SF.

| ‘Partl | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
B a single-employer plan D a muitiple-employer plan (not multiemployer) (Filers checking this box must attach a list
A This retum/report is for: of participating employer information in accordance with the form instructions)
D a one-participant plan |:| a foreign plan
B This retum/report is l] 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 Check box if filing under: Form 5558 D automatic extension D DFVC program

D special extension (enter description)

l Partil | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
RIVERVIEW HEALTH INSTITUTE, LLC PENSION PLAN plan number 002
(PN) P
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 Number
RIVERVIEW HEALTH INSTITUTE, LLC (EIN) 76-0734987

2¢ Sponsor's telephone number
(937) 222-5330

ONE ELIZABETH PLAZE - - -
2d Business code (see instructions)

DAYTON. OH 45408 621111

3a Plan administrator’s name and address ElSame as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone number

4 Ifthe name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN

name, EIN, and the plan number from the last return/report.

a Sponsor's name 4c PN
5a Total number of participants at the beginning of the PlaN YEar ............o..cc.occorueecreeeeeececeeee e eesee e ceenseeneeas 5a 65

b Total number of participants at the end of the plan year 5b 74
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c

COMPIELE EHIS HEITI) ..c..esiee ettt ettt et ettt e etie e e aee e eanee e e ean e es s aneeeaaen sas s seestenasasns ssasartesssnsnnsssusnsansnensanas
d(1) Total number of active participants at the beginning of the plan year....................c.cc.cc.coooiovoriioni, 5d(1) 64
d(2) Total number of active participants at the end of the plan Year. .................cco.ooveviecroieiocree e 5d(2) 66
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e

1€5S than 100% VESTEO. .. cuiiiuie ottt iitates st ciias e ie vt asr e e ssae s bar o an s s bs et ae s bssasbesbspbassebsssnanasssonesassrnnesn

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 retum/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

belief, itis _true correct, and complete.
' ‘ [ Is Ethan Fallang

Signature of plan administrator Date Enter name of individual signing as plan administrator

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

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 Forr 5500-SF. Form 5§5600-SF (2014)
2015-10-13710:06:08.609-05:00 v. 140124
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See inStructions.) ...............cocooovrivieeeeeeeoe e El Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-46? (See instructions on waiver eligibility and CONAItIONS. ) ............vcvuvmerecerereereeeeeeeeeesee e eeees oo oeeeeeeesenons E Yes |:| No

if you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... [)El Yes |:| No [’ Not determined

| Part Il | Financial Information

7 Plan Assets and Liabilities ] ., (a) Beginning of Year (b) End of Year
a Total plan assets............................. .| 7Ta 1554209 2117267
b _Total plan liabilities 7b 0 0
C _Net plan assets (subtract ine 7b from line 7a)..................o...........| 7c 1554209 2117267
8 Income, Expenses, and Transfers for this Plan Year : _[a) Amount {b) Total
a Contributions received or receivable from: R kT
(1) EMPIOYEIS ......eoreeisineierrie et evsessenessesevsscnsersessesesssssnsassonned 8a(1) 522260
_(2) PartiCiPants.......cooveieeneeeecerccr it eeeresersriae e eesroneaseneacs 8a(2)
__{3) Others (including rolloVETS).................covvevirereemneernseisessssesesanencd 8a(3)
D Other iNCOME (10SS).....v.cvcveeeeereeeeeeveecereeeereceetreeeereeseeeneesesessesend 8b 54439 o
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b......................... 8c : : » 576699
d Benefits paid (including direct rollovers and insurance premiums 5 - .
10 provide Benefits)......cooveriviinereiviirirenccenrirer i et eearend 8d
€ Certain deemed and/or corrective distributions (see instructions)...| 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
O Other eXPeNSeS ..o.vccserveereer e cenecsns s s 8q 13641 ‘ :
h_Total expenses (add lines 8d, 8e, 8f, and 8g)...........cc..ecerruunnn.cas 8h - b : ‘ 13641

