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

Department of the Treasury

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

1210-0089

Internal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 20 15
Employee Bepefltg Security
Administration » Complete all entries in accordance with
Pension Benefit Guaranty Corporation the instructions to the Form 5500.
This Form is Open to Public
Inspection
Part 1 | Annual Report Identification Information

For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending  12/31/2015
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 plan is a collectively-bargained plan, check here. . . .............. ...

D Check box if filing under: Form 5558; D automatic extension;
D special extension (enter description)

D the DFVC program;

Part Il Basic Plan Information—enter all requested information

1la Name of plan
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. DEFINED BENEFIT PLAN

1b Three-digit plan

number (PN) » 002

1c Effective date of plan
01/01/2011

2a Plan sponsor’s name (employer, if for a single-employer plan)

Mailing address (include room, apt., suite no. and street, or P.O. Box)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC.

P.O. BOX 12490
TOLEDO, OH 43606

2b Employer Identification
Number (EIN)
81-0547599

2C Plan Sponsor’s telephone
number
419-291-3627

2d Business code (see
instructions)
621498

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

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

SIGN [Filed with authorized/valid electronic signature. 10/14/2016 EDWARD R. SCHOFIELD
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

Preparer’'s name (including firm name, if applicable) and address (include room or suite number)

Preparer’s telephone number

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

Form 5500 (2015)
v. 150123
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3a Plan administrator's name and address Same as Plan Sponsor

3b Administrator's EIN

3C Administrator’s telephone

number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 ‘ 54
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 PlaN YEar.............c..ooririririririereeeer e 6a(1) 54
a(2) Total number of active participants at the end 0f the PIAN YEAT ............cccveveivrurieeiecieeeeeeeeeeee s 6a(2) 57
b Retired or separated participants reCeIVING BENEFILS...........c..cvevevieeiiieeeeeeceeieeee ettt s et enes s 6b 0
C Other retired or separated participants entitled to fUtUre DENEFILS.........cc.eii i 6¢C 0
d  Subtotal. Add INES BA(2), B, AN BC. ..........evereeeeeeieeeeesieeeeeeeeeee e ee e ee e er s te et es et s e es e e et s e aneessteansenennssaeaeaesenesnenensenend 6d 57
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits..........c.ccovviieniiiiiniiincnd 6e 0
f TOtAl. AQG INES BU NG BE. ....cvuveeeeeicercereieeee ettt e et s 88 6f 57
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEM) ...v.v.veveeceeeeeeeeecee st ees st s st s et es s see s ee st en s st s eee s e ens et et ne e s s s eesee et ens st essnees e setensseesnsntensntassneetenensansnensnee] 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
1E5S thAN 100YH VESEM .....v.v.reeeeseesisestisesessesestessessessstssssssensssssssssenssesssssssanssesesssssansstansas et essnsstssnsessnsstanneetsnsstansetetsnsssanssesad 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
1A 1D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
?3) Trust 3) Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 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
(1) R (Retirement Plan Information) o) H (Financial Information)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money 2) I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)
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Part Ill | 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.) coooevrneeereeiineieeie e 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.) ........... D Yes |:| No

11c Enter the Receipt Confirmation Code for the 2015 Form M-1 annual report. If the plan was not required to file the 2015 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 Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2015

Department of the Treasury

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

Department of Labor i i i . . .
Employee Benefits Security Administration Retirement Incomelr?ti?r':;llt);{:\\(;tegLégggd(engipgoijn;_Secuon 6059 of the This FOTT’:‘;SpeoclzieonntO Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015

