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). 2012
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 2012 or fiscal plan year beginning  01/01/2012 and ending  12/31/2012
A This return/report is for: D a multiemployer plan; D a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This return/report is: D 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 cCheck box if filing under: EI Form 5558; |:| automatic extension;
|:| special extension (enter description)

D the DFVC program;

Part Il Basic Plan Information—enter all requested information

1la Name of plan
BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN

1b Three-digit plan

number (PN) » 002

1c Effective date of plan
01/01/1993

2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan)

BETHESDA, INC.

619 OAK STREET
CINCINNATI, OH 45206-1613

2b Employer Identification
Number (EIN)
31-1108895

2C Sponsor's telephone
number
513-569-5134

2d Business code (see
instructions)
622000

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.

SEC;Q’}'E Filed with authorized/valid electronic signature. 11/15/2016 BRIAN KRAUSE
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 (2012)
v. 120126




Form 5500 (2012) Page 2

3a Plan administrator's name and address Same as Plan Sponsor Name DSame as Plan Sponsor Address 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
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
@ ACHVE PAITICIPANTS...........oveveeceieeeet et teteteeee e e et e s et et eteaessasee et es et et et e s e s easee et et eseteseseseas s eses et e st es et eseseseesan st esesesssesessen e s esesesesssnsnnne] 6a
b Retired or separated participants reCeiving DENETILS................cciviveueiceeieeeeeeeecee e seeae et esae et n s 6b
C Other retired or separated participants entitled to fUtUre DENETILS.........cccuiviiiiie i 6¢c
0 Subtotal. Add INES B, BB, ANA BC.......veuereeereesieeisseeseeeeeseese e e ee et s ettt 6d
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........ccoccviiiiie e 6e
T Total. AA lINES B @NA BE..........oveiceeeeeeecee et eee sttt s s s e et s s et es et s s st ees s s s s eesenansenssaen et esetenseenseensne] 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThiS IEM) .....iv.ieeeseces et eesee st e et eeese et s st es s e s e s et es et s ens st es s e et s e st ess et et s e e e ensessse et nsetas st es e setensneesneessnsnsesnentnessanend 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 10096 VESLEM. ..........veieieeieseeeeieseeeeseeeeeeeeesseeseseee s ee s stes s et s steses et s st s seenseseeseseeseseeseseenesesnesesesnesesnsessssesssseseennesss] 6h
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:
11 3C 3H
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) 1 I:I H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ?) I _0 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)




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2012
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 |ncomelr?ti(r:rl;lglt);zé\(;tegLégggd(eEﬁézegozne(;.SeCtlon 6059 of the This Forrln Is Or}en to Public
Pension Benefit Guaranty Corporation nspection
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2012 or fiscal plan year beginning 01/01/2012 and ending  12/31/2012

» 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
BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT 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)
BETHESDA, INC. 31-1108895
E Typeofplan: X Single [ ] Multiple-A [ ] Multiple-B F Prior year plan size: [ | 100 or fewer [ | 101500 [X| More than 500
Part | | Basic Information
1  Enter the valuation date: Month _01 Day _ 01 Year 2012
2 Assets:
@ MATKEE VAIUE .....cooeveevectieeet ettt ettt s st s b s et b s bbb s e s bbb a bbb a bt 2a 2004944
B ACIUAIAI VAIUE.........cooeoeeee et 2b 2004944
3 Funding target/participant count breakdown: (1) Number of participants (2) Funding Target
a For retired participants and beneficiaries receiving payment................ 3a 4 1430828
b For terminated vested participants.............c.co.ccoeureeeuerererererereeeenenees 3b 1 274554
C For active participants:
(1) Non-vested benefits..... 1 3c(1) 0
(2) Vested benefits........... 1 3¢c(2) 415822
(3)  TOAl ACHVE ..o 3¢(3) 1 415822
O TOUAL ..o 3d 6 2121204
4  Ifthe plan is in at-risk status, check the box and complete lines (&) and (b) .........cccocevevevrcuennnen. D
a Funding target disregarding prescribed at-risk aSSUMPLIONS ..........cccoviiiiiiiiiii e 4a
b Funding target reflecting at—risk.assumptions., but disregardi_ng transjtion rulg for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccccoccvveeiineennne
B EffECHVE INMEIESE FAE ......v.vecveveieeeeecteteteteeeeteseeee ettt s st s ae b s st st b s s et e s st s s s et s ss b st e s s s et es st e s ns et s setesnaesenees 5 6.80 %
6 Target normal cost 6 0