1 Netincome (loss) (subtract line 8h from line 8C).......cc.cocererrerrvennnnd Bi T e 563058

j Transfers to (from) the plan (see inStructions) ..................coeeeunvucens 8

lPartlV'| Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1C 3D 3H
b [if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

ﬁ?}& V| Compliance Questions

10  During the plan year: Yes | No Amount
@ Was there a failure to transmit to the plan any participant contributions within the time period described in
29 CFR 2510.3-1027 (See instructions and DOL's Voluntary Fiduciary Correction Program) .............. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported
ON IINE TOBLY e eeeeeeeeeeeeeeeeereeseeeenseeeseesseeseeeeseeeesessessaseeseseseseessesssssessessessereseseesssesssssersses e seresressssesoeree 10b X
C  Was the plan covered by @ fiIdelity DONGA?.....o.c.coreeieneirirecens et ceetets e s st s rraresses s ees e s st anasren 10¢| X 300000
d Did the plan have a loss, whether or not reimbursed by the plan'’s fidelity bond, that was caused by fraud
OF BISNONESIY? .....ooovvevveeeeeveeeererees e seeereseeassesrasesressisessenesseresssseasessssossosesassssseressssenssorssssasssssssrassress 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service, or other organization that provides some or all of the benefits under the plan? (See X
TNSITUCHIONS.) «evrinineeienrereneerteeicevte et e ceeeemc s eetrteese s eanesaesresuaase st s st ntsseasesanaes sanansarasaansaneenesosensesatensan 10e
f Has the plan failed to provide any benefit when due under the PIan? ..............c.eoieevomsesessessesssisens 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)...........cocevuevciiniencnne 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR | | | paovl s s
2520.70T-3.) corerieteecieeererce et care e s eeesare st e ee ranr s cmerecRe s bR e SR eSSt b e e e emraratssessRe R e et sr e 10h
i 1f10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3.........oevvririemnririnencrinsieenieciee 10i
! l Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (if "Yes," see instructions and complete Schedule SB (Form
5500) AN INE 118 DEIOW) ..o v oot eseis sttt ceersa s ss st Lottt E Yes D No
11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39.................. | 11a ] 0

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. | l:] Yes E No

(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)
a 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 letter ruling
Granting the WaIVET. .....cccooieiiiniiiiirirneeees ettt sttt ae et eeas st e s e sses s srtseassanstassaneaae gt s et s avaevinenens Month Day Year
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if you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution fOr this PIBN YEAT.................oceiveoiie oo ee e eeeree | 12b J
C Enter the amount contributed by the employer to the plan for this plan Year ...........cceecevervevoveveericren e 12¢
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
_NEGANIVE BIMOUN]. oveviriecii it sttt et s ts e crnar sassrerss s e seresbaneesesusber sesasasnsarst tersossrrersensssssesserarsassresennarsar
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?.......co.coovnirvcnciiicriecr e, | D Yes ﬂ No ﬂ N/A
fPart,Vll"f,l Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted i @NY PN YEAr? ..........ccceurveceerierrtriesceraees e eesessnsesassas s rasssasessemsnsns EI Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ............ccocoocviniicnniniieinccnncns 13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF 1€ PBOC?....oersescevcosseeescossoes oot sttt [] Yes [ No

C 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.)

13¢(1) Name of pian(s):

13c¢(2) EIN(s) 13c(3) PN(s)

Part Trust Information {optional)
14a Name of trust

14b Trust's EIN




SCHEDULE SB Sihgle-Employer Defined Benefit Plan
(Form 5500) Actuarial Information

Department of the Trea‘sury
Internal Revenue Service

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

OMB No.

1210-0110

2014

This Form is Open to Public

Employee BDeerﬁ):ﬁrt?ggth;:yazz:ninistration Retirement 'ncomelizi:;i't %’:3;2{1;9073 dfg*i%: dned) section 6059 of the 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

P Round off amounts to nearest dollar.