» 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
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. DEFINED BENEFIT PLAN plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. 81-0547599
E Typeofplan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: [X| 100 or fewer [ | 101500 [ | More than 500
Part | | Basic Information
1  Enter the valuation date: Month _01 Day _ 01 Year 2015
2 Assets:
@ MATKEE VAIUE ...ttt 188 2a 3886394
D ACHUAIAI VAIUE ...ttt ettt a ettt ne et n e 2b 3886394
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..........cccccoeccveviiveennnns 0 0 0
b For terminated vested participants 0 0 0
C FOr active PartiCIPANTS .....ccooueieiiiii ettt e e 57 3281685 3281685
Lo o] v | 57 3281685 3281685
4  |fthe plan is in at-risk status, check the box and complete lines () and (b) ........c.cccoevevrvueeennne. D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS .......c.cuuiiiiiiieiiiiieeie e 4a
b Fundir_]g target reflecting at-risk_assumptions_, but disregardi_ng tran;ition rule_: for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ............c.ccccevcvveviineenne
D EMfECHVE INEIEST FALE .......cv.vececviieceicectc ettt sttt b s bbb s a e a bbbt s 5 6.43%
B TAIGEL NOIMAI COSE. .ottt e et e e e ee e ee e 6 1158958

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 07/07/2016
Signature of actuary Date
JESSICA A. BIRKLE 14-07693
Type or print name of actuary Most recent enrollment number
CUNI, RUST & STRENK, INC. 513-985-6166
Firm name Telephone number (including area code)

4555 LAKE FOREST DRIVE, SUITE 620
CINCINNATI, OH 45242

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2015

v. 150123



Schedule SB (Form 5500) 2015

Page 2 - |1

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

ST L) OSSPSR 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from

PFIOT YEBAT) .tiieeiuiieeeittee e ettt e s tee e st e et eeesntaeeessaeeeantseeeaseeeeassaeeensteeesnsaaeeasseaesnsseeesnsnnenned] 0
9 Amount remaining (lin€ 7 MINUS N 8) ......c.cueveveueiieeiesiceeeeee e
10 Interest on line 9 using prior year's actual return of 34090 eveeeiieeeee e
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year) ..........c.cccceeevenn) 752379

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 _ 6.66%.................... 0108
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FEEUTT ¢ttt ettt s et a et n et s et st s et s st s sansesen e 0

C Total available at beginning of current plan year to add to prefunding balance 802487

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

Part Il Funding Percentages

14 Funding target attaiNMENt PEICENTAGE .............ovveeeveeeeeeeeseeeseseeeseseeesssessssssesssssessssesssesesesesese s esssesessssesssssesssseessssses s sesssssesssssssssesessesessessssseand 14 118.42 %
15 Adjusted funding target attaiNMENt PEFCENIAGE .oucvvvevevveeeceieeteieteeeceetete et es s sesaeae e s eseeesseesteseses s s seseseseenssssaessseseneneenansssesesenned 15 118.42 %
16 Prior year's funding percen_tage for purposes of determining whether carryover/prefunding balances may be used to reduce 16

CUITENt YEAI'S TUNING FEOUITEIMENT. ........eov oottt e e et e e e ee e e eeee e e e e ee et ee e 126.40 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...........c...c.cc.co........ 17 %

Part IV Contributions and Liquidity Shortfalls

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

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
04/15/2016 1559000

Totals » | 18(b) 1559000 | 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. ...........cccccceeviiiiienienns 19a 0

b Contributions made to avoid restrictions adjusted to ValUAtION ALE.............c.cueveeevreerrericeereeereseeee e 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19¢c 1438787

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI? .........ccei ittt et esreesane e |:| Yes No

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?...........cc.ccccveeuevecuereeeeneeeeeeeenens |:| Yes D No

C Ifline 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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PartV [Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st seg4r.n7e2ng/:0 2nd se%ﬂin;) 3rd Se%%in;) D N/A, full yield curve used

b Applicable MONth (ENLET COUR)..........c.coiveiieeieieeeeieee ettt ettt s ettt s e 21b 0
22 Weighted aVerage retir@MENT A0 ...........ccc.cuevveruerieeieeeeieseeeseseetesesesesaeseses e s saesesesses s et esassesssseessesseeesenesseneeans 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

oV E= Tt o]0 01T o R TP P RSP PR PP PPUOTRRPR |:| Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ..............c.cococoevevnn... |:| 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

AHEACKHIMIENT ...t ettt ettt ettt a ettt ettt ettt
Part VIl [Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PHOT YEAI'S ............ooeveee e oo 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(LTSI = ) PPN 0
30 Remaining amount of unpaid minimum required contributions (line 28 MiNUS liNE 29) ..........ccccccevevevereeeeeneens 30 0
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):

