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 07/01/2014 and ending 06/30/2015
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 001
NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC. RETIREMENT PLAN number (PN) »
1c Effective date of plan
03/01/1977
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification
NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC. Number (EIN)
34-1014291
2C Plan Sponsor’s telephone
number
4800 PAYNE AVENUE 216-231-7700
CLEVELAND, OH 44103 -
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. 04/15/2016 WILLIE AUSTIN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
Preparer’'s name (including firm name, if applicable) and address (include room or suite number) (optional) Preparer’s telephone number
(optional)

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

Form 5500 (2014)
v. 140124
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3a Plan administrator's name and address DSame as Plan Sponsor

CHIEF EXECUTIVE OFFICER

4800 PAYNE AVENUE
CLEVELAND, OH 44103

3b Administrator's EIN
34-1014291

3C Administrator’s telephone
number
216-231-7700

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 ‘ 44
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) 9
a(2) Total number of active participants at the end of the PIAN YEAT ............ccc.civeviveveiieeieeesieseeeie e 6a(2) 10
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 10
C Other retired or separated participants entitled to future DENEFItS. ..o 6¢c 20
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 40
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccceviiiiiiii i, 6e 2
T Total. A INES BU AN BE. .........veveeeeeeieieeeeeeee ettt ettt e ettt e et et eee et e e et e st e s e s et et et et e s esn st et e te s e e e e eseesansetesenn s seaeen 6f 42
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 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) 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 ©) |:| 0 A (Insurance Information)
actuary 4) I 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 07/01/2014 and ending  06/30/2015

» 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 001
NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC. RETIREMENT PLAN plan number (PN) >

D Employer Identification Number (EIN)
34-1014291

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF
NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, 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 _ 07 Day 01 Year 2014
2  Assets:
BUIMATKEE VAIUE ...t 2a 665622
D) AGIUBIIAI VAILE ...t 2b 616147
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...................... 14 238548 238548
b For terminated vested participants 21 175822 175822
C FOr active PartiCIPANTS........cieitie et et et ettt e e e eaeee 9 78259 78259
Lo I 1 R R UURRRURRT 44 492629 492629
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.
D EffECHVE INEEIEST FALE .....c..cvieeeeee ettt et ee ettt ee et et et et e et et e ee et e s et e e et eaeetese s e te st eae s etesseteseessanesesnnnaans 5 6.39%
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 2212

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 03/10/2016
Signature of actuary Date
PAUL J. GIBBONS 14-06478

Most recent enrollment number
216-875-1900
Telephone number (including area code)

Type or print name of actuary
FINDLEY DAVIES INC

Firm name

1300 EAST NINTH STREET, SUITE 850
CLEVELAND, OH 44114-1516

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
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 16.77% v 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) 23
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 6.21 % .coennn) N
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............., 24
d Portion of (c) to be added to prefunding balance ................cocooeeeeeeeeeeieeen ] 0
12 Other reductions in balances due to elections or deemed elections...........................]
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 14 125.07 %
15 Adjusted funding target attainMeENnt PEICENIATE ...ovovceiveceeeeee ettt s et a e et en s en e s nae s s seaesensseeseneesanenes 15 125.07 %
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] 96.69 %
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
Totals | 18(b) 0| 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
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 0
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 ltems
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....................ccceveve.n. |:| 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 2212

b Excess assets, if applicable, but not greater than liNE 31a ........c.ceccveveveveveeriieeeeeeeseseseseeeeeee s esenenenenens 31b 2212
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 0

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

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

LCTRT=IE 1) FE OO RO 0
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 0

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) ............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:

[ RS Tod T To [N (= T [ Tox (=T o [T PP PP PPTT TR |:| 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in iNe 418 Was MAUE .............cceveveveeereereeeeetesereeeeeeseeeeee e D 2008 D 2009 D 2010 D 2011
42 Amount of aCCElEration AJUSIMENL ...........ccccoveveveviteeceieeeeeeetetetss e e s et teseee st etetesess s s esesesesees s st es et esesesessenenans 42 0
43 Excess installment acceleration amount to be carried over to future plan Years .............ccccceveveeveveeevecneeeennn. 43 0




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee 2014

This Form is Open to Public

Inspection.
For calendar plan year 2014 or fiscal plan year beginning 07/01/2014 and ending 06/30/2015
A Name of plan B Three-digit
NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC. RETIREMENT PLAN
plan number (PN) > 001

C Plan or DFE sponsor’s name as shown on line 2a of Form 5500
NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC.