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

SIGN
HERE 09/20/2013
Signature of actuary Date
TRISHA L. TREML 11-06986
Type or print name of actuary Most recent enrollment number
HEWITT ASSOCIATES LLC 847-295-5000
Firm name Telephone number (including area code)

4 OVERLOOK POINT
LINCOLNSHIRE, IL 60069-3258

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) 2012

v. 120126



Schedule SB (Form 5500) 2012

Page 2 -|1

‘ Part Il | Beginning of Year Carryover Prefunding Balances

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

(a) Carryover balance

(b) Prefunding balance

254865

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

75672

9 Amount remaining (lin€ 7 MINUS N 8) ......c.cueveveueiieeiesiceeeeee e

179193

10

Interest on line 9 using prior year’s actual return of

7401

11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year)..................

b Interest on (a) using prior year's effective interest rate of
as otherwise provided (see instructions)

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

d Portion of (c) to be added to prefunding balance

12

Other reductions in balances due to elections or deemed elections...........................|

0

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)................]

186594

o |O |o|o |o

Part Il Funding Percentages

14

Funding target attainmMENTt PEICENTAGE ........ccou ittt ettt h e b st re et st s b b s e et b s et e s b b te et e e b b et e ettt en b eneee ]

14 85.72

%

15

Adjusted funding target attainment percentage

15 85.72

%

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce
CUIrent Year's fUNAING FEOUITEMIEINT. ........oo ittt ettt oottt ettt e e sttt e e et b et e e be e e e eate e e e aee e e aabe e e easbee e aabbeeeabbeeeanbbeaesasneeenabeeeanbneeeane

16 89.85

%

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage

17

%

Part IV Contributions and Liquidity Shortfalls

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

ees:

(a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees

(a) Date

(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

04/13/2012 22800

07/13/2012 22800

10/11/2012 19200

01/14/2013 19200

o |O | |o |o

09/13/2013 32000

Totals »

| 18(b)

116000

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. ........c.cccceeecveevcveeerennnnn
b Contributions made to avoid restrictions adjusted to VAIUALION ALE................ceeeeeeierieeeeeeeeeeee e eeeee e

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date.....................,

19a

0

19b

0

19c

109201

20

Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding Shortfall” fOr the PrIOF YEAI? .........eei ittt e et e e e e e e e b e e e sabb e e snne e e nbneeenaneeas Izl Yes D No

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

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

pplicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2 2nd

(3) 3rd

(4) 4t




Schedule SB (Form 5500) 2012 Page 3

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

21 Discount rate:

a Segment rates: 1st seggrll 22;) 2nd segGr.n;Snot/:o 3rd seg;rl'r;t;not/:o 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 55
23 Mortality table(s) (see instructions) |:| Prescribed - combined 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 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):
@ Target NOMMAl COSE (N B) ......vvevveieeeececeete ettt saea et e et s st e s s et s s aea et e s e s s ae st es s nansesesesassnans 31a 0
b Excess assets, if applicable, but not greater than iNE 318 ..........cccoeveveeveieeeeeeeeeeeee e 31b
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INStAlMENT ............coiiiiiiiiiii e 302854 58726
b Waiver amortization inStallMent ...............c..coveveeveieeueeeeeeeeeeesesee e
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 58726
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUINEMENT.....tiiiieiiiierie ettt 0
36 Additional cash requirement (lin€ 34 MINUS N 35) ...........c..ciruiveereereeeeeeeeeeeeeeeeeeeeeeseeeesee s seneeneesesseseeneeneneen. 36 58726
37 C_ontributions allocated toward minimum required contribution for current year adjusted to valuation date 37 109201
(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 50475
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 CONHDULIONS fOF All YEAIS..........c.cvevvceceeeeieieseeeeceee et essesae et es st es s enaneseeses 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 C Service Provider Information OMB No. 12100110
Form 5500
( : 2012

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labor . K K K
Employee Benefits Security Administration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2012 or fiscal plan year beginning 01/01/2012 and ending  12/31/2012
A Name of plan B Three-digit 002
BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BETHESDA, INC. 31-1108895

Part | [Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . .. ........... |:| Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2012
v.120126



Schedule C (Form 5500) 2012 Page 2- |1

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2012

Page3-[1 |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:I No D

Yes D No D

Yes |:| No D

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D




Schedule C (Form 5500) 2012
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:I No D

Yes D No D

Yes |:| No D

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D
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Part | |Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.




