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
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with
the instructions to the Form 5500.

2016

This Form is Open to Public
Inspection

Part | | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning 01/01/2016

and ending  12/31/2016

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

D an amended return/report

C Ifthe plan is a collectively-bargained plan, check here. .. .............................

[ ] Form 5558

D special extension (enter description)

D Check box if filing under:

D automatic extension

D a short plan year return/report (less than 12 months)

|:[ the DFVC program

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
COMMUNITY HOSPITALS AND WELLNESS CENTERS 403(B) PLAN

1b Three-digit plan

number (PN) » 001

1c Effective date of plan
01/01/2009

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)

COMMUNITY HOSPITALS AND WELLNESS CENTERS

433 WEST HIGH STREET
BRYAN, OH 43506

2b Employer Identification
Number (EIN)
34-1048666

2C Plan Sponsor’s telephone
number
419-636-1131

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.

HSIIECI;I\IIE Filed with authorized/valid electronic signature. 07/24/2017 CHAD TINKEL
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, see the Instructions for Form 5500.

Form 5500 (2016)
v. 160205




Form 5500 (2016) Page 2

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 I 766
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIan YEaI...............cccceveveeiiiiieieieeeeess e 6a(l) 687
a(2) Total number of active participants at the end of the PIAN YK ...........ccccveiiviirivererereieieiceeeeree e 6a(2) 744
b Retired or separated partiCipants reCeIVING DENERILS..............ceeiiieeieeeeieeeeeee et ettt ee et n s s ans 6b 0
C Other retired or separated participants entitled to future BENefits ... 6¢C 75
d  Subtotal. Add INES BA(2), BB, ANA BC.........cvcveveeeeieeieieeeeeeeee e et ee ettt et ettt s e s et s st ee st et st et esee s s s sesteeessen s eseteseeeeees e iniea 6d 819
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........cccovviininiciieee 6e 0
T Total. AdAINES BU ANG BE. ...ttt ettt ettt ettt e e et et et ettt et et n e e et et et et et es s e e s eaneetesesesans of 819
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThIS IEMY .....eeececetete et et et e sece et et teee et et et s s eseseet et e ts s et e s eses s e s e s eeee et et etet st es s snssese et stes st et es s e s essseaesetatetetes s s nsneneneas 69 819
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S thAN 100Y6 VESIEO ......eiseeieeieet et eet ettt s st ees et st eese s st eese s st essssensees et emsess et ece e s st ens et st ems st ems s st ens st en st et en s st enees 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:
2L 2M 2T 2F
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) Insurance Q) Insurance
2 D Code section 412(e)(3) insurance contracts ) D 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) N H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money ) D | (Financial Information — Small Plan)
Putrchase Plan Actuarial Information) - signed by the plan 3) _4 A (Insurance Information)
actuar,
y 4) C (Service Provider Information)
(3) D 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 1lI | 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.) oo [] 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 D No

11c Enter the Receipt Confirmation Code for the 2016 Form M-1 annual report. If the plan was not required to file the 2016 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 A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2016

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A Name of plan B Three-digit
COMMUNITY HOSPITALS AND WELLNESS CENTERS 403(B) PLAN plan number (PN) S 001

C Plan sponsor’s name as shown on line 2a of Form 5500
COMMUNITY HOSPITALS AND WELLNESS CENTERS

D Employer Identification Number (EIN)
34-1048666

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

JACKSON NATIONAL LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . s persons covered at end of
code identification number policy or contract year (f) From (9) To
38-1659835 65056 009091444A 3 01/01/2016 12/31/2016

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

865

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

CAPITAL INVESTMENT GROUP INC

P.O. BOX 32249
RALEIGH, NC 27622

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

865

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2016
v. 160205
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2016

Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end 4 79554
5 Current value of plan’s interest under this contract in separate accounts at year end...................ccccooveveveveeereennn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ..........vveeceeeeeetetceeeeee ettt e sttt en s s sttt et et et et es s nenssene st e teaesan s s e 6b
C  Premiums due but unpaid at the end of the year ... 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCY, ENLEr AMOUNL. .........coiiiiiiiiiii et e e e e e e e e sabeeee e e e aes
Specify nature of costs P
€  Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: 1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment (4) other P OTHER
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e 7b 77275
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1)
(2) DIVIdENds aNd CrEAILS............c.oveieeeeeeeeee et 7c(2)
(3) Interest credited dUMNG the YEAI.........c.cvieveeeeeeeeeeeeeeeee e, 7c(3) 2279
(4) Transferred from separate account .. | 7c(4)
(5) Other (SPECITY DEIOW) ..........vvveeeieeeeeeestee et 7c(5)
4
(6)Total AdditioNS ...........oo.oveeveeeeeeeeeeeeeeeeeeeeeeeeens 2279
d Total of balance and additions (add lines 7b and 7c(6)). 79554
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier...........c.cccovevoveveveveueeeeeeeeeeeeen 7e(2)
(3) Transferred t0 SEPArate @CCOUNL .............c.cocveveveeeeeeeeeeeeeeeeeses e e 7e(3)
(4) Other (specify below)
4
(5) TOLAI EAUCHONS ........ovoveeeeeeeeee ettt ee et e et n e et en et s e st eneseen s 7e(5) 0
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. 7f 79554
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Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......oviueiiiiieiiirieieieieeicee st 9a(1)
(2) Increase (decrease) in amount due but unpaid .............ccocveeiriieennnne. 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........cccceeevevveeenn. 9a(3)
(8) EAIMEA (1) + (2) = (3)) +rrerererreeeeeeeeeeeeeseseesessssesesssssseseseseseesssseseessssesseseeesesseeeeseseeseseeeeseeesessssseseeseesessens | 9a4)
b Benefit charges (1) CIaIMS PaId........ccccceeevevevereeeeeeeeeeieeeeeees e 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (AAd (1) AN (2)) .euvcveeerereereeeeeeeeeeeteeetee e et e et te e et ee et et e et te s et e e et esesaeseee et et ese e e eansaeseeeeaeenene 9b(3)
(4) ClAIMS CRAIGET. ... vt etiieeiteiteiee ettt ettt ettt eteeteeteeee st et e s e es e et e ebeebeseesbe e enseseeseeseebesbessenbessensereasestesseeens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......vceeeeeeieee ettt ee et ene e 9c(1)(A)
(B) Administrative service or other fees ............cccoceeveeeveeeveeeereeanas 9c(1)(B)
(C) Other specific ACQUISIION COSES.........v.oveevreereceeeeeeeeeeesiereeeeienens 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereceeieeeeeeeeeereseeneeesevs e s enes e neesenenen 9c¢(1)(D)
(E) TAXES.cv.viveieeeeeeeeteeeeeeeee ettt ne et ennen 9c(1)(E)
(F) Charges for risks or other contingencies .............c..cccoveveverenens, 9c(1)(F)
(G) Other retention ChAGES ..........c.cvvvreeeeeeeeeeeeeeeeeeeeeeeeeneenenenees 9c(1)(G)
LG L ez = 0=Y 1o o VOO RU 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES ......ocveeeeeeeee ettt e et e e et e et et e e e et eae et et e esete s et e s e et eas et eseesete et ese s esensstessesase et eteenssennsanseas 9d(2)
() OFNET FESEIVES ...ttt ettt ettt ettt ettt e bt et e e eae e bt e st e teem e e bt es e e beemeeeb e e s eeeEeembeeeeeseeebeenteaneeneesneeneennie 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........cccceevcniennnnee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEN ..........cuuiiiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............c.cccee... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2016
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
COMMUNITY HOSPITALS AND WELLNESS CENTERS 403(B) PLAN plan number (PN) [ 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COMMUNITY HOSPITALS AND WELLNESS CENTERS 34-1048666