D Employer Identification Number (EIN)

34-1014291

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

(Complete as many entries as needed to report all interests in DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE: HEALTHCOMP, INC.GROUP TRUST

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

HEALTHCOMP, INC.

d Entity

C EIN-PN 34-1607331-004 code

E e

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

643135

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Schedule D (Form 5500) 2014
v. 140124
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor




SCHEDULE | 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 07/01/2014

and ending 06/30/2015

A Name of plan
NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC. RETIREMENT PLAN

B  Three-digit
plan number (PN) 4 001

C Plan sponsor's name as shown on line 2a of Form 5500
NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC.

D Employer Identification Number (EIN)
34-1014291

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 661103 643135
b Total plan i@bilities ..........c.c.oveveeveeieeeeeeeceeeeee e 1b
Net plan assets (subtract line 1b from line 1a) .......ccccceeecviiieieennnne 1lc 661103 643135
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) 4688
(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 9983
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2c) ................. 2d 14671
€ Benefits paid (including direct rollovers) ............ccccovveeereeevenenennns 2e 27985
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 4654
| OthEr @XPENSES ...ttt enn st eteas 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i).........cco.covvrrenen. 2j 32639
K Netincome (loss) (subtract line 2j from line 2d) ...........c.cocvveeeenn.n. 2k -17968
| 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
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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 1000000
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
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 07/01/2014 and ending 06/30/2015
A Name of plan B Three-digit
NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC. RETIREMENT PLAN plan number
(PN) » 001

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

NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC. 34-1014291

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): 36-1561860

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
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

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




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: 0.0% Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b  Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years D 3-6 years D 6-9 years |:| 9-12 years D 12-15 years D 15-18 years |:| 18-21 years |:| 21 years or more
C  What duration measure was used to calculate line 19(b)?
D Effective duration D Macaulay duration D Modified duration |:| Other (specify):




Schedule SB, Line 26 - Schedule of Active Participant Data

July 1, 2014 Valuation
Northeast Ohio Neighborhood Health Services, Inc.
(EIN: 34-1014291: PN: 001)

Attained Years of Credited Service

Age Under | Ttod 5109 10tol4 15019 201024 251029 301034  35w39 d&up

Under 23 - - - - - - - - - -

251029 - - - - - - - - - .

31w 34 - - - - - - - - . -

3510 39 - - - - - - - - - -

4010 44 - - - - . - . - - -

45 to 49 . . . - 1 - - . . -
*)

S0to 54 - - - - - - | ) 1 -

{*} () ")
3510 39 - - - - - 1 1 - - .
*} (*}

6 to 64 - - - - ] 1 - - “ "
*) "3

65 to 69 - . - - - - - . . .

70 & up - - - - ; . - . . 3

* Average compensation is not shown sinee there are fewer than 1,000 active participants in this plan



Schedule SB, Part V - Statement of Actuarial Assumption/Methods
Northeast Ohio Neighborhood Health Services, Inc.

July 1, 2014 Valuation

EIN/PN: 34-1014291/001

Appendin B

Statement of Actuarial Assumptions and Methods

Interest Rates Funding: 24-month segment rates averaged through the end of March 2014 and
published in April 2014:

Before Reflecting

MAP-21/ MAP-21/

HATFA HATFA

a. First Rate, Years 1-5 1.20% 4,99%

. Second Rate, Years 5-20 4.06% 6.32%

c. Third Rate, Years 20+ 5.10% 6.99%
d. Effective Interest Rate using the

above rates 4.20% 6.39%

e. Interest rate for developing expected value
of assets, (before applying statutory cap) 7.50%

Salary Scale Future salaries are projected using the appropriate salary scale below. For
accrued benefits actual individual pay histories have been used with missing years
filled in using the appropriate salary scale below.

Funding: N/A

Mortality Funding: RP-2000 static, non-generational Mortality Table as described in
Regulation 1.430(h)(3) projected by Scale AA, to between 7 and 15
years beyond the year of the obligation, male and female, with
combined rates for annuitants and nonannuitants.

Rates of Retirement 100% at age 65.