A Target NOIMAl COSE (IN€ B) .....coviiiiiiiiie ittt ettt ettt et e et e bt nen et e sar e e reenbeeans 31a 1158958

b Excess assets, if applicable, but not greater than liNE 318 ............cc.cecueveeeeueereeieeeeeseeeieseees e 31b 604709
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization INStAlMENT ............coiiiiiiiiiii e

b Waiver amortization inStallMent ...............c..coveveeveieeueeeeeeeeeeesesee 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 ..........cccceeevveerieeeciieee s, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33).. 34 554249

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

FEQUINEMENT.....tiiiieiiiierie ettt 0 0 0
36 Additional cash requirement (line 34 MINUS N 35) ........c..crviveiuevieeeeeeeeeeceeeereeeeseeseseees et eses s e s sses e senesans 36 554249
37 C_ontributions allocated toward minimum required contribution for current year adjusted to valuation date 37 1438787

(INE LOC) .ottt e a e bt bt bt h e bt h e E e e h et h e e e e e e e saa e
38 Present value of excess contributions for current year (see instructions)

a Total (eXCesS, if any, Of [INE 37 OVET lINE 36) ......c.ooveveeeieieeeteeeeeeeeeeee e ees s es st ene st esesn s 38a 884538

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) ........cccccccoevevnnne. 39 0
40 Unpaid minimum required contributions fOr @ll YEATS................ccceveveveeuivieerieeerese e eeeee 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:

b= BSTel g 1= To (U1 TSI = (= Tod (=T [P UP P OPUPPPPRRRRRIRt

|:| 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in line 41a Was MAE ............ccccevueveverieercereeeeeeeeeeeees e

42 Amount of acCeleration AJUSIMENT ...............ccceeueuirieeeeeeeeeeeeteeeseeeeeee s e ee et es s s aeee et ee s e neeeseeees e neeeseeessassnneneees

[ ]2008 []2009 []2010 [ | 2011
42

43 Excess installment acceleration amount to be carried over to future plan Years ............ccccceevoceerevevereeeererennns

43




SCHEDULE |
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information—Small Plan

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2015

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B  Three-digit
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. DEFINED BENEFIT PLAN plan number (PN) Y 002

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

81-0547599

D Employer Identification Number (EIN)

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 | ‘Small 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 TOotal Plan @SSELS........ccoiiveeiieiieciee et la 3907528 5286060
b Total plan abilities.........ccoovrvereeeeeeeeeeee e 1b
Net plan assets (subtract line 1b from line 1a)........c..cccccevveeverinnnnee. 1lc 3907528 5286060
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS ..ot en s nenend 2a(1) 1559000
(2)  PartiCiPantsS.........cceeiiiiiieiiiie et 2a(2)
(3) Others (including rolloOVErs) ..........cceveeiieeiiiieeiiie e 2a(3)
b Noncash contributions...............ccceueveuevecueieeeeeeeeeee e 2b
C Other iNCOME....o.iiiiiiieciece et 2c -153520
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 1405480
€ Benefits paid (including direct rollovers) .........ccccccveeeieeeviieeeininennnd 2e
f  Corrective distributions (See INStrUCHONS) .........ccovevevvevevereceriereeenenns 2f
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29
h Administrative service providers (salaries, fees, and commissions).| 2h 26948
| OthEr EXPENSES.........cveceveeiereeeieseie e seses e es e nee s 2i
| Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) .........c..cc.cccouerenncs) 2j 26948
K Net income (loss) (subtract line 2j from line 2d).........c..cccocceverrnncns 2k 1378532
| Transfers to (from) the plan (see iNStruCtions) ..............ccceeeevcverunnn. 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.........ooiuiiiiiiiii it 3a X
D EMPIOYEr FEAI PrOPEILY ........vicvveeieeeeese e s ettt s et saenees 3b X
C Real estate (other than employer real ProOPerty) .........coovvireuierieriiienieire et 3c X
O EMPIOYEE SECUMLIES ... co.vviivseeieseeet ettt es et s et en st n e st 3d X
€ PAICIDANE I0ANS........eeeeeeeee et e e ees e s es s es s s s en s e sen s eneesee s eneed 3e X