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
SECURITY BENEFIT LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . s persons covered at end of
code identification number policy or contract year (f) From (9) To
48-0409770 68675 1301224789 5 01/01/2016 12/31/2016

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2016

v. 160205
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2016

Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end 4 6781
5 Current value of plan’s interest under this contract in separate accounts at year end...................ccccooveveveveeereennn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ..........vveeceeeeeetetceeeeee ettt e sttt en s s sttt et et et et es s nenssene st e teaesan s s e 6b
C  Premiums due but unpaid at the end of the year ... 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCY, ENLEr AMOUNL. .........coiiiiiiiiiii et e e e e e e e e sabeeee e e e aes
Specify nature of costs
€  Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: 1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment (4) other P OTHER
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e 7b 6640
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1)
(2) DIVIdENds aNd CrEAILS............c.oveieeeeeeeeee et 7c(2)
(3) Interest credited dUMNG the YEAI.........c.cvieveeeeeeeeeeeeeeeee e, 7c(3) 198
(4) Transferred from separate account .. | 7c(4)
(5) Other (SPECITY DEIOW) ..........vvveeeieeeeeeestee et 7c(5)
4
(6)Total AdditioNS ...........oo.oveeveeeeeeeeeeeeeeeeeeeeeeeeens 198
d Total of balance and additions (add lines 7b and 7c(6)). 6838
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier...........c.cccovevoveveveveueeeeeeeeeeeeen 7e(2)
(3) Transferred t0 SEPArate @CCOUNL .............c.cocveveveeeeeeeeeeeeeeeeeses e e 7e(3)
(4) Other (specify below) 57
) FEES
(5) TOLAI EAUCHONS ........ovoveeeeeeeeee ettt ee et e et n e et en et s e st eneseen s 7e(5) 57
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. 7f 6781
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Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......oviueiiiiieiiirieieieieeicee st 9a(1)
(2) Increase (decrease) in amount due but unpaid .............ccocveeiriieennnne. 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........cccceeevevveeenn. 9a(3)
(8) EAIMEA (1) + (2) = (3)) +rrerererreeeeeeeeeeeeeseseesessssesesssssseseseseseesssseseessssesseseeesesseeeeseseeseseeeeseeesessssseseeseesessens | 9a4)
b Benefit charges (1) CIaIMS PaId........ccccceeevevevereeeeeeeeeeieeeeeees e 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (AAd (1) AN (2)) .euvcveeerereereeeeeeeeeeeteeetee e et e et te e et ee et et e et te s et e e et esesaeseee et et ese e e eansaeseeeeaeenene 9b(3)
(4) ClAIMS CRAIGET. ... vt etiieeiteiteiee ettt ettt ettt eteeteeteeee st et e s e es e et e ebeebeseesbe e enseseeseeseebesbessenbessensereasestesseeens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......vceeeeeeieee ettt ee et ene e 9c(1)(A)
(B) Administrative service or other fees ............cccoceeveeeveeeveeeereeanas 9c(1)(B)
(C) Other specific ACQUISIION COSES.........v.oveevreereceeeeeeeeeeesiereeeeienens 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereceeieeeeeeeeeereseeneeesevs e s enes e neesenenen 9c¢(1)(D)
(E) TAXES.cv.viveieeeeeeeeteeeeeeeee ettt ne et ennen 9c(1)(E)
(F) Charges for risks or other contingencies .............c..cccoveveverenens, 9c(1)(F)
(G) Other retention ChAGES ..........c.cvvvreeeeeeeeeeeeeeeeeeeeeeeeeneenenenees 9c(1)(G)
LG L ez = 0=Y 1o o VOO RU 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES ......ocveeeeeeeee ettt e et e e et e et et e e e et eae et et e esete s et e s e et eas et eseesete et ese s esensstessesase et eteenssennsanseas 9d(2)
() OFNET FESEIVES ...ttt ettt ettt ettt ettt e bt et e e eae e bt e st e teem e e bt es e e beemeeeb e e s eeeEeembeeeeeseeebeenteaneeneesneeneennie 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........cccceevcniennnnee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEN ..........cuuiiiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............c.cccee... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2016