Weighted Average Retirement Age is 65. This is the average retirement age for
someone eligible to retire at all ages using the assumed retirement rates and no
other decrements.

Rates of Disability None.



Schedule SB, Part V — Statement of Actuarial Assumption/Methods
Northeast Ohio Neighborhood Health Services, Inc.

July 1, 2014 Vatuation

EIN/PN: 34-1014291/001

Appendix B (Continued)

Rates of Turnover 2% at all ages.

Assumptions Made In || Seventy-five percent of the employees included in the valuation are assumed

Valuing Spouse’s to be married. These percentages are used as the probabilities that survivor

Benefit benefits will be payable due to preretirement deaths. The wife is assumed to
be three years younger than the husband.

Optional Form All employees are assumed to elect the life annuity benefit.
Election
Annual Increases to 0.00%

Maximum Benefits and
Plan Compensation

Limits
Annual Increases to Cost of
Social Security Taxable Living Average
Wage Base Index Earnings
N/A N/A N/A

Provision for Expenses || The expected administrative (i.e. non-investment) expenses that will be paid
from plan assets, which were assumed to equal! actual administrative
expenses during the prior year were included in the Target Normal Cost for
minimum contribution purposes.

Standing Elections The client has not signed an election that provides for the automatic use of
the Carryover and/or Prefunding Balance if necessary at the end of the plan
year to meet the minimum funding requirement.




Schedule S8, Part V — Statement of Actuarial Assumption/Methods
Northeast Ohio Neighborhood Health Services, Inc.

July 1, 2014 Valuation
EIN/PN: 34-1014291/001

Appendix B {Continued)

Asset Method

Employees Valued

Selection of
Assumptions

Changes in
Assumptions and
Methods since the Last
Actuarial Valuation

Justifieation for
Changes in Actuarial
Assumptions

Market Value of Assets plus interest adjusted accrued but unpaid
contributions as of the valuation date plus an adjustment to defer full
recognition of investment losses and gains over a two-year period. The
investment (gain)/loss for every year equals the market value at the
beginning of the year projected to the end of the year using the interest rate
above, but no greater than the third segment rate for the plan year, minus
the end of the year actual market value. The actuarial value of assets will be
no less than 90% and no more than 110% of the market value (including
interest-adjusted accrued but unpaid contributions). Note that due to the
regulatory constraint on the interest rate, a characteristic of this asset
valuation method is that, over time, it may be more likely to produce an
actuarial value of assets that is less than the market value of assets.

Only participants as of the valuation date were valued.

Information used in the analysis of selecting assumptions include: discount
rate ~ Citi Group yield curve; expected return on assets — review of historical
and expected returns on various asset categories held by the plan as well as
information provided by the plan’s investment advisor.

The segment rates and mortality table used to determine minimum funding
and funded ratios were based on methodology mandated by Internal
Revenue Code and rates published by the Internal Revenue Service to affect
it.

A complete review of non-economic assumptions, to satisfy ASOP 35, has not
been done since the plan was frozen, but we monitor the gains and losses
annually to ensure the assumptions are st} reasonable.

The segmented interest rates used for determining the funding target were
4.94%, 6.15% and 6.76%. These rates were updated to the rates required for
the current plan year.

The mortality table for the funding target was changed as required under PPA
'06.

The only assumption changes were to prescribed actuarial assumptions or as
a result of At-Risk status. Therefore, the plan did not need IRS approval to
change assumptions and there is no need to disclose any “Change in Actuarial
Assumptions.”



SCHEDULE SB
(Form 5500}

Deparimant of the Treagury
Internal Rovenur Sendes

Depsttimenl of Labor
Employaa Banelils Security Administration

Single-Employer Defined Benefit Plan
Actuarial Information

This schedule Is required to be filed under seclion 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 5059 of the

OMA No. 1210-6110

2014

This Form is Open to Public

internal Revenue Code (the Coda). Inspaction
Pension ffonefit Guamanty Cospomtion
— » File as an altachment te Form 5500 or 5500-8F,
For catandar plan year 2014 or fiscal plan year heginning 07/01/2014 and ending 06/30/2015

» Round off amounts to naarast dollar.