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

Schedule | (Form 5500) 2015
v. 150123
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Yes No Amount
3f  Loans (0ther than to PAMICIDANTS) .......c..ceurvereerrerisieeeseeesieseeeeseseesesssessessssesessssessessnssses s eesenessnessenessenes 3f X
g Tangible Personal PrOPEILY ........c.oiiieeriiiee ettt s e s re e n et e et e nnenneene e 3g X
| Part Il ‘Compliance Questions
4 During the plan year: Yes | No | N/A Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.)....................... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of
plan year or classified during the year as uncollectible? Disregard participant loans secured by
the participant’s account DAIANCE. ..............oociiiiiiii e 4b X
C Were any leases to which the plan was a party in default or classified during the year as
UNCONBCHDIE? .. ..veeveeeeeeeeee ettt ettt ettt ettt et s et ae et et e ee et ese e te e st ene e eseteaneaeseseetens 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
= oTola (=To ool 1 IR - U PSSR PSP TRPOPN 4ad X
€ Was the plan covered by a fidelity BONA? ........cccooieiiiieeee e 4e | X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY frAUd OF GISNONESTY? ...vvviieeecriieieiiiees ettt bbbt 4f 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? ..........c.ccccceviiiieneiieeneeenn, 49 X
h Did the plan receive any noncash contributions whose value was neither readily determinable
on an established market nor set by an independent third party appraiser? ..........cccccoeeverceennennnn. 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 iNtereSt?..........oeeiveeeiieeeiiiieesieee e see e seeee s 4i X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC?...........ccciiiiiiiiiiiiice e 4 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.) .........ccccevieiieeiecie s k| X
| Has the plan failed to provide any benefit when due under the plan? ...........cc.cccoceveverureesreeueeennnnss 4| X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) ettt h e E bR b b h b bt ettt ettt neees 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3 .......ccoeviveeeiieeeniienenns 4n
0 Did the plan trust incur unrelated business taxable income? .............cooiiiiiic i 40
P Were in-service distributions made during the plan year? .............oooiiiii i 4p
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year.............ccccoceeenee. D Yes No Amount:
5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)

5C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... Yes D No D Not determined
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Part ll| |Trust Information

6a Name of trust 6b Trust's EIN

6C Name of trustee or custodian 6d Trustee’s or custodian’s telephone number




H H OMB No. 1210-0110
SCHEDULE R Retirement Plan Information °
(Form 5500) 2015
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
Deparment of Labor 6058(a) of the Internal Revenue Code (the Code).
r \ A This Form is Open to Public
Employee Benefits Security Administration b FEile as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. DEFINED BENEFIT PLAN plan number
(PN) 4 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
EMERGENCY PHYSICIANS OF NORTHWEST OHIO, INC. 81-0547599

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
(141 (0Tt i o] TSP URRRSUOUPPPRPRRRRPOI

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

EIN(s): 81-0547599

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3 0
V=T LSOO
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)? .......ceevervreverernen. D Yes No D N/A

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

5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day 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 6
a
deficiency not waived) ........................................................................................................................................

b  Enter the amount contributed by the employer to the plan for this plan Year..............ccccoveveveeeveeeeeeeeeeennnn 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 aMOUNT)............iiiiiiiiiiiiee e 6C

If you completed line 6¢, skip lines 8 and 9.
Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ...........cccccooiiiiiiiiiiiee e, D Yes D No D N/A

~

oo

If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan v N I
administrator agree With the ChaNGE?.............ii i ettt D es D o X

Part Ill | Amendments

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

year that increased or decreased the value of benefits? If yes, check the appropriate
DOX. If N0, CHECK thE “NO” BOX. ......veveeeecececeeeee ettt D Increase I:I Decrease D 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 D No
11 a Does the ESOP hold any Preferf@d STOCK? ........cocoovoviviieueeeeieeeeeeeeeeeeee e eee e ettt e s es e e et et e s e s san s eses e et ea s seean s s eseesseananenaeas : Yes D No
b Ifthe _ESOP has an outgtgnding 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.) .......c.uuiiiiiiii e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ............ccccoveveveveeecceeeerereeeeeenns D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2015

v. 150123



Schedule R (Form 5500) 2015 Page 2 -

| Part Vv

| 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 Unit of production D 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 Unit of production D 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 D Weekly D Unit of production D 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 D Weekly D Unit of production D 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 Unit of production D 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 D Weekly D Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