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A Name of plan B Three-digit
COMMUNITY HOSPITALS AND WELLNESS CENTERS 403(B) PLAN plan number (PN) S 001

C Plan sponsor’s name as shown on line 2a of Form 5500
COMMUNITY HOSPITALS AND WELLNESS CENTERS

34-1048666

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
VOYA RETIREMENT INSURANCE AND ANNUITY CO

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . s persons covered at end of
code identification number policy or contract year (f) From (9) To
71-0294708 86509 VF1018 834 01/01/2016 12/31/2016

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

42358

3116

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

CARDONE TOBIAS

2760 CENTENNIAL RD
TOLEDO, OH 43617

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

42358

3116 [SUPPLEMENTAL CASH PAID

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2016

v. 160205



Schedule A (Form 5500) 2016 Page 2 —

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2016

Page 3

Part Il | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4 8606533
5 Current value of plan’s interest under this contract in separate accounts at year end...................ccccooveveveveeereennn.. 5 4301974
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ..........vveeceeeeeetetceeeeee ettt e sttt en s s sttt et et et et es s nenssene st e teaesan s s e 6b
C  Premiums due but unpaid at the end of the year ... 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCY, ENLEr AMOUNL. .........coiiiiiiiiiii et e e e e e e e e sabeeee e e e aes
Specify nature of costs P
€  Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: 1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment (4) other P OTHER
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e 7b 6845606
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1) 1734442
(2) Dividends and CreditS...........c.ccivevereiriiiiieeeeeereis e 7c(2) 0
(3) Interest credited dUriNg the YEar.............ccoeveveveveeeeeeeeeeeeeee e 7c(3) 309450
(4) Transferred from separate account .. 7c(4) 847523
(5) Other (SPEGIY DEIOW) ........cveveeeeeeeeeeeicteteecee et 7c(5) 349643
P CAN CONSIST OF LOAN REPAYMENTS, POSITIVE VALUE
ADJUSTMENTS, COLLATERAL INTEREST EARNED, TRANSFERS,
ETC.
(6)Total additionS ...........ccocvveveeeeeeeeeeeeeeeee e 3241058
d Total of balance and additions (add lines 7b and 7¢(6)). 10086664
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 608895
(2) Administration charge made by Carfier..............cccocvoveveeeeceeeeeeeeeeene 7e(2) 4135
(3) Transferred t0 SEPArate ACCOUNt .............cv.evrveeereeereeereeeeeeeeeeeeeseeeeeeeeeesaees 7e(3) 867101
(4) Other (specify below)
4
(5) TOLAI EAUCHONS ...ttt a et b bbbt s ettt bbbt s s a et b s 7e(5) 1480131
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. 7f 8606533




Schedule A (Form 5500) 2016 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......oviueiiiiieiiirieieieieeicee st 9a(1)
(2) Increase (decrease) in amount due but unpaid .............ccocveeiriieennnne. 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........cccceeevevveeenn. 9a(3)
(8) EAIMEA (1) + (2) = (3)) +rrerererreeeeeeeeeeeeeseseesessssesesssssseseseseseesssseseessssesseseeesesseeeeseseeseseeeeseeesessssseseeseesessens | 9a4)
b Benefit charges (1) CIaIMS PaId........ccccceeevevevereeeeeeeeeeieeeeeees e 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (AAd (1) AN (2)) .euvcveeerereereeeeeeeeeeeteeetee e et e et te e et ee et et e et te s et e e et esesaeseee et et ese e e eansaeseeeeaeenene 9b(3)
(4) ClAIMS CRAIGET. ... vt etiieeiteiteiee ettt ettt ettt eteeteeteeee st et e s e es e et e ebeebeseesbe e enseseeseeseebesbessenbessensereasestesseeens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......vceeeeeeieee ettt ee et ene e 9c(1)(A)
(B) Administrative service or other fees ............cccoceeveeeveeeveeeereeanas 9c(1)(B)
(C) Other specific ACQUISIION COSES.........v.oveevreereceeeeeeeeeeesiereeeeienens 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereceeieeeeeeeeeereseeneeesevs e s enes e neesenenen 9c¢(1)(D)
(E) TAXES.cv.viveieeeeeeeeteeeeeeeee ettt ne et ennen 9c(1)(E)
(F) Charges for risks or other contingencies .............c..cccoveveverenens, 9c(1)(F)
(G) Other retention ChAGES ..........c.cvvvreeeeeeeeeeeeeeeeeeeeeeeeeneenenenees 9c(1)(G)
LG L ez = 0=Y 1o o VOO RU 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES ......ocveeeeeeeee ettt e et e e et e et et e e e et eae et et e esete s et e s e et eas et eseesete et ese s esensstessesase et eteenssennsanseas 9d(2)
() OFNET FESEIVES ...ttt ettt ettt ettt ettt e bt et e e eae e bt e st e teem e e bt es e e beemeeeb e e s eeeEeembeeeeeseeebeenteaneeneesneeneennie 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........cccceevcniennnnee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEN ..........cuuiiiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............c.cccee... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2016
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
COMMUNITY HOSPITALS AND WELLNESS CENTERS 403(B) PLAN plan number (PN) [ 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COMMUNITY HOSPITALS AND WELLNESS CENTERS 34-1048666

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . s persons covered at end of
code identification number policy or contract year (f) From (9) To
35-0472300 65676 CR31285 4 01/01/2016 12/31/2016