P Caution: A penaity 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
RIVERVIEW HEALTH INSTITUTE, LLC PENSION PLAN plan,number (PN) >

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

RIVERVIEW HEALTH INSTITUTE, LLC 76-0734987

D Employer Identification Number (EIN)

E Type of plan: E(] Single D Multiple-A D Muitiple-B

F Prior year plan size: &I 100 or fewer D 101-500 |:| More than-500

{ Partl | Basic Information

Enter the valuation date: Month __12 Day __ 31 Year 2014

1 -
2  Assets:
B @IMAIKEL VAIUE ..ot s 2a 1595007
D ACLUAIEN VAIUE ...ttt ettt ettt 2b 1595007
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...............c.c....cccooooeeiiieveiisis e 3605 3605
C For active participants...............coooiiiiiiiii e 69 1160917 1160917
O TOAL .o 74 1164522 1164522
4 Ifthe plan s in at-risk status, check the box and complete lines (@)and (B)......covvriiiiiiiinene D
a Funding target disregarding prescribed at-risk asSUMPLIONS .......cocciciiii i ireae e 4a
b Fundiqg target reflecting at-risk assumptiong but disregardilng transjtion rulg for plans that have beengén 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............cccccoeoeevvernininnne
5 EffECHVE INErESLFALE .......c..veeveevieieeetee ettt ettt et s et sn sttt 5 6.50 %
B TANGEE NOMMAI COSE ...ttt ettt ettt ea e s e et eres et et s et an s et enatss et s e enseerae s | 6 431351

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 }%«’UL Wf& Inh 09/30/2015
Signature of actuary Date
Michael Frank, FSA, EA 14-62440

. Type or print name of actuary
Michael Frank Consulting Actuary

Most recent enroliment number
(212) 567-1464

Firm name Telephone number (including area code)

100 Arden Street pt 5-B

New York. NY 10040

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

instructions

0.

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

VEA) oot ee ettt ettt enen e 0 0
8 Portion elected for use to offset prior year’s funding requirement (line 35 from

PFIOT YEAI) ..ttt ettt ettt ettt ettt ettt et nae et e sttt e e e nneenane e
9 Amount remaining (line 7 MiNUS INE 8) ..........cvovevvreceieeeeeeieeeeeeeeeee e
10 Interest on line 9 using prior year's actual return of 0.00 % ..o
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year)..............c..ccco.o..... 402629

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 _6.31%....................] 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FEEUM L. e 0

C Total available at beginning of current plan year to add to prefunding balance............., 402629

d Portion of (c) to be added to prefunding balance ............ccccccevereureeceereeeeeecernen. 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 PEICENTAGE.............ovvveeveeeeeeeeeeeeeeeeeeseseeseseeseseesssssesssese e s esesssesess s eseeessees s esesssesssssessssesessssessssessseaessesasssesensee 14 136.97 %
15 Adjusted funding target attainMENt PEICENATE ..o.ovveceeeceeeeeeeeeeecee ettt s e e e st n s eneen s ena s st ennsesensnansnaesensneeed 15 136.97 %
16 Prior year's funding percen.tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16

CUITENt YEar's FUNAING FEQUITEIMENT.....................cuiuiuereeieeeeteeeteeeteeeeeeeee st et aeaeaee et e s seaes s esssaeseas s es et ss e s et eseseas s s s esssessseseanansnsssnssenns 159.28 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage.............ccccocovuvvnnn.n, 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
06-20-2015 522260

Totals » | 18(b) 522260 | 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. ...........cccccoeiieeninicens 19a 0