P Caution: A penally of $1,000 will be assessed for Iate filing of this repart unless reasonable cause is eslablished.
A Name of plan B Threedigit

NORTHEAST QHIO NEIGHBORHOOD HEALTH SERVICES, TINC. » 001

RETIREMENT PLAN

plan number (PN}

C Plan sponsor’s name g3 shown on line 2a of Form 5500 aor 5500-8F

NORTHEAST OHIO NEIGHBORHOOD HEALTH SERVICES, INC, 341014291

D Employer idenfification Number {EIN)

£ Typeof plan: [i_l Single D Multiple-A D Muitipie-8

lPart 1 ‘ Basic Information

|F_Pror year pian size: [x] 100 crfewer ] 101500 [] Mare than 500

1 Enter the valuation date: Month___ Q7 Day___ 01 Year 2014
Asspls; B
MBIKEL VBIUE 11 rrrereeresresseesesseecossss ssranssss sesssecres e srsessessress st 4 e sesmessessessss et bt eeseees soesesssesos oo eeeeeeess oo 2a 665622
B ACHINE VBIIE. .ot crice e sne mssssssnees st serses st st 2b 616147
3 Funding targetiparticipant count breakdown {1} Number of (2) Vested Funding {3) Total Funding
participants Target Target
a For relired participants and beneficiaries receiving payment.........c.oov.o.. 14 238548 238548
b For terminated vesled Paricipants.. ... ... vesvosssseses.s b 21 175822 175822
C For active participanis 9 78259 782539
B T0ML. e e e oo 44 452629 452629
4 Ifthe plan is In atrisk status, check the box and complets lines (a) and {b) ... H L SRn
a Funding target disregarding prescribed at-risk BESUMPUONS 1 ienssecste s s rsssss st eetserseessareemanne da
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have besn in 4h
at-risk status for fewer than five consecutive years and disregarding loading factor .
5 Effective Interest rate. ... oee..o.... 5 6.39%
&  Target normat cost & 2212

Statement by Enrolled Actuary
o the hest of my knowlydge, the infarmation supplied in this setieduls and aceom:
aceonfance with applicabla lew and reg;
combination, ofer my bes! estimata ? ar:} ipated expanence under the plan.
.

panying schadules, slatements and atfachments, If any, Is complete and accurate. Each prasciibed assumption was applled in
ons. in my opirion, each oihar assumplion s ressonabla {iaking into accaunt the exporiance of the plan and reasenable expectalions} and such olbar assumplcns, in

S—-28/0

= iz

- HERE .
Signature of actuary
PAUL J. GIBBONS

Date
1406478

Typa or print name of actuary
FINDLEY DAVIES, INC.

Most recent enrcliment number

216-875-1900

Firm name
130C EAST NINTH STREET, SUITE 850
CLEVELAND OH 44114-1516
Address of the firm

Telephone number (including sres code)

If the actuary has not fulf
instructions

y reflecied any regufation or rufing promulgated under the statute in completing this schedute, check the bog and see

0

For Paperwork Reduction Act Notice and OMB Cantral Numbers, see the instructions for Form 5500 ar 5500-5F.

Schedule SB (Forrm 5500) 2014
v. 140124




Schedule SB (Form 5500} 2014

Page 2 - ]

] Part It l Beginning of Year Carryover and Prefunding Balances

7

Balance at beginmng of prior year afier app!lcable adjus!ments {line 13 from prior
year),..., T e e s a4 s sam s gty bR R s

{a} Carryover balance

{b} Prefunding balance

8

Portlon elecled for use (o offsel pricr year's funding requirement (line 35 fram
PO VBBE) L oveiiniirisssisimsonssracossoiesienessoesart treetsaciesens msesnss rassesisorarsassta s s esanscosseosenseaved

2

Aot remalning (line 7 minus 1ing 8).u.cimisens

10

16.77%....

Interest an line 8 using prior year’s actual refurn of

11

Prior year's excess contributions 1o be added lo prefunding balance:

a Presant value of excess centribulions (iine 383 from priar vRar.. e eeannad © 05

23

b{1) Interest on the excess, if any, of lIne 38a over line 38b from prior year
Schedule SB, using prior year's effective interestrate of 6. 285 ..

b(2} Interest on line 38b from prior year Schedula SB, using prior year's actual
=1 1111 N

...... irtrriearsenranasnnrery CRAES R

12

Other reductions in balances due io elections or deamed elections..........