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2016

v. 160205
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2016

Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end 4 20636
5 Current value of plan’s interest under this contract in separate accounts at year end...................ccccooveveveveeereennn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ..........vveeceeeeeetetceeeeee ettt e sttt en s s sttt et et et et es s nenssene st e teaesan s s e 6b
C  Premiums due but unpaid at the end of the year ... 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCY, ENLEr AMOUNL. .........coiiiiiiiiiii et e e e e e e e e sabeeee e e e aes
Specify nature of costs P
€  Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: 1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment 4) other P GROUP VARIABLE ANNUITY
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e 7b 19977
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1)
(2) DIVIdENds aNd CrEAILS............c.oveieeeeeeeeee et 7c(2)
(3) Interest credited dUMNG the YEAI.........c.cvieveeeeeeeeeeeeeeeee e, 7c(3) 697
(4) Transferred from separate account .. | 7c(4)
(5) Other (SPECITY DEIOW) ..........vvveeeieeeeeeestee et 7c(5)
4
(6)Total AdditioNS ...........oo.oveeveeeeeeeeeeeeeeeeeeeeeeeeens 697
d Total of balance and additions (add lines 7b and 7c(6)). 20674
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier...........cccocovveveuevevereereeerereenan 7e(2) 38
(3) Transferred t0 SEPArate @CCOUNL .............c.cocveveveeeeeeeeeeeeeeeeeses e e 7e(3)
(4) Other (specify below)
4
(5) TOLAI EAUCHONS ........ovoveeeeeeeeee ettt ee et e et n e et en et s e st eneseen s 7e(5) 38
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. 7f 20636




Schedule A (Form 5500) 2016 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......oviueiiiiieiiirieieieieeicee st 9a(1)
(2) Increase (decrease) in amount due but unpaid .............ccocveeiriieennnne. 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........cccceeevevveeenn. 9a(3)
(8) EAIMEA (1) + (2) = (3)) +rrerererreeeeeeeeeeeeeseseesessssesesssssseseseseseesssseseessssesseseeesesseeeeseseeseseeeeseeesessssseseeseesessens | 9a4)
b Benefit charges (1) CIaIMS PaId........ccccceeevevevereeeeeeeeeeieeeeeees e 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (AAd (1) AN (2)) .euvcveeerereereeeeeeeeeeeteeetee e et e et te e et ee et et e et te s et e e et esesaeseee et et ese e e eansaeseeeeaeenene 9b(3)
(4) ClAIMS CRAIGET. ... vt etiieeiteiteiee ettt ettt ettt eteeteeteeee st et e s e es e et e ebeebeseesbe e enseseeseeseebesbessenbessensereasestesseeens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......vceeeeeeieee ettt ee et ene e 9c(1)(A)
(B) Administrative service or other fees ............cccoceeveeeveeeveeeereeanas 9c(1)(B)
(C) Other specific ACQUISIION COSES.........v.oveevreereceeeeeeeeeeesiereeeeienens 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereceeieeeeeeeeeereseeneeesevs e s enes e neesenenen 9c¢(1)(D)
(E) TAXES.cv.viveieeeeeeeeteeeeeeeee ettt ne et ennen 9c(1)(E)
(F) Charges for risks or other contingencies .............c..cccoveveverenens, 9c(1)(F)
(G) Other retention ChAGES ..........c.cvvvreeeeeeeeeeeeeeeeeeeeeeeeeneenenenees 9c(1)(G)
LG L ez = 0=Y 1o o VOO RU 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES ......ocveeeeeeeee ettt e et e e et e et et e e e et eae et et e esete s et e s e et eas et eseesete et ese s esensstessesase et eteenssennsanseas 9d(2)
() OFNET FESEIVES ...ttt ettt ettt ettt ettt e bt et e e eae e bt e st e teem e e bt es e e beemeeeb e e s eeeEeembeeeeeseeebeenteaneeneesneeneennie 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........cccceevcniennnnee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEN ..........cuuiiiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............c.cccee... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE C Service Provider Information

OMB No. 1210-0110

(Form 5500)

2016

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 .
Employee Benefits Security Administration P File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
COMMUNITY HOSPITALS AND WELLNESS CENTERS 403(B) PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COMMUNITY HOSPITALS AND WELLNESS CENTERS 34-1048666
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)

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

TRILOGY WEALTH ADVISORS 516 E. HIGH ST.
BRYAN, OH 43506

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

LINCOLN NATIONAL CORPORATION

35-1140070

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

FIREOVID FINANCIAL GROUP, LTD. 305 N. MAIN STREET
BRYAN, OH 43506

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

VOYA RETIREMENT INS AND ANNUITY CO

71-0294708

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule C (Form 5500) 2016
v.160205
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(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) 2016

Page 3 -

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)

NATIONAL PLANNING CORP

34-1724014
(b) ©) (d) N o (0 | @ ()
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -O-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
2850 63 NONE KNOWN 3238 0
Yes N0|:| Yes NOD Yes[[ No[[
(a) Enter name and EIN or address (see instructions)
FTJ FUNDCHOICE 2300 LITTON LANE, STE. 102
HEBRON, KY 41048
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
28 52 63 50 | NONE KNOWN 1162 0
Yes NOD Yes NOD Yes[[ No[[

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

AMERICAN FUNDS SERVICE COMPANY

P.O. BOX 2280
NORFOLK, VA 23501

(b) (c)

Service Relationship to

(d)

Enter direct

(e)

Did service provider

()

Did indirect compensation

(9)

Enter total indirect

(h)

Did the service

Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
28 52 63 50 |NONE KNOWN 130 0

Yes No D

Yes No D

Yes [[ No [[
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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)

LINCOLN NATIONAL CORPORATION

35-1140070
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

1350

NONE KNOWN

100

Yes No D

Yes No D

Yes [[ No [[

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

VOYA RETIREMENT INS AND ANNUITY CO

71-0294708
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
60 64 65 66 | NONE KNOWN 0 65
50 Yes No D Yes No |:| Yes |:[ No B[
(a) Enter name and EIN or address (see instructions)
PERSHING, LLC ONE PERSHING PLAZA
JERSEY CITY, NJ 07399
(b) ©) (@ e o (0 _ @ UM
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
28 52 63 NONE KNOWN 0 0
Yes NoD Yes No[l Yes[[ No[[
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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 (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 (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.
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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.