A THE CUITENT YA ...ttt ettt ettt ee e e e et e et e et e s e e e s esee et e et e s esean s eseeetesen et eeetneeeeansnneneseseeneneens l4a
b The plan year immediately preceding the CUITENt PIAN YOI ..........o.o.oveveieeeeeeeeeeeeeeeeeeeeeeeee e 14b
14c

C  The second PreCediNng PIAN YEAI .........cc..ii ittt ettt et ettt eeabeeesabeeeabbeaeannbeaenaneeas

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 ..........ccccceecvvveeneenn. 15a

b The corresponding number for the second preceding PIan YEar ................c.c..coovovevereeeeeeeeereeeseeererererrnnns 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 ..........ccccccoeiiiiieiniieenniee e, 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 €MPIOYETS .......cuiiiiiiiii it e st a s e e e sbeesinessreeenes

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. ... et e e e e s s s e e s s s s s e s et et s st e e s aaaans

| PartVI | 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 t0 be INCIUAE @S AN ALACKMENT ...........oiiiiiiee ettt e e e et e e e e e et ba e et e e e e eetbaaeeeeeeeaaabaeeaeeeeaatbeeeeeeeaasbsaeeeeeeeasssaeeeeeesannsbseeeeeean

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years D 3-6 years |:| 6-9 years D 9-12 years |:| 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate line 19(b)?
D Effective duration D Macaulay duration D Modified duration D Other (specify):

‘ Part VII ‘ IRS Compliance Questions

20 15 the Plan @ 40L(K) PIAN.......c.ooveeeeeeeeeeeeeeeee ettt e ettt e e e e et e e et et et eseaesess s en et ese s et etesesnan s s en et esete s eneseneae D Yes D No
20b 1f “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and D SD;zl?]r;%%?ed D ADPJACP test
employer matching contributions (as applicable) under sections 401(k)(3) and 401(M)(2)?........cccecvevveririerieennens method

20c If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current
year testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and D
Lo (0] 2 N2 1 (1) ) O T PP PUOPPTPPPPPPPPINt

Yes D No

21a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section D Ratio Average
0 (o) PSSP percentage benefit test
test
21b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining D Yes D No
this plan with any other plans under the permissive aggregation ruleS? ..........c.cccoviiiiiiiiiiiienicee e
22a Has the plan been timely amended for all required tax 1aw ChaNGES?.........ccovoveveveveveueeeeceeeeeeeeee e D Yes D No D N/A
22b Date the last plan amendment/restatement for the required tax law changes was adopted / / . Enter the applicable code (See

instructions for tax law changes and codes).

22cC If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or
advisory letter, enter the date of that favorable letter / / and the letter’s serial number

22d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan’s last favorable
determination letter / /

23 Is the Plan maintained in a U.S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has
been made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin D Yes D No
LS BN S ) 2 ettt etttk ke h e E e E ek § e £ ek e oA E e eE et h b e e kg e e ek b et e E e e ebr e b reneresr e




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

1210-0089
Department of the Treastry This form is required to be filed for employee benefit plans under sections 104
Intemal Revenue Senvice and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).
Employee Benefils Security 201 5
Administration » Complete all entries in accordance with
Pension Benefit Guaranty Corporation the instructions to the Form 5500.
This Form is Open to Public
Inspection
Annual Report Identification lnformatlon
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A This returnfreport is for: D a multiemployer plan; D a mgltiple'-employer plafn (Filers. chfacking this box must attach :? list of ‘
participating employer information in accordance with the form instructions); or
[}_—(_] a single-employer plan; D a DFE (specify)
B This return/report is: D the first return/report; D the final return/report;
D an amended return/report; D a short plan year returnfreport (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . .. .. .. ... ettt e e, > I:]
D Check box if filing under: Form 6558; D automatic extension; D the DFVC program;
' D special extension (enter description)
‘ Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Emergency Physicians of Northwest Ohlo, Inc. number (PN) » 002
Defined Benefit Plan 1c Effective date of plan
01/01/2011
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 81-0547599
Emergency Physicians of .
Northwest Ohio, Inc. 2C Plan Sponsor’s telephone
number
(419) 291-3627
P.0. Box 12490 2d Business code (see
. instructions)
Toledo OH 43606 621498

Caution: A penalty for the late or incomplete filing of this return/report will be d 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/;s the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

% W 10-14-16 Edward R. Schofield
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
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) Preparer's telephone number

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2015)
v. 1560123



SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2015

Department of the Treasury

Internal Revenue Service . . . ) .
This schedule is required to be filed under section 104 of the Employee
Department ot Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public

Employee Benefits Security Administration internal Revenue Code (the C [e). Inspectlon
Pension Beneflt Guaranty Corporation

» Fiie as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015

» Round off amounts to nearest dollar.

P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B  Three-digit

Emergency Physicians of Northwest Ohio, Inc. Defined Benefit plan number (PN)
Plan

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Emergency Physicians of Northwest Ohio, Inc. 81-0547599

E Type of plan:X] Single [[] Multiple-A [] Muttiple-B F Prior year plan size:[X]100 or fewer [_]101-500 [_] More than 500

Basic Information

1 Enter the valuation date: Month 0l Day 01 Year 2015
Assets:
A Market value .oveeveeenneenesns et eeeneeneeneeereneee et ieetertereanraaenrraarreeeaerarsnaraene ... ] 2a 3,886,394
b Actuarial value ........ eereeeaee erenrrenreees Cerverenaverrraeronees eeresenvertrrarasannas ceerneaenees 2b 3,886,394
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 ..... o o 0
b For terminated vested participants .....vevveesrersssrececinnass 0 0
C For active participants ....eeeesveeeeseees cevens ceresrsainenns . 57 3,281,685 3,281,685
dTotal ....... Sssussesssasssessasussusassvssussssassenansnns 57 3,281,685 3,281,685
4  Ifthe plan is in at-risk status, check the box and complete lines (a) and (b} ...... Ceveencnans ]
a Funding target disregarding prescribed at-risk assumptions ....e.ceeviieiicanescnsseans cerersesrensennes 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor  .......cecenee...
5  Effective inferest rale  ....eeverrierernrncecrsessssnsssscarees teetecesssssratiorans Ceeseesetrsttsnieteores 5 6.43 %
6 Target normal cost ......... teesestersesrenrrsrsanraans teeeeeussevsetraenssessenstasaasnsosansnasanns 6 1,158,958

Statement by Enrolled Actuary

To the best of my knowtedge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each presribed 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.

%b 07/07/2016

Signature of actuary Date
Jessica A. Birkle 14-07693
Type or print name of actuary Most recent enroliment number
Cuni, Rust & Strenk, Inc. (513) 985-6166
Firm name Telephone number (including area code)

4555 Lake Forest Drive, Suite 620

US Cincinnati OH 45242
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see |:]
instructions
For Paperwork Reduction Act Notice and OMB Controi Numbers, see the instructlons for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2015

v. 150123
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Schedule SB (Form 5500) 2015