13

Balance at beginning of current year {line 8 + line 10+ line 11d - fine 12}...

CPartll

Funding Percentages

14

Funding larget altainmenl percentage

14 | 125,07,

15

Adjusted funding target altainment percentage

15 125.07%

16

Priot year's funding percentage for purposes of delermining whether carryover/prefunding batances may be used to reduce

current year’s funding requirement

16 | 96.69,

17

If the current value of the assats of tha plan Is less than 70 percent of the funding target, enter such percentags.

17 %

PartIV: | Contributions and Liquidity Shortfalls

18 Contributions made 1o the plan for the pian year by employer(s) and employees:

{a) Date {b) Amount pald by (c) Amount pald by

{a) Dale

(b) Amount paid by

{c} Amaunt pald by

{MM-DD-YYYY)

amployer(s)

employees

(MM-DD-YYYY)

amployer(s)

amplayeas

| Totals »

[ 18{1s)

18(c) | 0

o

19 Discounted smployer contributions — see instructions for small plan with a valualion dala afler the beginning of the year:

A Confributions allccated toward unpaid minimum required contributions from pror years,
b Contributions made to svoid restrictions sdjusted to valuation dats .....cveceiinnerns

€ Contribufions allocated toward minimum requirad condribution for cument year adjusted lo valuation date.......ev e

19a

| 18b

19¢c

20

Quarlery contributions and liquidity shorfalls:

a Did the plan have a "funding Shrifall’ 08 1he PrOT YBATT .ot eoseesssesnsessiresensatessoressrssestosbest s sssseeemee e ireanrarerveesaens D Yes @ NG

b If ine 208 is “Yes,” were required quarterly inslaliments for the current year made In 8 HMEY MERNET ...c.coovvveveees e s s s seen s - D

C If line 20a is *Yes," see Instructions and complele tha following fable as appllcable:

Liguidity shorlfall as of ea&i’”&?“&i uarier of this plan year

1y 1st {2y ond

{3) 3rd

(4) 4th
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PartV Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:
a Segment rales: 1sl segment 2nd segment: 3rd segment: [T, fuil yield curve used
. % 6.32¢q, 6.99y
b Applicable month (Mer 6OHBY..u..wwemeecrrerrssonssmsnes 21b 4
22 Weighted average refirement age . 1 22 65
23 Mortality tablefs) (see instructions} Ei Prescribed - combined D Prescribed - separate :] Substitute
“Part VI | Miscellaneous Items
24 Has a8 change been made In the non-prescribed acluarial assumptions for the current plan year? If “Yes,” see Instructions regarding requ!reci
BHACHINENL .t s s st e b e asrs s rir s e s e R0 R4 AR 01 b 442t 0t 4 E4m 0 B2 R Ae £ 21t 1t 04 St 01102 e e eeet 8 mr s mesme Yes E No
25 Has a method change been made for the current plan year? If “Yes,” see Instructions regarding required BHACRIMEAL ..ooeoe.coveeecsvecrreres e ron : Yes B Na
26 Is the plan required 1o provide a Schedule of Active Participants? If "Yes,” sea Instrucllons regarding required attachment, v oeereeeean. . 5 Yes D No
27 ftheplanis subjec! te alternative ftmding rules, enter applicable code and see Instructions regarding 27
altachment ... SO REUUT OO .
Part Vil - Reconmhatlon of Unpaid Minimum Required Contributions For Prior Years
28  Unpaid minimum required contiBUlians (o7 all prior YEars ... 1etrern e ererra e R en e AT adrr a1 et 28 0
29 Discounted employer contributions allocated toward unpaid minimum required cenirlbutions from prlor years 29
(1€ 198) -.vcerrerresseoncomssererseeenees st b s 0
30 Remammg amount of unpaid minimum required contributions {line 28 MIAUS Re 28] e e 30 0
: Part VIl | Minimum Required Confribution For Current Year
31 Target normal cost and excess sssets {ses Instructions);
@ Target NOMMAl COSE{ENE B rimirrinsrmnessmsisessisssssessresssosssasssas vasssssisosesesiessaesssesssorssssssns wrvrrsere s nenisond 3a 2212
b Excess assets, i applicable, BUt nol Greater than N 318 . iereeeeeoeeses s ssosessesssssseetsessesssosone oo 3ib 2212
32 Amottization instaliments; Oulstanding Balence tnstaliment
A Net shortfall amortization INSLAIMENE . s st esessasrssersenns 0
b Waiver amortization installment ..., Aerbaeer e e eRe s S st A b s 0
33 irawalver has been approved for this plan year, enler the dale of the ruling letter granting the approval 33
{Menth Day Year Y and the walved amount ... e
34 Tetal funding requirement before reflecting carryover/prefunding balances (lines 31a-31b + 32a + 32b-33).1 34 0
Carryover halanse Prefunding balance Total balance
35 Balances elected for use t6 offset funding
FRQUITBMENL trcosirescsmrmreriansrerssmsrmmrresissrsinriss s sanes ] ) 0
36 Additional cash requiremantt (line 34 MINUS BN8 35) 1o seeceersonmssrecememrian veeesrosr s srsaneseetes 36 0
37 Contributions allocated toward minimum required contributlon for current year adjusiad to valuation dale 7
T <) SRR et st s e s A e R b ]
38 Present valus of excess contributions for currant year {sea instructions)
8 Tolal (excess, if any, af Ene 37 oVAr ENE 3B) . rrenmrenoronsessrem sorrossrarssessssssesssesstesnns 38a 0
b Partion Included in line 38a attrihutable o use of prefunding and funding standard carryover balances ... 38b 0
3% Unpald minimum required contribution for current year (excess, If any, of line 36 over ng 37)v.o. e 35 0
40 Unpald minimum required centributions for all yaars .., 40 0
~PartIX | Pension Funding Relief Under Pensmn Relief Act of 201 0 (See Instructions)
41 if an election was made to use PRA 2010 funding relisf for this plan:
B SCNEAULR BHICIEH 1oreetectemriessriems st arins e b eses e st s st ssses st 1 e ams e Ao LS Ab i PSS RO RSR AL s s e e s one oemreatees []2 plus 7 years D 15 years
b Eligible pran year(s) for which the election In E1G 418 WAS MBHE ..o imeersoresssscsssmssssstoreomsssesosoeeeeesoeecsseesse e [| 2008 | J200s []2010 [ | 2011
42 AMOUNL OF BECRIETBUON AGJUSHTIEAL wvrevvveveussssoseessasssessiassesrmansseseesoessseesssesssonesmss eseesessenessossmsssnssesses s sosesstoe s essoee o 0
43 Excess instaliment acceleration amount 16 ba carried over 10 AU PIEN YEATS ..o oesoosssssesssessssesrssesssenss 43 @




Schedule SB, line 22 — Description of Weighted Average Retirement Age
Northeast Ohio Neighborhood Health Services, inc.

July 1, 2014 Valuation

EIN/PN: 34-1014291/001

Rates of Retirement 100% at age 65.

Weighted Average Retirement Age is 65. This is the average retirement age
for someone eligible to retire at all ages using the assumed retirement rates
and no other decrements.



Schedule SB, Part V — Summary of Plan Provisions
Northeast Ohio Neighborhood Health Services, Inc.

July 1, 2014 Valuation
EIN/PN: 34-1014291/001

Appendix A

Summary of Principal Plan Provisions

Plan Sponsor

EIN/PN

Effective Date

Plan Year

Participation

Compensation

Average Monthly
Compensation

Social Security Covered
Compensation

Vesting Service

Northeast Chio Neighborhood Health Services, Inc.

34-1014291/001

July 1, 1984; amended and restated effective July 1, 1989,

The 12-month period beginning each July 1.

Each employee who was a member of the collective bargaining unit
represented by Local 47, Service Employees International Union, becomes a
parficipant on the first day of the next following month he has both attained
age 21 and completed one Year of Service. No new participants on or after
August 28, 1998.

Total wages, salary, commissions, overtime pay and other incentive pay, as
limited by IRC Section 401(a)(17).

1/60th of Compensation for the highest 5 consecutive completed years of
employment out of the last 10 years prior to the date of termination, where
the pay is annualized for any year in which less than 1,800 hours are earned.

The average of the Social Security Maximum Taxable Wage Bases for the 35-
year period ending with the year in which Social Security Retirement Age is
attained. Social Security Retirement Age is 65 for employees born before
1838, 67 for those born after 1954, and 66 for those born in between,

One year of vesting service is earned for each plan year in which 1,000 hours
are worked.