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

(b) Nature of

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

instructions) Service provide
Code(s)
JACKSON NATIONAL LIFE 1 CORPORATE WAY 28 50 63 INDIRECT FEE INFORMATION

INSURANCE CO LANSING, MI 48951

(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

AMERICAN FUNDS SERVICE P.O. BOX 2280
COMPANY NORFOLK, VA 23501

28

INDIRECT FEE INFORMATION

(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

FRANKLIN TEMPLETON 47 WEST 200 SOUTH, SUITE 500

SALT LAKE CITY, UT 84101

28

INDIRECT FEE INFORMATION

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

(b) Nature of

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

instructions) Service provide
Code(s)
FTJ FUNDCHOICE 2300 LITTON LANE, STE 102 28 52 63 50 INDIRECT FEE INFORMATION

HEBRON, KY 41048

(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

NATIONWIDE MUTUAL
INSURANCE COMPANY

31-4177100

28

INDIRECT FEE INFORMATION

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

(b) Nature of

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

instructions) Service provide
Code(s)
PERSHING, LLC ONE PERSHING PLAZA 28 63 INDIRECT FEE INFORMATION

NEW JERSEY CITY, NJ 07399
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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.

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

(b) Nature of

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

instructions) Service provide
Code(s)
SECURITY BENEFIT ONE SECURITY BENEFIT PLACE 28 50 INDIRECT FEE INFORMATION

TOPEKA, KS 66636

(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

(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
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: e 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:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

omMB

No. 1210-0110

2016

This Form is Open to Public

Inspection.
For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
COMMUNITY HOSPITALS AND WELLNESS CENTERS 403(B) PLAN
plan number (PN) > 001

C Plan or DFE sponsor’s name as shown on line 2a of Form 5500
COMMUNITY HOSPITALS AND WELLNESS CENTERS

D Employer Identification Number (EIN)

34-1048666

Part |

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

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

a Name of MTIA, CCT, PSA, or 103-12 [E: VARIABLE ANNUITY ACCOUNT C

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

VOYA RETIREMENT INSURANCE AND ANNUITY COMPANY

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
-PN  71-0294708- P N N 4301974
C EIN-PN 0294708-000 code 103-12 IE at end of year (see instructions) 3019
a Name of MTIA, CCT, PSA, or 103-12 |[E: JANUS BALANCED PORTFOLIO
b Name of sponsor of entity listed in (a): GREAT AMERICAN FINANCIAL RESOURCES INC.
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- 06-1356481-000 L i, ’ 50146
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN CENTURY VP MID CAP VAL I
NATIONWIDE MUTUAL INSURANCE COMPANY
b Name of sponsor of entity listed in (a):
d Entity [ € Dollar value of interest in MTIA, CCT, PSA, or
- 31-4177100-000 N ' ' 8107
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: DREYFUS SMALLCAP STOCK INDEX FUND
NATIONWIDE MUTUAL INSURANCE COMPANY
b Name of sponsor of entity listed in (a):
d Entity [=] € Dollar value of interest in MTIA, CCT, PSA, or
- 31-4177100-000 L . ’ 8261
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: FIDELITY VIP EQUITY-INC - SVC CL Il
b Name of sponsor of entity listed in (): NATIONWIDE MUTUAL INSURANCE COMPANY
¢ EIN-PN 31-4177100-000 d Entity p € Dollar value of interest in MTIA, CCT,_PSA, or 5675
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  FIDELITY VIP MIDCAP - SVC CL I
NATIONWIDE MUTUAL INSURANCE COMPANY
b Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
-PN 31-4177100-000 o oy 8158
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |IE: FRANKLIN TEMPLETON VIP TRUST CL Il
- . NATIONWIDE MUTUAL INSURANCE COMPANY
b Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 8236

C EIN-PN 31-4177100-000
code

103-12 IE at end of year (see instructions)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule D (Form 5500) 2016

v.160205
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Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FDS NVIT GLOBAL GR FD CLII

- . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 31-4177100-000 d Entity P € Dollar value of interest in MTIA_, CCT,.PSA, or 8022
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS NVIT GROWTH FD-CL 2

- . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 12076

- 31-4177100-000
EIN-PN 0-00 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS NVIT GR-INC FD-CL Il

- . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 8079

EIN-PN 31-4177100-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: NVIT INVEST DEST MOD AGR FD - CL Il

- . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 8147

- 1-4177100- ) .
EIN-PN 3 00-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: NW NVIT EMRG MKT VI

i . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 31-4177100-000 d Entity [=] € Dollar value of interest in MTIA_, CCT,_PSA, or 2175
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E: NW NVIT INV DEST MOD I

- . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 31-4177100-000 d Entty P e Dollar value of interest in MTIA, CCT, PSA, or 11423
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: NW NVIT MDCAP INDX |

- . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 31-4177100-000 d Entity P € Dollar value of interest in MTIA, CCT,_PSA, or 15049
code 103-12 IE at end of year (see instructions)

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

- . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 16997

- 31-4177100-000 . .
EIN-PN code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |IE: OPPENHEIMER NVIT LRG CAP GR FD-CL |

T . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity [=] e Dollar value of interest in MTIA, CCT, PSA, or 12113

EIN-PN 31-4177100-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E: DREYFUS STOCK INDEX INITIAL SHARES

- . GREAT AMERICAN FINANCIAL RESOURCES INC.
Name of sponsor of entity listed in (a):

d Entity P e Dollar value of interest in MTIA, CCT, PSA, or 10622

EIN-PN 06-1356481-000 code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 IE: DREYFUS TECH GROWTH PORFOL SS

- . GREAT AMERICAN FINANCIAL RESOURCES INC.
Name of sponsor of entity listed in (a):