Beginning of Year Carryover and Prefunding Balances

(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
YEAI) e etnnensentaineninntrinesesenctornnsennnnssennceesensonnnnsonsnnsonnnsenne 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from
PriOr YEar ...eevevievnn... teseesessens R T s
9 Amount remaining (line 7 miNUS fiN€ 8) vevvevvvevnnnnns tersesectareenanesasanss
10 _Interest on line 9 using prior year's actual retum of ___3.40% .vveeevnnnn....
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prioryear) ......oieen.. 752,379
b('l) 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 6.66 %,.... 50,108
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
return ......... [ Cesretenevensacass Cerererenes vereee Ceerarensnen 0
C Total available at beginning of current plan year to add to prefunding balance . 802,487
d Portion of (c) to be added to prefunding balance ........ cevsresesne cresvenean 0
Other reductions in balances due to elections or deemed elections ............. 0 0
Balance at beginning of current year (line 9 + line 10 + line 11d - line 12)eeeenn. . 0 0
; Funding Percentages
14 Funding target attainment PErceMage «.veeueeeneeneenrrnrenrnnesnsrnssnnennnn... beeerrinerirnestiianvaeerrrananne cereeeianas 14 118.42 %
15 Adjusted funding target attainment percentage ......... e eteieteceetiiitariittarrannnrananaerenaes Ceeevereerranrnen vevernan 15 118.42 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 16
current year's funding reqUIreMent vu..uveseeeessseeeeennesesnsnesenns Sestersaseinsensannnnn tareas Vovesensttiasanoreasrrennrns 126.40 %
17 if the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage  ............. 17 %
Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
04/15/2016 1,559,000
.. Totals » |18(b) 1,559, 000 [18(c)|
19 Discounted employer contributions -- see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years ................... 19a 0
b Contributions made to avoid restrictions adjusted to valuation date ........ crerrenes Cereettterannraereaes 19b 0
C_Contributions allocated toward minimum required contribution for current year adjusted to vatuation date .. | 19¢ 1,438,787

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a *funding shortiall* for the Prior Year? ...eeeeeveveesseeenses vevenes teecnsarsasentuirnes vevens corene .

b if line 20a is "Yes," were required quarterly installments for the current year made in a timely manner?

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

Pesessccrrrnens e

rvenenees [J ves [x]No
.......... [ Yes [INo

(1) st (2)  2nd (8) 3rd

(4) 4t
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Assumptions Used To Determine Funding Target and Target Normal Cost
21 Discount rate:

a Segment rates: 1st segment: 2nd segment: 3rd segment: ] NA, ful yield curve used
4.72 % 6.11 % 6.81 %
b Applicable month (enter code) « « v v v v v v v v e e . e e e e e e e e e 21b 0
22 Weighted average retirementage . . . . . R S I T T T T S, 22 65
23 Mortality table(s) (see instructions) [X] Prescribed - combined (] Prescribed - separate  [] Substitute

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If *Yes," see instructions regarding required

attachment. . . . v v v v v v v n v w. e e e e e e e e e e e e e e e {1 Yes [x] No
25 Has a method change been made for the current plan year? If *Yes," see instructions regarding required attachment . . . . . e e |:| Yes Izl No
26 s the plan required to provide a Schedule of Active Participants? If "Yes,” see instructions regarding required attachment . . . . . . . [x] Yes [] No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

attachment. . . . . .. .. ...... e e s et s e e e e e e e ee e e e e e e e e
Part | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all prioryears . . . . . . . .. ... . e e e e e 28 0

29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(iNed9a) . & v v e it et e e e . RN

I )

31 Target normal cost and excess assets (see instructions):

ATargetnomal cost (N8B B « v v v v v v i i e e e vt e s vt et et e e e e e e e 31a 1,158,958
b Excess assets, if applicable, but not greater than i@ 31 « « « v v v v v v v v v o e e e e e e e 31b 604,709
32 Amortization installments: Outstanding Balance Instaliment
a Net shortfali amortization installment . . . .. ... e e e e e e . 0 0
b Waiver amortization installment . . .. ... ......... e e e e e
33 if a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval 33
(Month Day Year ) andthewaivedamount . . . . . . . ... ...
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) 34 554,249
Carryover balance Prefunding Balance Total balance
35 Balances elected for use to offset funding
requirement . . . ... ... e e e e e 0 0 0
36 Additional cash requirement (line 34 minus lne 35) . . . . .. ... .. e e et e e e e e e 36 554,249

37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date 37
(line19¢) . .. .. ... .. F e e et e e e 1,438,787

38 Present value of excess contributions for current year (see instructions)

A Total (excess, if any, of line 37 over line 36) . . . . . . . R 38a 884,538
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) e 39 . 0
40 Unpaid minimum required contributions for all VEArS v v v v v v o v a e e e I I 40 0