Schedule SB, Part V — Summary of Plan Provisions
Northeast Ohio Neighborhood Health Services, Inc.
July 1, 2014 Valuation

EIN/PN: 34-1014291/001

Appendix A {Continued)

Credited Service Years of credited service are figured according o the following table:

Years of

Hours Paid Credited

in Plan Year Service
Less than 1,000 0.0
1,000-1,159 0.5
1,160 -1,315 0.6
1,320-1,479 0.7
1,480-1,639 0.8
1,640-1,799 09
1,800 or more 1.0

No hours are credited for employment after August 28, 1998.

Accrued Benefit A monthly life annuity starting at age 65 equal to the greater of {i) or {ii):

{i} 1.2% of Average Monthly Compensation plus 0.65% of Average Monthly
Compensation in excess of Social Security Covered Compensation
multiplied by the number of Years of Credited Service up to 25.

{ii) Accrued benefit under the plan provisions in effect as of June 30, 1989.

Benefit accruals ceased August 28, 19938,

Normal Retirement Eligibility:

Benefit
The first day of the month coincident with or next following age 65 or, if later,

fifth anniversary of joining the Plan.

Monthly Benefit:

The Accrued Benefit.

Early Retirement Eligibifity:
Benefit
The first day of any month following age 55 and 5 years of Vesting Service.




Schedule SB, Part V — Summary of Plan Provisions
Northeast Ohio Neighborhood Health Services, Inc.
July 1, 2014 Valuation

EIN/PN: 34-1014291/001

Appendix A {Continued])
Early Retirement Monthly Benefit:
Benefit {Continued)

The Accrued Benefit at early retirement reduced actuarially for each month
retirement precedes age 65 in accordance with the following:

Age Early Retirement Factor
65 1.0000
64 0.8935
63 0.8003
62 0.7184
61 0.6462
60 0.5823
59 0.5256
58 0.4752
57 0.4303
56 0.3902
55 0.3543

Disability Retirement Eligibility:
Benefit

The first day of the month following five months of permanent and total
disability at any age with 10 years of Vesting Service.

Monthly Benefit:

The Accrued Benefit.

Termination Benefit Eligibility:

Upon termination of employment prior to retirement after completion of at
least five years of Vesting Service.

Monthly Benefit:

The vested benefit commences in full at age 65, or in a reduced amount
under the early retirement provisions.

Death Benefit Eligibility:

100% vested and married for at least one year.



Schedule SB, Part V — Summary of Plan Provisions
Northeast Ohio Neighborhood Health Services, Inc.

July 1, 2014 Valuation

EIN/PN: 34-1014291/001

Appendix A (Continued)

Death Benefit
(Continued)

Benefits Available as
Lump Sums

Optional forms of
Payment

Maximum Benefit
Limit

Plan Compensation
Limit

Changes in Plan
Provisions

Moaonthly Benefit:

A monthly benefit for life commencing at the time the participant would have
been eligible for retirement. The benefit is equal to 50% of the benefit vested
on the date of death, adjusted as appropriate for early commencement and
the 50% Joint and Survivor Annuity form of payment.

This plan pays only small benefit amounts {lump sums less than $5,000).

50%, 60 2/3%, 75%, and 100% Joint & Survivor.

5 and 10 year certain.

The Internal Revenue Code Section 415 Maximum Benefit payable as a life
annuity at Social Security Normal Retirement Age.

The Section 401{(a)(17) Maximum Compensation that can be recognized for
benefit calculation purposes.

The automatic changes, if any, in the plan compensation limit and maximum
benefit limit were recognized as amendments for funding purposes. Such
changes are anticipated for FAS 87 expense purposes and are not treated as
amendments.



Schedule SB, Line 32 - Schedule of Amortization Bases
Northeast Ohio Neighborhood Health Services, Inc.
July 1, 2014 Valuation

EIN/PN: 34-1014291/001

Exhibit Vil

Schedule of Amortization Bases

Plan Year Beginning

Date Present Value Remaining
Established of Payments Years
Shortfall 7/01/2014 S 0
Amaortization
Bases
Waiver 7/01/2014 [ 0
Amortization

Bases

7/01/2014

Amortization
Instaliment

$

0