EIN-PN 06-1356481-000 d Entity P € Dollar value of interest in MTIA_, CCT,.PSA, or 3525
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E: DWS SMALL CAP INDEX FUND

- . GREAT AMERICAN FINANCIAL RESOURCES INC.
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 3944

-PN 06-1356481-000
EIN-PN 0 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: JANUS FORTY PORTFOLIO IS

- . GREAT AMERICAN FINANCIAL RESOURCES INC.
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 7754

EIN-PN 06-1356481-000 code 103-12 IE at end of year (see instructions)

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

- . GREAT AMERICAN FINANCIAL RESOURCES INC.
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 6730

- -1356481- ) )
EIN-PN 06-1356481-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: TEMPLETON FOREIGN SECURITIES 2

i . GREAT AMERICAN FINANCIAL RESOURCES INC.
Name of sponsor of entity listed in (a):

EIN-PN 06-1356481-000 d Entity [=] € Dollar value of interest in MTIA_, CCT,_PSA, or 11530
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E: JNL CAPITAL GUARDIAN GLOBAL DIV RES

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 38-1659835-000 d Entity P e Dollar value of interest in MTIA, CCT, PSA, or 0
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E; JNL MELLON CAP MGMT S&P 500 IDX

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 38-1659835-000 d Entity P € Dollar value of interest in MTIA, CCT,_PSA, or 29777
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: JNL MELLON S&P 400 MIDCAP IDX

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 24097

- 38-1659835-000 ) .
EIN-PN code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: JNL MELLON SMALL CAP INDEX

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity [=] e Dollar value of interest in MTIA, CCT, PSA, or 24823

EIN-PN 38-1659835-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E: JNL DFA US CORE EQUITY

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 456

EIN-PN 38-1659835-000 code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 IE: JNL USB LARGE CAP SEL GR

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 38-1659835-000 d Entity P € Dollar value of interest in MTIA_, CCT,.PSA, or 310
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E: JNL MELLON CAP MGMT INTL INDEX

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 15359

-PN 38-1659835-000
EIN-PN ° 0 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: JNL OPPENHEIMER GLOBAL

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 655

EIN-PN 38-1659835-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: JNL MELLON OIL & GAS SECTOR

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or a1

N -1 - ) .
EIN-PN 38-1659835-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: JNL/FRANKLIN TEMPLETON FOUNDING STR

i . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 38-1659835-000 d Entity [=] € Dollar value of interest in MTIA_, CCT,_PSA, or 51890
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E; JNL/INVESCO INTERNATIONAL GROWTH FD

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 38-1659835-000 d Entity P e Dollar value of interest in MTIA, CCT, PSA, or 8615
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E: JNL MELLON CAP MGMT BOND INDEX

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 38-1659835-000 d Entity P € Dollar value of interest in MTIA, CCT,_PSA, or 14900
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E: JNL PIMCO TOTAL RETURN BOND

- . JACKSON NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 15052

- 38-1659835-000 ) .
EIN-PN code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: NW FED NVIT HI INC BD IlI

T . NATIONWIDE MUTUAL INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity [=] € Dollar value of interest in MTIA, CCT, PSA, or 3333

EIN-PN 31-4177100-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |IE: GUGGENHEIM VT MANAGED ASSET ALLOC

- . SECURITY BENEFIT LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 7234

EIN-PN 48-0409770-000 code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS GROWTH

- . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 35-0472300-000 d Entity P € Dollar value of interest in MTIA_, CCT,.PSA, or 10845
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: LVIP DELEWARE SOCIAL AWARENESS

- . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 669

-PN 35-0472300-000
EIN-PN 35-0 0-00 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: LVIP JANUS CAPITAL APPRECIATION FD

- . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 199

EIN-PN 35-0472300-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: LVIP T ROWE PRICE STR MID-CAP GR FD

- . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 194

- -0472300- ) )
EIN-PN 35-0472300-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |IE: DELEWARE VIP REIT SERIES

i . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 35-0472300-000 d Entity [=] € Dollar value of interest in MTIA_, CCT,_PSA, or 937
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E: MFS VIT UTILITIES SERIES

- . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 35-0472300-000 d Entty P e Dollar value of interest in MTIA, CCT, PSA, or 1204
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: LVIP WELLS FARGO INTRINSIC VALUE

- . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

EIN-PN 35-0472300-000 d Entity P € Dollar value of interest in MTIA, CCT,_PSA, or 156
code 103-12 IE at end of year (see instructions)

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

- . GREAT AMERICAN FINANCIAL RESOURCES INC.
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 2005

- 06-1356481-000 ) .
EIN-PN code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: GUGGENHEIM VT ALL CAP CORE

T . SECURITY BENEFIT LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity [=] e Dollar value of interest in MTIA, CCT, PSA, or 10492

EIN-PN 48-0409770-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE;: GUGGENHEIM VT LG CAP CORE

- . SECURITY BENEFIT LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 7158

EIN-PN 48-0409770-000 code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS GLOBAL GROWTH

LINCOLN NATIONAL LIFE INSURANCE COMPANY

Name of sponsor of entity listed in (a):

EIN-PN 35-0472300-000 d Entity P € Dollar value of interest in MTIA_, CCT,.PSA, or 1218
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |E: BLACKROCK GLOBAL ALLOCATION
o . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
-PN 35-0472300-000 ; ' ' 1285
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: DELEWARE VIP DIVERSIFIED INCOME
S . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- - - ! ! g 1140
EIN-PN 35-0472300-000 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE: LVIP COHEN & STEERS GLOBAL REIT
- . LINCOLN NATIONAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- -0472300- - . ’ 115
EIN-PN 35-0472300-000 code 103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor




SCHEDULE H Financial Information

(Form 5500)

Internal Revenue Service

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

2016

Department of Labor Internal Revenue Code (the Code).
Employee Benefits Security Administration
Pension Benefit Guaranty Corporation P File as an attachment to Form 5500. This Form is Op_en to Public
Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
COMMUNITY HOSPITALS AND WELLNESS CENTERS 403(B) PLAN plan number (PN) Y 001