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

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date....................., 19¢c 504459
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the Prior YEAr? ...t et e e ae e |:| Yes B No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?..............ccoceveveeeeeveeecereeeeeenenennns |:| 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: Ist Segfggnﬁ/; 2nd Se%'geznot/; 3rd Segfgg"(; []\/A, full yield curve used
b Applicable MONth (ENLEr COE)............cuiieeiceeeeeeeeeeeee ettt eaee e s aeaeas 21b 4
22 Weighted average retireMENt @gE ..............coeueueveviuereeeteeeeeeeeeee et e eeeee e sesees et eseteseases et esesesessesen s s et sseseseenenanns 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
Eo L1 e=To 0T 1T o OSSPSR U OPRP PR PRSP |:| Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment................c.c...cco.cu..... |:| 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 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACKIIMENT ... ettt
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PHIOF YEAIS ...........ccccveveveveeeeeeieeieeeeeeeeee e es e s es e aes 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(LR TSI ) T SO SRR
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) ............ccccccceveveveeerrennnn. 30 0
Part VIII | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAl COSE (N B).........oveveveeieieeeeeeteteeeeee et et eee s et ees e e e et et esesee et et etesese s ee et etesessssesesesenenesesesesesnanasssasesens 31a 431351
b Excess assets, if applicable, but not greater than iNe 31a ............cccecveveveeeeeeeeeeeeeeceeee e 31b 430486
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment..............cccoooiiiii e, 0 0
b Waiver amortization INStAIMENt .........c.ever oottt e ee e 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ............ccceeviiiiiiieecnieeen. 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)... 34 865
Carryover balance Prefunding balance Total balance
35 Balar\ces elected for use to offset funding 0 0 0
[T o U1 =T a1 o | PN
36 Additional cash requirement (line 34 MINUS INE 35)...........c.cvcuiuevreeeeeeeeeeeeeeeeeeeeeeee e e e e eeeeeas e e eeerenens 36 865
37 C_ontributions allocated toward minimum required contribution for current year adjusted to valuation date 37 504459
(€ OC) et ettt et e e bt e e et e e e b e e e b et e e e e e b e e e e h bt e e s e e e e e e e e e aaaaee e
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of N 37 OVET [N 36) ..........cceveueieieeeeeececeeeee ettt asa s e e 38a 503594
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) ..........cccccceu...... 39 0
40 Unpaid minimum required contributions fOr @ll YEATS .............cccceeveveveueeeeiceceeeeeeeeeeee e en e 40 0

Part IX 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 SChEAUIE EIECTIEA ...

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

b Eligible plan year(s) for which the election in line 41 Was Made .............ccceeeeveveuererieeeeeeee e

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

42 Amount of acceleration AdJUSIMENE .............ccccoveveviuieiieeee e eeteeeee ettt sees st aeeee e e eeesesesesesesneseseeenns

42

43 Excess installment acceleration amount to be carried over to future plan years................ccccceueveeeeevcvcveenennan.

43




Plan Name: Riverview Health Institute, LLC Pension Plan
EIN / PN: 76-0734987 / 002

Year: 2014

Schedule SB, line 22 - Description of Weighted Average Retirement Age

All participants are assumed to retire at Normal Retirement Age, which in this plan is age
65 with 5 years of participation.



Schedule SB, Part V - Summary of Plan Provisions
Plan Name: Riverview Health Institute, LLC Pension Plan
EIN/PN: 76-0734987 / 002
Year: 2014
This is a Defined Benefit Plan which provides a retirement benefit, in the form of a single life annuity,
payable at Retirement Date, age 62 with 5 years of participation. Benefits are based on the actuarial
equivalent of the hypothetical account balance. The hypothetical contributions are 100.00% of
compensation for David and Lynn Fallang, 2% of compensation for all non-highly compensated
employees, and 0% for all other highly compensated employees. Actuarial equivalence is defined as 5%,
pre retirement, and the 94 GAR Table @ 5% for post retirement. The interest crediting rate is 5%.
Compensation is defined as the average of the highest 3 consecutive years of earnings.
Participants are eligible after one year of service, provided they have attained age 21. The entry date is

the earlier of the January 1 or July 1 coincident or next following the satisfaction of the eligibility
requirements.

Summary of Changes (if any):
A) Eligibility:

B) Benefit Formula: The interest crediting rate is defined as the 30 Year Treasury Rate for the
3" calendar month preceding the month containing the prior anniversary date (December 31). The
interest crediting rate for 2013 is 2.88%.

C) Definition of Average Annual Compensation:
D) Retirement Age:
E) Normal Form of Benefit Payable Under the Plan:

F) Description of Significant Changes:



