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
HEALTH MANAGEMENT NURSING SERVICES 401(K) PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1999
2a Plan sponsor’'s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number
QUALITY CARE NURSING SERVICE, INC. (EIN)  31-1385154
2C Sponsor’s telephone number
501 WASHINGTON STREET, SUITE 13 740-377-9095
SOUTH POINT, OH 45680-9208 2d Business code (see instructions)
621610
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 95
b Total number of participants at the end Of the PIAN YEAT ............oceivieeeeeieeeeeeeeee et 5b 102
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not 5c
COMPIELE ThIS IEMY ...v.voieetereees ettt et es et sestes s e s s e e e s s e st s e st es st es s e et e sse s s e e et s s st et esns st et ns et e s neessee et ensneeseeetenenen 35
d(l) Total number of active participants at the beginning of the plan year............cccccoiviiiiiiiiieee 5d(l) 95
d(2) Total number of active participants at the end of the plan Year..............c..ccceceurueresevereeveseseee e, 5d(2) 102
€ Number of participants that terminated employment during the plan year with accrued benefits that were 5e 0
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. 10/15/2015 DOUGLAS FREEMAN
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




Form 5500-SF 2014 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCIONS.) .......cccovoveveveveveueececeeeee e, 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 conditions.).............cccocvviiiiiiiiiiii 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.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D 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 846530 907398
b Total plan iabilities..............cccocooovueveveeeeeeeeeeeeeeeeeeeeeeeereea, 7b
C Net plan assets (subtract line 7b from line 7a)...............ccccccveveennen. 7c 846530 907398
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1)
(2) PartiCIPANTS.....vveeiiie e ee e eeeeeseneeeeaneeeeeeneed 8a(2) 34383
(3) Others (including rollOVErS)..........cccuvvveiuieiiiiieiiceieeeeee 8a(3)
D Other iNCOME (10SS).........cuvveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeere e 8b 46072
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......................... 8c 80455
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS)......uueieiiiiiiicieee e 8d 19587
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
g Other EXPENSES....ccuiiiriiiiiieiieieicct e 89
h Total expenses (add lines 8d, 8e, 8f, and 89) ................c...ccocoorer..... 8h 19587
i Netincome (loss) (subtract line 8h from line 8¢).............cccoccoue...... 8i 60868
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:
2E 23 2K 3D

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 50000

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

INSITUGHIONS.) v.vvevveesceceetetete e eseseetetete et es s eeeeaetete s et eeneeesaeae st ee s sasaeessas et as e snassssesasassnsaseses s nanassesasasananes 10e| X 8481
f Has the plan failed to provide any benefit when due under the plan? ............ccococoeeeeveveeeceeceeeeeeeane. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.).............ccccccceeieennnn. 10g| X 47668
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR v
By 0 R T PSPPSR 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 ................... ‘ 1lla |

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




Form 5500-SF 2014 Page 3 -

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
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Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos. 1210-0110
Daparim ent of the Treagury Benefit Plan
Intemel Ravenue Serics Thig form Is required to ba filad undar sections 104 and 4085 of the Employae Raetlremant 201 4
Dapartmant of Lahor Income Securlty Acl of 1874 (ERISA), and zectlons 8057(b) and 8058(a) of the Internal
Ernpiayers Benafit Secuty Adminieiwion Ravenua Code (the Gode), Thig Form Is Open to
Panaion Banafit Quarktly Corpomlion Public Inspection

¢_Completa all entrles In accordance with the Instructions to the Form 5500-5F,
|_Partl | Annual Report Identification Information

For calendar plan year 2014 ar fiscal plan yeer beginning D1/01/2014 and andlng 12,/31/72014

E| a single-amployer plan |:| a multiple-employer plan (not multlempioysr) (Fllars chacking this box musd attach a list
A This retum/repart is for: of parlicipating employer Informatlon In aceordancs with the form instructions)

D a ena-participant plan D a foreign plan
B This refurnfreport is I:I the first relurr/report D ihe final retum/report

D an amanded relurmn/repon |:| a short plan year return/report {lase than 12 maontha)

G Check box If fling under: [ Form sss0 [] automatic extension [] pFve program
|:| gpevial extension (enter oasckption)