C Plan sponsor’'s name as shown on line 2a of Form 5500
COMMUNITY HOSPITALS AND WELLNESS CENTERS

D Employer Identification Number (EIN)
34-1048666

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 19, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ...........c.cc.cvoeveveeeeveceeeeeeeeeee e, la 4542 10722
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONtHBULIONS. ........cvouvevveeeeeeeseee et 1b(1) 841047 876957
(2) Participant CONTIDULIONS ..............oviviveeeeieeeeeeeeeeeees e 1b(2)
() 0112 T= TSP 1b(3)
C General investments:
2) Interest-b_earing cash (include money market accounts & certificates 1c(1)
(o]0 =] o To 11 1 PP UP SRR
(2) U.S. GOVEINMENE SECUMLIES .......evvveeeeeeeeeeeeieeeeeeseseteeeeeeees e e s 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIETEITEA ... 1c(3)(A)
(B) AlLOTNET c.eeeeeeeeeeeeeee et 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred ... 1c(4)(A)
(B) COMMON. ....covveeieerrereeeann 1c(4)(B)
(5) Partnership/joint venture interests .. 1c(5)
(6) Real estate (other than employer real property)............c.ccceeveveveeeeeennn. 1c(6)
(7) Loans (other than to PartiCiPantS) ..............ccceererevererererereseseeesereeesenenns 1c(7)
(8) PArtiCIPANt I0BNS ........e.eveeeeeeeeeeee e 1c(8) 7103 7230
(9) Value of interest in common/collective trusts ................cococeeveveveeeeennn. 1c(9)
(10) Value of interest in pooled separate acCoUNtS ..............c.cccecveveveerenennn. 1c(10)
(11) Value of interest in master trust investment accounts ................cc......... 1c(11)
(12) Value of interest in 103-12 investment eNtities. ..............occoveevereveserenn. 1c(12)
(23) \f/ua;I]Léi)of interest in registered investment companies (e.g., mutual 1¢(13) 6362905 6615193
O aamaCIS) e oot | 1ea) 6949498 8713504
(15) OUNEY ..ot 1c(15)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule H (Form 5500) 2016
v.160205
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Page 2

1d

Employer-related investments:

(a) Beginning of Year

(b) End of Year

(1) Employer securities

1d(1)

(2) Employer real property

1d(2)

Buildings and other property used in plan operation .............cccvvieiiiiiiiieeen..

le

Total assets (add all amounts in lines 1a through 1€) .......ccccccveeiiiiiiiiiennnnnne

1f

14165095

16223606

Liabilities

Benefit claims payable..............oooiiiii

1g

Operating PAYADIES .......coii i

1lh

ACQUISItION INAEDIEANESS ....cceiiiiiiii e

1i

Other abIlItIES ......coevieiiiiieiieeeeeeeeeeeeeeeeeee et

1j

Total liabilities (add all amounts in lines 1g throughlj) .......ccccccceeviiiiiiiiennnnn.

1k

Net Assets

Net assets (subtract line 1k from line 1f) ......cceeeiiiiiiiiiii e,

7]

14165095

16223606

Part 1l |Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. 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. MTIAs, CCTs, PSAs, and 103-12 IEs do not

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income

Contributions:

(a) Amount

(b) Total

(1) Received or receivable in cash from: (A) Employers.........ccccovveennnnenn.
(B)  PartiCIPANTS. ... ...eiiiiiiieiiiie ettt
(C) Others (including rollOVErS) ...........cceiiiiiiiiiie e

(2) Noncash CONHBULIONS ..........viiiiiiiiiiii e

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)...............

Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of dEPOSIL).......ccoiueiiiiiiiiiiiiee e

(B) U.S. GOVErNMENt SECUNMLIES .....cocuviieiiiiieiiiie et
(C) Corporate debt INStrUMENTS........cc.eeeiiiiiiiiiiiieee e
(D) Loans (other than to participants)..........ccccveevrieeeriiieeiiiee e
(E) Participant I0@NS ........ccccuviiiiiiiiiiiceiiiice e
(F)  OtNET i
(G) Total interest. Add lines 2b(1)(A) through (F)......cccooeiiiiiiiniiiennne.
(2) Dividends: (A) Preferred StOCK..........ccveiiiiiiiiiiiiiiiiciiieceec e
(B)  COMMON SEOCK.....cuuriiiiiiieiiiite ettt
(C) Registered investment company shares (e.g. mutual funds)............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES .t
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds..
(B) Aggregate carrying amount (see instructions) ...............
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ...............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...............c......

(B) ORI e

(C) Total unrealized appreciation of assets.
Add [ines 2D(5)(A) @nd (B)....ccveerureriieirieiienie e

2a(1)(A)

876957

2a(1)(B)

905373

2a(1)(C)

376431

2a(2)

2a(3)

2158761

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

127

2b(1)(F)

309323

2b(1)(G)

309450

2b(2)(A)

2b(2)(B)

2b(2)(C)

36386

2b(2)(D)

2b(3)

36386

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts....................... 2b(6)

(7) Net investment gain (loss) from pooled separate accounts......... 2b(7) 335766

(8) Net investment gain (loss) from master trust investment accounts... 2b(8)

(9) Netinvestment gain (loss) from 103-12 investment entities .......... 2b(9)

O amDANeS (.G, MBI ) e 20(10) 132495
C O hEI INCOME.. ..ttt et e e e e et e e e e e e e vabeeeeeaeend 2c
d Total income. Add all income amounts in column (b) and enter total....................| 2d 2972858
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 909194

(2) Toinsurance carriers for the provision of benefits............cccccoviiniiennn. 2e(2)