Schedule C (Form 5500) 2012
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
a Name: JENNIFER R. O'BLOCK b EIN: 36-2235791
C Position: ENROLLED ACTUARY
d Address: 100 HALF DAY ROAD € Telephone: 847-295-5000
LINCOLNSHIRE, IL 60069
Explanation: AS A RESULT OF INTERNAL CHANGE IN ASSIGNMENTS AT AON HEWITT, THE ENROLLED ACTUARY HAS CHANGED.
a Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a _ Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: € Telephone:

Explanation:




SCHEDULE |
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information—Small Plan

Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

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

OMB No. 1210-0110

2012

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2012 or fiscal plan year beginning 01/01/2012 and ending 12/31/2012
A Name of plan _digi
p B  Three-digit 002

BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN

plan number (PN)

»

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

BETHESDA, INC.

31-1108895

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 1988673 2228692
b Total plan abilities.........ccoovrvereeeeeeeeeeee e 1b
Net plan assets (subtract line 1b from line 1a).........cccccccvveviveriinnnnn, 1lc 1988673 2228692
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYELS w.oveieeeeeeeeeeee ettt en e 2a(1) 116000
(2)  PartiCiPantsS.........cceeiiiiiieiiiie et 2a(2)
(3) Others (including rolloOVErs) ..........cceveeiieeiiiieeiiie e 2a(3)
b Noncash contributions...............ccceueveuevecueieeeeeeeeeee e 2b
(O @ 1= T e 1Y TSRS 2c 291708
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 407708
€ Benefits paid (including direct rollovers) .........ccccccveeeieeeviieeeininennnd 2e 150340
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 17349
| OthEr EXPENSES.........cveceveeiereeeieseie e seses e es e nee s 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........ccccoeeeiriienn, 2j 167689
K Net income (loss) (subtract line 2j from line 2d).........c..cccocceverrnncns 2k 240019
| 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
(ST = 1y (ot o TV gL (o =T g L OO UUPP PR 3e X

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

Schedule | (Form 5500) 2012
v. 120126
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Yes No Amount
3f  Loans (other than to PAITICIPANTS) ........ceueveveveeereeeeeeeeteeee e eeeete e teees s enesss et seses s s eaeasseses s sesaesesennsnanens 3f X
g Tangible personal ProOPErtY ..ot 3g X
| Part Il ‘Compliance 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 X
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.)...........cccocoeeveeinnene 4a
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 X
participant’s aCCOUNt DAIANCE. .........ccuiiiiiiii et 4b
C Were any leases to which the plan was a party in default or classified during the year as
[0 Tt 1 1=T o 1 1= TP P PP Ac X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
EPONEA ON NN 4AL) .....iiiiiiiiiiiii s s 4d X
€ Was the plan covered by a fidelity DONA? ..........cociiiiiiii e 4e X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF AISNONESTY? ... et sae e ettt 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? .........cccouirierieiiieiienie 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? ..........cccccevevvieeeviieeesiieeenieeeenns 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?.............cocceviiiiiiiiiici s 4 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? ...........cccciiiiiiiiiiiiiii 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
. . . R " 4k X
statement. (See instructions on waiver eligibility and conditions.) ..........ccoevieeiiiii e,
| Has the plan failed to provide any benefit when due under the plan? ............ccc.ococeieeiicieieeerecenan 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
By 0 3 PSPPSR 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 ........cooviiiieeiiiieeiiiee e 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.............cccccceenee.

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

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)

Part Il |Trust Information (optional)

6a Name of trust

6b Trust's EIN




OMB No. 1210-0110

SCHEDULE R Retirement Plan Information

This schedule is required to be filed under section 104 and 4065 of the
Employee Retirement Income Security Act of 1974 (ERISA) and section
6058(a) of the Internal Revenue Code (the Code).

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Administration This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2012 or fiscal plan year beginning 01/01/2012 and ending 12/31/2012
A Name of plan B Three-digit
BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN plan number 002
(PN) >
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BETHESDA, INC.
31-1108895

‘ 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

LIS 0T 1T TP 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): 41-6271370
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
=2 USRS 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 |sthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.......cccevrerrvernnee D Yes D No 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 ............ccc.cceveveerevrierereerereenenn, 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 @ NEegative amMOUNT)...........c.uiiiiiiieiiee e 6C
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ...............c...cccoooveuennnnnn. 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
administrator agree With the ChaNGE?.............i it D Yes D No N/A

Part Il | Amendments

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

Dox. 110, Oock 116 N0 DOt increase  [Joecrease  [] Both  [] No
Part IV ESOPSs (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 @ny Preferred SIOCK? .........coieeuiiriuriieiiereiretesereseese e eseseesessseesessesessesesessssessesessasssesesssssssssessssesesssesasnssens : Yes D No
b Ifthe _ESOP has an outs_tgr)ding 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.) ......cc.uiiiiiiiii et
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ..............cccooeererresniinnoesnnenen. D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2012

v. 120126
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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 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 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):

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 cen

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




Schedule R (Form 5500) 2012 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:

@ THE CUITEINE YEAY .....veevieeeeeee et ettt ettt e et ae et et et et ese et et e e et eseee et et et ese et etessesese et ete s eeeseseetetensetese et etessseesesateneas l4a
b The plan year immediately preceding the CUMTENt PIAN YEAT ...........c.cveuverereereeeeeeeeeeeeeieeeseseeeses s 14b
C  The SecoNd PreCediNg PIAN YEAT ......c.uiiiiiiieiiiii ettt ettt e bt e st e st e e see e et e ebrenbnesantesireareentneanne 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 ...........ccccceeevvveennenn. 15a

b The corresponding number for the second preceding PIan YEar ................coco.coovvevereeeeeeeeeeeeeseeeeererrrenns 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 ..........ccccccoeiiiiiiiiiie 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 .......uiiiiiiiii ettt s et e s e et sir e ereesinesenesereesenes

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. ... ettt s e et e s e s s s e e st s s e e rnrasasnsrananananeenens

| 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 AHACHMENT ..........ciiiii e s e s e e e st e e s ee e e e saeeee e teeeaaeeeeasteeeaasteeesssaeeeasseeeansseeesnsaeeesseeeeanteeeansseeeanneeeennseaennnrennnnn

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-YieldDebt: _ % RealEstate: % 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):




Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

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

Interest Rates for Minimum Funding Purposes Based on segment rates with no lookback (as of

1st segment rate
2nd segment rate
3rd segment rate

Interest Rates for Maximum Tax Purposes

1st segment rate
2nd segment rate
3rd segment rate

Salary increases

Payment Form

Retirement age
Active participants

Terminated vested participants

Mortality rates
Healthy and disabled

Lump Sum Conversion

Withdrawal rates

Disability rates

Valuation of plan assets

Aon Hewitt
Consulting | Retirement

January 2012), each adjusted as needed to fall within
the 25-year average interest rate corridor under
MAP-21

5.54%
6.85%
7.52%

Based on segment rates with no lookback (as of
January 2012), without regard to the MAP-21 interest
rate corridor

1.98%
5.07%
6.19%

Not applicable because plan benefits are frozen as of
June 30, 2002.

Actual elected payment form for retirees. Else, lump
sum.

Probability by age: 100% age 55. However, actual
retirement age is used for employees who have
notified TriHealth of their intent to retire during the
year (not applicable for this valuation).

Age 55 (or current age, if older).

2012 static mortality table for annuitants and non-
annuitants per §1.430(h)(3)-1(e).

2012 applicable mortality per IRC section 417(e).
None.

None.

Fair Market Value.

Proprietary & Confidential | 002_SB_LINE23 STMT OF ACTUARIAL ASSUMPTIONS-METHODS.DOC/001-Z5-00000

09/2013

Page 1 of 2



Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

Expected return on assets
2010 plan year 6.76%

2011 plan year 6.46%

Trust expenses included in target normal cost  $0

Actuarial method Standard unit credit cost method.
Valuation date January 1, 2012
Aon Hewitt

Consulting | Retirement
Proprietary & Confidential | 002_SB_LINE23 STMT OF ACTUARIAL ASSUMPTIONS-METHODS.DOC/001-Z5-00000
09/2013 Page 2 of 2



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
1210-0088

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemnal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2012
Department of Lab:
EmplZ?Ze B::ecﬁ)ls SeZLmy » 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 | l Annual Report Identification Information
For calendar plan year 2012 or fiscal plan year beginning 01/01/2012 and ending 12/31/2012
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This return/report is: D the first return/report; D the final return/report;
@ an amended return/report; D a short plan year return/report (iess than 12 months).

C Ifthe plan is a collectively-bargained plan, CheCK RETe. . . .. ..o\ttt et ettt ettt et

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

D the DFVC program;

I Part i | Basic Plan Information—enter all requested information

1a Name of plan
BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN

1b Three-digit plan
number (PN) » 002

1c Effective date of plan
01/01/1993

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan)
BETHESDA, INC.