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

a Scheduleelected . . . . . v v .. .. e e e e e e R, [ 2plus 7 years [] 15 years
b Eligible plan year(s) for which the election in line 412 was made . . . . . . . e e e [ ]2008 [[]2009[J2010 []2011
42 Amount of acceleration adjustment. . . . . . . . e e e e e e e e e e e 42

43 Excess installment acceleration amount to be carried over to future planyears . . .. ... ... .. ... 43




2015 Schedule SB, line 22 -- Description of Weighted Average Retirement Ag
Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Pl:
EIN: 81-0547599

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

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




2015 Schedule SB, Part V — Statement of Plan Provisions
Plan Name: Emergency Physicians of Northwest Ohio, Inc. Defined Benefit Plan
EIN: 81-0547599

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

Vesting Service:

Benefit Service:

January 1, 2011

January 1* through December 31*.

Employees of Emergency Physicians of
Northwest Ohio, Inc.

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

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

Vesting Service is calculated using the elapsed
time method.

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



2015 Schedule SB, Part V — Statement of Plan Provisions
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8. Normal Retirement:

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

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

Prior to January 1, 2015:

Group Percentage
One 8.46%
Two 7.50%
Three 4.50%
Four 3.50%
Five 2.50%
Six 0.50%

After December 31, 2014:

Group Percentage
One 8.46%
Two 7.50%
Three 3.75%
Four 3.50%
Five 3.25%
Six 3.00%
Seven 0.50%
9. Early Retirement:
a. Eligibility No Early Retirement benefit offered.

b. Monthly Benefit N/A
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10.

11.

12.

13.

Vested Retirement:

a. Eligibility

b. Monthly Benefit

Disability Retirement:

a. Eligibility

b. Benefit

Pre-Retirement Death:

a. Eligibility

b. Benefit

Payment Forms:

a. Normal

b. Optional

3 Years of Vesting Service.

Accrued Benefit times the participant’s vesting
percentage.

Total and permanent disability.

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

A Participant with an Accrued Benefit.

Actuarial Present Value of the Participant’s
Accrued Benefit.

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

Actuarially  equivalent  single  premium,
nontransferable annuity, periodic installment
payments, or lump sum distribution.
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14. Actuarial Equivalency:

a. Other than Lump Sums

b. Lump Sums

15. Maximum Annual Benefit:

16. Changes Since Last Year:

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

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

$210,000 per year for participants retiring at age
62 or later during the 2015 Plan Year.

The Plan was amended to change group
definitions and benefit accrual percentages.
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1. Interest Rates:

Segment 1 4.72%
Segment 2 6.11%
Segment 3 6.81%
Post-retirement Lump Sum Rate 5.50%

2. Mortality Rates:

Preretirement: None.

Postretirement: 1994 Group Annuity Reserve Table
50% male/50% female

3. Salary Scale: None.

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

6. Disability Rates:

7. Plan Expenses:

8. Actuarial Cost Method:

9. Asset Valuation Method:

10. Assumed Form of Benefit Payment:

11. Changes Since Last Year:

None.

None.

None.

Unit Credit under PPA Rules.

Market Value.

Lump sum distribution.

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



Active Participants as of January 1, 2015

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

PN: 002
Years of Plan Service

Age
Group <1 1-4 5-9 10-14 15-19 20-24 25-29 30-34 35+ Total

<19 0 0 0 0 0 0 0 0 0 0
20-24 0 1 0 0 0 0 0 0 0 0
25-29 0 8 0 0 0 0 0 0 0 4
30-34 0 12 0 0 0 0 0 0 0 14
35-39 0 10 0 0 0 0 0 0 0 8
40-44 0 9 0 0 0 0 0 0 0 13
45-49 0 13 0 0 0 0 0 0 0 10
50-54 0 1 0 0 0 0 0 0 0 3
55-59 0 1 0 0 0 0 0 0 0 1
60-64 0 1 0 0 0 0 0 0 0 1
65-69 0 0 0 0 0 0 0 0 0 0

70+ 0 0 0 0 0 0 0 0 0 0
Total 0 56 0 0 0 0 0 0 0 54

Average Age: 38.7 Years

Average Service: 3.1 Years