[ Partll | Basic Plan Information—enter all requested information

18 Name of plan 1b Three-digit
HEALTH MANAGEMENT NURSING SERVICES 40L(k}) PLAN plan number 001
(PN) b
1¢ Effectve dale of plan
01/01/1989
2a Plan sponsor's name and address; include room ar suite number (employer, if for a single-employer plan} 2b Employer dentification Number
QUALITY CARE NURSING SERVICE, INC. (EIN) 31-1285154
2¢ Sponsors telephona numbear
501 Washington Street, Sulfe 13 740-377-5085
2d Business cota (see Instructions)
S0UTH POINT QH 45680-~3208 621610
3a Flan adminiatrator's neme and address [XjSame a8 Plan Sponsor, 3b Administrators EIN

3¢ Adminletratar's telmphona numbe

4 |f the name and/or EIN of the plan sponsar has changed since the kast return/raport flled for this plan, entar the 4b EIN
nama, EIN, and the plan number from the lasl retumn/repait.

a2 Sponsars name 4c PN
5a Total number of participants at tha baginning of the plan yimr ... Ga 95
b Total number of participants st the end of the PIAR YBAI.... s | 8B 102
C Number of parllcipants with eccount balanses &5 of the énd of the plan year (defined benafll planz do nat 5c
COMIPIZNE THIB FBM) oo seeeoeeeee oo eoseseee oot r4 kSRS 284188 e 41 R AR 1 TSRS B0 35
d{1) Total number of active participants ot the beginning oftlm pian yaar... 5d(1) 95
t{2) Total number of active parlicipants &t the and of the plan yaar .., 6d(2) 102
8 Number of participants that terminated amploymant duﬂng he plan year with accrued benefits that were [T g
|ess than 100% vastad. .. i L - eyeerereoeeeareemeeereeeniiieioiiii i

Cautlan: A penalty for the late or incompl filing of this ruturnlrngort wlil ba ageessed unless rasaonabla cauas i satabliahed.

Under penaltiss er penallieg get forth In the Instructions, | declare that | have examined this returm/report, Including, If applicable, a Schadule
SB or Schedulgd M gt nd slgned ¥ An enrolled actusry, 35 well as the electronic version of this retum/repart, and to the best of my knowledge and
SIGN (g |0-15-/5 |[pouglas Freeman
HERE ‘ an/a - Date Enter name of Indlvidual signing as plan edminigtralor

Y il
SIGN / ! gt Lt - a2t o, 2D | !Q -5~ )% [Pouglas Fresman
HERE amployarfplan sponsor Dete Enter name of individusl signing as employer or plan sponsor
Preparer's name (Includifig firm name, f applicable) mnd addren a (Inciuda room or sults number ) (oplional) Praparar's tslaphona numbar (optianal)
For Paparwork Feeauction At Notice and OMB Contral NUMESM, #40 the Inatrictiona for Form SE00-5F. Form BBOD.SF (2014)

v. 140124
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Form 5500-SF 2014 Page 2
62 Woere all of the plan's assets during the plan year Invester in eligitle azsels? (See Instructions.) Yes D No
b Are you claiming & walver of the annyal exgmination and (eport of an Independant qualmud public accountant {IQPA)
under 29 CFR 2520.104-467 (See Instructions on walver ollgibliity and conditions.)... Yes D No

If your aridwired “No” to either line 8a or line 8b, the plan cannot use Form HIJD-SF md mut Instend use Fnrm unu
G Ifthe plan iz a defired benefit plan, = It coverad under the PEGC insurance program (see ERISA section 4021)7 ... D Yes |:| No D Not determined

| Partill | Financlal Information

7 Plan Assets and Liabilities {2} Baginning of Yoar (b) End of Yaoar
A Total plan assats .. R ——— I | B46530 907398
b Tctal plan liablities .. s | T
€ Net plan assets (GUbLract e 7H fom INE Ta8) ... e, Tt 846530 307398
B Income, Expanses, and Transfers for this Plan Year (a)} Amaunt (b} Tatal
a Contrlbutione recslvad or racslvable fram:
(1) Employars ............. s s GB(1)
(2) PAMCIBANM .o s s PM 34383
{3) Others (Im:ludlng rallovers)................ . ...} Ba{d)
QT Tt T [E— 48072
G Total Incoma (add lines 33(1) Ba{2), Ba(ﬂ) and Bh) T I 80455
d Benafits paid (Includlng direct rollovars and Insurance pranlurns
to provide benefits) .. e .| nd 19587
e Ceartain dasmed and/or currectlve dlstrlhutlons (aaa Instrut tluns) .1}
f Administrative service providers (salarles, Tees, commiB&ICNE). ...... Bf
__ 8 Other expanses... bt g
h Tolal expenses (add lines 8d, 8e, Bf, and 80) ..o ooeo v Bh 12587

1 Net Income (lose) (subtract ling 8h from line &c) .. il c08e8
] Transters to (from) the plan (388 INSTUCHONE) ..ooooceeeeoeeee e 8

| Partiv | Plan Characteristics

8a |Ifthe plan pravides penaion benefits, amar the applicable pansion featura codes from the List of Plan Characteristic Codes in the Instructions:
28 2J 2K 3D
b |ifthe plan provides waitara benafits, anter the applicable welfare feature codes from the List of Plan Characteristic Codes in tha Instructlons:

|Part v |Compliance Questions

10 During the plan year. Yes | No Amourmt
A Was thare g fallura to tranomit to tha plan any participant contributions within the Ume period deseribed In x
20 CFR 2510.3-1027 (Sea Instructlons and DOL's Voluriary Fiduciary Comection Program) - m 10a
b ware thara any nonsxampt tranaactions with any party-ln-lnlaraat? (Dn notinglude transactions raporisd ¥
LI - I . 10b
¢ Was the plan covered by a fldellty bond?.......cimn s, mel| X 50000
d 0©ld tha plan hava a lesg, whather or not relmburged hy flie nlan’u ﬁdalhy bond, that was caused hy fraud x
or dishonesty? ... s RN 10d
@ Wera any fe=s or commigslons pald lo any brokers, agarte. or nthar parsons by an Insurance carrlar.
Insurance servica, or other urganlzatlun thet prcn-rluens some or alt of the baneflls under the plﬂn? (SEE X papl
Insuctions.) ... [ e s ™ 100
f Has tha plan falled to provide any benefit when due under the plan? . .- 10f X
@ Did the plan heve any participant Inans? (If Yes,” enter nmount ea of year eng. ) - 109 X 47668
h I this is an Individual secount plnn was there a blackout periul:l? (Sea Ingtructions and 23 CFR x
2520,101-3.} ... e 10h
| W 10h wes anawarad “Ya.s chu:.k tha hm: II‘ you ﬂrther pr ovn:led tha raqulrad notica or ona of tha
excaptions to providing tha notice applled undar 29 CFR 2520.101-3 .. 101

|F'art Vi |Panslon Funding Compliance
11 15 this a defined benefit plan aub]act ta minlmum fundlng requlremants? (lf "Yes," za8 Instructions and complete Schadula 56 (Fcrm
£500) and line 11a below) ... . o S D Yesz D No

11a Enter the unpaid minlmum raqulred contribution for current year from Schedule SB (Form 5500) Jine 39 .. | 1a I
12 |6 thie & deflnmg contribution plan subject t the minimun funding raquirements of section 412 of the Code or sactlon 302 of ERISAY.. | [] vee k] No

{if"Yas " complele line T2 ur lines 12b, 12 12d and 1:'e below, ax applicable.)

a If a walver of the minimum funding atandard far a prior year I halng amortized In this plan yaar, saa Inatructlons, and enter the date of the letter rullng
granting tha Waiver. .....coecssnn oo ... Month Day Year
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Form 5300-SF 2014 Paged-[ |
If you completed line 12a, complete lines 3, 8, and 10 of !ichedule MB (Form §500), and skip to line 13.
b Enter the minimum required contribution for this plan year ........... I 12b |
€ Enler the amoun| cantribubed by (he employar (o e plan for this plan year,.................... R—— Mrereesnenenerseaeearea 12c
d Subtract the amount In line 12¢ from tha amount In line 1.2b. Enter tha result (enter a minug slgn to the left of 3 12d
nagative SMount} .. e e e i TP RN
& WI the minimum funding ameunt reported on line 12d be met by the fundlng dEAAINET ..o e I D Yes ﬁ No I-I N/A
|,Part Vil | Plan Terminatlons and Transfers of A3sets
13a Has a rsolution to terminate the plan been adopted IN BNY PLAN YEAI? ... e s s D Yes Ne
If "Yes," enter the amount of any plan gesets that reverte] to the employerthisyear .| 13
b Ware all the plan assats distrlbuted lo pﬂrﬂulpﬂntﬁ ar benaficlaries, rangferred to another plan, or braught under the control
OF I8 PBECD ..ottt s At Sttt [] ves [ No
€ If during this plan year, any asgets or llabllities were trant farrad from this plan to ancther plan(s), identify the plan(s) to
which agsets or lighilities were transfamad. (Saa instructions)
13¢(1) Name af plan(s): I 13e(2) EIN(5) I 12c(3) PN(a)

|T’art viil | Trust Information (optional)
42 Name of trust 14b Trusts EIN