619 OAK STREET

CINCINNATI OH 45206-1613

2b Employer Identification
Number (EIN)
31-1108895

2c¢ Sponsor's telephone
number
513-569-5134

2d Business code (see
instructions)
622000

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 ﬁl’(ﬂ’l %@(}1{’ / / { Brian Krause
HERE [ = // /5 /

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 (2012)
v. 120126




Form 5500 (2012) Page 2

3a Plan administrator's name and address ]gSame as Plan Sponsor Name @Same as Plan Sponsor Address 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 6
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
B ACHVE PAITICIDANTS ...ttt ettt ettt ete et e et e et e e et ese et et e et eas et e s e et ese s et e e s e et e s e seesese s ete s e s et sese et ene et ete e etenseteneas 6a 1
b Retired or separated participants reCeIVING DENEFILS ................coceieeeueieeeeeeeees ettt ee et ee et en e eae s s eeaeeens 6b 4
C Other retired or separated participants entitled to future benefits.............cococuiiiiiiiiiiiiii e 6c 1
O Subtotal. Add INES Ba, B, AN BC........eeeeeeee ettt ettt et et e et e et e e et ee et e et eee e e et ee et et et e et eee e eeeneeeeeeeeeeesaaenae 6d 6
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ccocoiiiiiiiiiiin, 6e 0
T TOtal. Add lINES B ANG BE. ........ovvveeeoeeeeeeeeeeeeeeeeeeeeee oo eeeeee e eeeeee e e s eeseee e oo eeeseoe oo 6f 6
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS HEM) ..ottt sttt et e e e e e ee s e s e e s e e et et e e eees e s e seeeee et ee st et et es s s enene et et eteseses s s e sneneesntneesessssnenneneneneas 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESEEA ...ttt e e ee et en e 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
11 3C 3H
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) D Insurance 1) D Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) X Trust 3) X Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
) @ R (Retirement Plan Information) o D H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money 2) g | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) D ____ A (Insurance Information)
actuary 4) B C (Service Provider Information)
(3) @ SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |—| G (Financial Transaction Schedules)




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No: 1240040
(Form 5500) Actuarial Information 2012

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee
Depariment.of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is O i
o i i inistrati pen to Public
Sl s Lt o Internal Revenue Code (the Code). Inspection

Pension Benefit Guaranty Corporation

P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2012 or fiscal plan year beginning 01/01/2012 and ending 12/31/2012
» 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
plan number (PN) b 002

Bethesda Hospital Inc. Supple. Exec. Retirement Plan

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Bethesda, Inc. 31-1108895
E Type of plan: Single D Multiple-A D Multiple-B F Prior year plan size: D 100 or fewer |:| 101-500 Ig More than 500
Part | [ Basic Information
1  Enter the valuation date: Month 1 Day 1 Year 2012
2 Assels:
E= BT o Y U OO 2a 2,004,944
b Actuarial value..........ccccvvveeriinennns T T e 2b 2,004,944
3  Funding target/participant count breakdox;n: (1) Number of participants (2) Funding Target
a For retired participants and beneficiaries receiving payment... 3a 4 1,430,828
b For terminated vested partiCipantS..........c.coevvveeoveroeerecesse e 3b 1 274,554
C For active participants:
(1) NON-VESIEA BENBILS .o wisvvmssiisessssissuimsisissssv s s 3c(1) 0
(2)  Vested DENEMILS ..o 3c(2) 415,822
(B)! TSIl OV ossssmmssissmsrsmmnsassssmpisisoss svinsssmssmssissbess s 4 3c(3) 1 415,822
d Totaluwm A e A R A 3d 6 2,121,204
4  |fthe plan is in at-risk status, check the box and complete lines (a) and (b)..........c.ccocoovrvee.. D
a Funding target disregarding prescribed at-risk assumpltions ..o 4a
b Fundirllg target reflecting at-risk assumption;, 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..........ccccccveevvvieviccinns
B Effective intorost a0 s e e e ) 5 6.80 %
6 TArGEL NOMMEI COSE ...ttt 6 0

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 .
o
HERE Wisha L. Trem( ﬁ"ﬂ 09/20/2013
———
Signature of actuary Date
Trisha L. Treml 11-06986
Type or print name of actuary Most recent enrollment number
Hewitt Associates LLC (847) 295-5000
Firm name Telephone number (including area code)
4 Overlook Point
Lincolnshire IL 60069-3258
Address of the firm

If the actuary has not fully reflected any requlation 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) 2012

v. 120126



Schedule SB (Form 5500) 2012

Page 2 - |

Part Il Beginning of Year Carryover Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior B
OB s e B S B e i 254,865 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from
oL L = L T 75,672
9  Amount remaining (lIN€ 7 MINUS N8 8) «...vovv oot ee oo 179,193
10 Interest on line 9 using prior year's actual retum of __ 2" L3% 7,401
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ... 0
b Interest on (a) using prior year's effective interest rate of 280 % except
as otherwise provided (see INStrUCHONS .. ccoiiiiiieiiiiicc e 0
C Total available at beginning of current plan year to add to prefunding balance ............ 0
d Portion of (c¢) to be added to prefunding balance .............cocoveceveeveeeeeeeeeceeeeee s 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) 186,594 0

Part lll Funding Percentages

T4 Funding targel attainmmont DerComtage: i o e i s im0 it 4 it s et

14 8B5.72 o,

15 Adjusted funding target attainment percentage

15 85.72 ¢,

16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce

current year's funding requirement ... s s R R R R R R S L

16 89.85 o

17 Ifthe current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage

......... 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
04/13/2012 22,800
07/13/2012 22,800
10/11/2012 18,200
01/14/2013 19,200
05/13/2013 32,000

Totals » | 18(b) 116, 000] 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. .........cccevveveeeeiveinenn, 19a a

b Contributions made to avoid restrictions adjusted to valuation date ...............ccccceeivieie i 19b 0

€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date ..................| 19¢ 109,201

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the Prior YEAIT ... st e s er e s e s eaa e s e rat e s s e ata s eaea s E Yes D No

b Ifline 20a is "Yes,” were required quarterly installments for the current year made in a tirnely Manner s R s 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
0 0 0 0




Schedule SB (Form 5500) 2012

Page 3

PartV

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

5.54 % 6.85 9% 7.52 %
D ADPICabIE MONN (BNLEF GOAE). ... vttt et et et e et et s ettt e st et e st er s e s e s sreseeens e 21b 0
22 Weighted average retifeMENT BOE ...........crvoirieieii et eses ettt es sttt eee st s e ee st esseese st eeseeeees 22 55

23 Mortality table(s) (see instructions) D Prescribed - combined ﬂ Prescribed - separate

[ ] 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

attachment

[] ves [ No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ |:| Yes El No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
B O O B i i i i atntsnramnbemns smmn s sos e At R SRR R LR AR T A8 SRS LA AR A SR RS B
Part VIl | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions fOr @ll PriOr YBAS .............cocueuiuieeeerereeisiesesiess e eeeseeeereeeseesseeeeeesseneeens 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
L R o N R
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMEAL COSE (INE B)....viviiiiiriiceie ittt et e ettt s st et e et et eer s e e eveeesrenera e e ss e e enensennen 31a 0
b Excess assets, if applicable, but not greater than NE 318 ....v.eeeeeee oot st 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment............ccocociviioimrennc s 302,854 58,726
b Waiver amortization INStallmeNnt ..............co.overeeeieieeee s
33 Ifa 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 ..........coeveee i, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b-33)..| 34 58,726
_ Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
requirement s i 0 0
36 Additional cash requirement (liNe 34 MINUS [INE B5)...........c.vvooeeeeeeeeeeeeeeeereeeeeses e eeseeeeseeere s eesensesessesseseenss 36 58,726
37 C_ontributions allocated toward minimum required contribution for current year adjusted to valuation date 37 109. 201
KIVE DT Y, ces mmammromssmsni onasosdiesy e susinsssnsas woesssioss 00 i R0 RS BTSSR PIRToee '
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of lINE 37 OVEN N 3B) ....vovevir oottt tes e s eeet s s tenen e 38a 50,475
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) ..., 39 0
40 Unpaid minimum required contributions fOr @ll YEAIS ..............c..cvovireioeeiieeieeeseeeeeeeeeseeeeseeeeeees e seeeeeeeeseeees 40 0
Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
A SEREONIETBIBCIEH s s R S A B T T F o T O T e D 2 plus 7 years D 15 years
b Eligible plan year(s) for which the electio; in line_4-1a WS MR o v e S T A S s D 2008 D 2009 D 2010 D 201
42, Amotint oF 2ocelBration AcJUSTTIEN . v i i b s b i st 42
43 Excess installment acceleration amount to be carried over to future plan YEars ..........o.coowceeoreeieeeorseceseenens 43




Schedule SB Attachment (Form 5500)—2012 Plan Year

Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

Schedule SB, line 19—Discounted Employer Contributions

Year applied for contributions: 2012

Interest

Interest Days to Discount Adjusted
Date Amount Rate to 1/1/2012 Contribution
April 13, 2012 $ 22,800 6.80% 103 $ 22,382
July 13, 2012 22,800 6.80% 194 22,019
October 11, 2012 19,200 6.80% 284 18,244
January 14, 2013 19,200 6.80% 379 17,936
September 13, 2013 32,000 6.80% 621 28,620
Total Contribution $ 116,000 $ 109,201
Aon Hewitt
Consulting | Retirement
Proprietary & Confidential | 002_SB_LINE19 DISCOUNTED EMPLYR CONTRIBS.DOC/001-Z5-00000 09/2013 Page 1 of 1



Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

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

A single point retirement age of 55 is used for the valuation.

Aon Hewitt

Consulting | Retirement
Proprietary & Confidential | 002_SB_LINE22 WEIGHTED AVG RETIREMENT AGE.DOC/001-Z5-00000 09/2013 Page 1 of 1



Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

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

Interest Rates for Minimum Funding Purposes Based on segment rates with no lookback (as of

1st segment rate
2nd segment rate
3rd segment rate

Interest Rates for Maximum Tax Purposes

1st segment rate
2nd segment rate
3rd segment rate

Salary increases

Payment Form

Retirement age
Active participants

Terminated vested participants

Mortality rates
Healthy and disabled

Lump Sum Conversion

Withdrawal rates

Disability rates

Valuation of plan assets

Aon Hewitt
Consulting | Retirement

January 2012), each adjusted as needed to fall within
the 25-year average interest rate corridor under
MAP-21

5.54%
6.85%
7.52%

Based on segment rates with no lookback (as of
January 2012), without regard to the MAP-21 interest
rate corridor

1.98%
5.07%
6.19%

Not applicable because plan benefits are frozen as of
June 30, 2002.

Actual elected payment form for retirees. Else, lump
sum.

Probability by age: 100% age 55. However, actual
retirement age is used for employees who have
notified TriHealth of their intent to retire during the
year (not applicable for this valuation).

Age 55 (or current age, if older).

2012 static mortality table for annuitants and non-
annuitants per §1.430(h)(3)-1(e).

2012 applicable mortality per IRC section 417(e).
None.

None.

Fair Market Value.

Proprietary & Confidential | 002_SB_LINE23 STMT OF ACTUARIAL ASSUMPTIONS-METHODS.DOC/001-Z5-00000

09/2013

Page 1 of 2



Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

Expected return on assets
2010 plan year 6.76%

2011 plan year 6.46%

Trust expenses included in target normal cost  $0

Actuarial method Standard unit credit cost method.
Valuation date January 1, 2012
Aon Hewitt

Consulting | Retirement
Proprietary & Confidential | 002_SB_LINE23 STMT OF ACTUARIAL ASSUMPTIONS-METHODS.DOC/001-Z5-00000
09/2013 Page 2 of 2



Schedule SB Attachment (Form 5500)—2012 Plan Year

Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

Schedule SB, line 32—Schedule of Amortization Bases

Present Value of Valuation Date

Remaining Years
in Amortization

Amortization

Type Of Base Installments Established Period Amount
Shortfall $335,218 January 1, 2011 6 $64,219
Shortfall ($32,364) January 1, 2012 7 ($5,493)
Aon Hewitt

Consulting | Retirement

Proprietary & Confidential | 002_SB_LINE32 SCH AMORTIZATION BASES.DOC/001-25-00000 09/2013

Page 1 of 1



Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP

EIN: 31-1108895 PN: 002

Schedule SB, Part V—Summary of Plan Provisions

The following briefly highlights the key plan provisions reflected in the January 1, 2012 valuation.
Reference should be made to the Plan Document for additional clarification and details.

Eligibility for Participation

Normal Retirement
Eligibility

Benefit

Early Retirement
Eligibility
Benefit

Taxation Adjustments

Forms of Payment

Key Definitions

Highest Average Earnings

Base Plan

Aon Hewitt
Consulting | Retirement

Proprietary & Confidential | 002_SB_PARTV SUMMARY PLAN PROVISIONS.DOC/001-Z5-00000 09/2013

Employees designated by the Board of Directors. The plan has
been frozen since July 1, 2001.

Age 65 and 5 years of service

Pre-tax benefit of [(A-B)+ C]xD + [B - E]
determined as of June 30, 2001

(A) 55% of Highest Average Earnings

(B) Benefit under Base Plan at initial participation date
(C) 30years

(D) Service (maximum 30 years)

(E) Benefit under Base Plan at termination date

Age 55 and 10 years of service

Normal Retirement Benefit reduced 1/3% per month if
commencement precedes age 65

Benefit payable at retirement may be reduced to reflect special
tax rules (due to taxation during career)

Generally same forms as Base Plan plus subsidized lump sum
option
Highest five consecutive years of W-2 pay during career

Qualified pension plan applicable to participant

Page 1 of 2



Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

Other Information to Fully and Fairly Disclose the Actuarial Position of the Plan

= Due to software limitations with the electronic filing process, information filed electronically cannot be
controlled by the Enrolled Actuary. The values on the signed Schedule SB will govern to the extent
there are any differences in the entries filed electronically and the actual data contained on the signed
Schedule SB.

= As aresult of an internal change in assignments at Aon Hewitt, the Enrolled Actuary has changed
from Jennifer R. O’Block to Trisha L. Treml.

Aon Hewitt
Consulting | Retirement
Proprietary & Confidential | 002_SB_PARTV SUMMARY PLAN PROVISIONS.DOC/001-Z5-00000 09/2013 Page 2 of 2



Schedule SB Attachment (Form 5500)—2012 Plan Year

Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

Schedule SB, line 19—Discounted Employer Contributions

Year applied for contributions: 2012

Interest

Interest Days to Discount Adjusted
Date Amount Rate to 1/1/2012 Contribution
April 13, 2012 $ 22,800 6.80% 103 $ 22,382
July 13, 2012 22,800 6.80% 194 22,019
October 11, 2012 19,200 6.80% 284 18,244
January 14, 2013 19,200 6.80% 379 17,936
September 13, 2013 32,000 6.80% 621 28,620
Total Contribution $ 116,000 $ 109,201
Aon Hewitt
Consulting | Retirement
Proprietary & Confidential | 002_SB_LINE19 DISCOUNTED EMPLYR CONTRIBS.DOC/001-Z5-00000 09/2013 Page 1 of 1



Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

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

A single point retirement age of 55 is used for the valuation.

Aon Hewitt

Consulting | Retirement
Proprietary & Confidential | 002_SB_LINE22 WEIGHTED AVG RETIREMENT AGE.DOC/001-Z5-00000 09/2013 Page 1 of 1



Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

Other Information to Fully and Fairly Disclose the Actuarial Position of the Plan

= Due to software limitations with the electronic filing process, information filed electronically cannot be
controlled by the Enrolled Actuary. The values on the signed Schedule SB will govern to the extent
there are any differences in the entries filed electronically and the actual data contained on the signed
Schedule SB.

= As aresult of an internal change in assignments at Aon Hewitt, the Enrolled Actuary has changed
from Jennifer R. O’Block to Trisha L. Treml.

Aon Hewitt
Consulting | Retirement
Proprietary & Confidential | 002_SB_PARTV SUMMARY PLAN PROVISIONS.DOC/001-Z5-00000 09/2013 Page 2 of 2



Schedule SB Attachment (Form 5500)—2012 Plan Year
Bethesda Hospital, Inc. SERP

EIN: 31-1108895 PN: 002

Schedule SB, Part V—Summary of Plan Provisions

The following briefly highlights the key plan provisions reflected in the January 1, 2012 valuation.
Reference should be made to the Plan Document for additional clarification and details.

Eligibility for Participation

Normal Retirement
Eligibility

Benefit

Early Retirement
Eligibility
Benefit

Taxation Adjustments

Forms of Payment

Key Definitions

Highest Average Earnings

Base Plan

Aon Hewitt
Consulting | Retirement

Proprietary & Confidential | 002_SB_PARTV SUMMARY PLAN PROVISIONS.DOC/001-Z5-00000 09/2013

Employees designated by the Board of Directors. The plan has
been frozen since July 1, 2001.

Age 65 and 5 years of service

Pre-tax benefit of [(A-B)+ C]xD + [B - E]
determined as of June 30, 2001

(A) 55% of Highest Average Earnings

(B) Benefit under Base Plan at initial participation date
(C) 30years

(D) Service (maximum 30 years)

(E) Benefit under Base Plan at termination date

Age 55 and 10 years of service

Normal Retirement Benefit reduced 1/3% per month if
commencement precedes age 65

Benefit payable at retirement may be reduced to reflect special
tax rules (due to taxation during career)

Generally same forms as Base Plan plus subsidized lump sum
option
Highest five consecutive years of W-2 pay during career

Qualified pension plan applicable to participant

Page 1 of 2



Schedule SB Attachment (Form 5500)—2012 Plan Year

Bethesda Hospital, Inc. SERP
EIN: 31-1108895 PN: 002

Schedule SB, line 32—Schedule of Amortization Bases

Present Value of Valuation Date

Remaining Years
in Amortization

Amortization

Type Of Base Installments Established Period Amount
Shortfall $335,218 January 1, 2011 6 $64,219
Shortfall ($32,364) January 1, 2012 7 ($5,493)
Aon Hewitt

Consulting | Retirement

Proprietary & Confidential | 002_SB_LINE32 SCH AMORTIZATION BASES.DOC/001-25-00000 09/2013

Page 1 of 1
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