() 1111 SRR 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3)......cccceeververiieiiennnnnn, 2e(4) 909194
f Corrective distributions (S€€ INSTUCHIONS) ..........c.evevereeeeireierereieies e 2f
g Certain deemed distributions of participant loans (see instructions)................. 29
N INEErESt EXPENSE ..ot 2h
i Administrative expenses: (1) Professional fees...........c..ccceeveeeereeeerererenens 2i(1)

(2) Contract adminiStrator fEES.......c.virieiiierie e eree e 2i(2) 5153

(3) Investment advisory and management fees..........cccocvieeniiiiinieeenieeesnine. 2i(3)

(B) ONET c.ooooeeeee et 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4)........ccccveverrnnen, 2i(5) 5153
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 914347

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d 2k 2058511
| Transfers of assets:

(1) TOthIS PIAN ..o 21(1)

(2) From this Plan.........c.cooiiiiiiiieii et 21(2)

Part 1ll | Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
@) [ ] unqualified @) [ ] Qualified (3) [ Disclaimer @[] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?

Yes D No

C Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name:PLANTE & MORAN, PLLC (2) EIN: 38-1357951

d The opinion of an independent qualified public accountant is not attached because:

1) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4q, 4h, 4k, 4m, 4n, or 5.

103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l.
During the plan year:

a  Was there afailure 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.)....................

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEEA.) ..ottt a ettt a et as

Yes No Amount
4a X
4b %
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Yes No Amount

C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .....cccccevvvevieeiieniecieennnn 4c X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is
(oL A=Y ot cC=Ye 1) TP 4d X

€  Was this plan covered by a fidelity DONA?...........ooiiiii e s 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 AISNONESLY? ...ttt b et b e s bt e sab e e b e e sae e sbeesabeebeesaneenneenneeaans Af X

0 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?..........cocceeevererienenieneere e 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? ................... 4h X

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see iNstructions for format reqUIrEIMENTS.) .......oiiiiie ettt s seeenaeeeans 4i X

] Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and

see iNstructions for format reqUIrEIMENTS.) .......oiiiiie et s ae e s neenneeeans 4j X
K Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control 0f the PBGC? .........ccouiiiiiiiiieiesieeeese e 4k
| Has the plan failed to provide any benefit when due under the plan?...........cccooiiiiiiininnee e 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

By 0 0 B TP am 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.........cccccevrrienienenieene e 4n

0 Defined Benefit Plan or Money Purchase Pension Plan Only:
Were any distributions made during the plan year to an employee who attained age 62 and had not
SepArated frOM SEIVICE? ... ..ttt e e et et e et et e et e et re e et e e e e naree e 40

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..............ccccoccene |:| 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)

5¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... D Yes D No |:| Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

|Part Vv |Trust Information

6a Name of trust 6b Trust's EIN

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2016
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

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 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
COMMUNITY HOSPITALS AND WELLNESS CENTERS 403(B) PLAN plan number
(PN) 4 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COMMUNITY HOSPITALS AND WELLNESS CENTERS 34-1048666

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
instructions

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): 71-0294708 34-1724014

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
VAT .vvteieeetete ettt ettt ettt ettt ettt ettt et et et e At et b e st et et et A et A et oA At et ettt et et e et en et et et et et et e et ne et re et reseten
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)? .......oveveeveerrrernnes |:| 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 6a
deficiency not waived) ....................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year.............ccccocoeveeeeverereveeeceeeenns 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 @MOUNT) ..........cceiiiiiiii e 6¢C
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline?...............cccccveeereeriiiennene, D Yes D No D N/A
8 If achange 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? ..........ooiiiiii e D Yes D No D N/A
‘ 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. 1f NO, ChECK the “NO” DOX.......ceeeee ettt D Increase D Decrease D Both D 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 Doesthe ESOP hold any Preferr@d SOCK? ...........c.oviveuieueueeeeeeeeeeeeeeeeeeeeee et et eeeteeete e eae et et ee et eas e e e eteae et eseee et e s et eseetean et ereenesenn e : Yes D No
b Ifthe .ESOP has an outs.ta.r?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 “back-t0-back” 10aN.) ..............cccoiiiiiiiii
12  Does the ESOP hold any stock that is not readily tradable on an established SECUMtIES MArKE? .............covvveeeeereeeeeeeeeee e []Yes [] No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2016

v. 160205
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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 I:I 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 I:I 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 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:
B THE CUITENE YA ..o eeeeeeeeeeee ettt et e e e et et et et et e e e e et e e e et e s et et e e s eeeeee et eeeeeeeeee e e s eeeeeeeeneees 14a
b The plan year immediately preceding the CUITENt PIan YEar..............ccceeeeveveeeeeeeeeeeee e en e 14b
C  The second PreCeding PIAN YA .........ccuuii ittt ettt et e et ettt e st e et e e bt e e e e nneees 1l4c
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...........cccccovcvveiinen. 15a
b The corresponding number for the second preceding PIAN YA .............ccoveueueeeeeererireeeeeeeeeeeeeserererenesenanen 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 ..........ccccoiiiiiiiiiiiiiiiiiieeeeenns 16a
b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh WIthdrawn EMPIOYEIS ..ot e e e e st e e e e e s s b e e e e e e s sinbeneeaaaas
17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENt. ... e s r e e e et s s st e e s s s s st e e s s e aenes |:|
| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans
18

If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be included as an attachment

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 |:| 9-12 years D 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 |:| Macaulay duration |:| Modified duration D Other (specify):
‘ Part VIl ’ IRS Compliance Questions
20a Is the plan a 401(K) plan? If “NO,” SKIP D ...cveviviveeeeieeeieteteeec ettt n s D Yes D No
D Design-based “Prior year”
20b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section safe harbor ADP test
401(k)(3) for the plan year? Check all that appIY: .......ooieerieeie e D “Current year” D N/A
ADP test
21a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio Average
year? Check all thAt @PPIY: .......cceeeeeeeeeeeeceeee et ettt ee ettt et e e et ee et s eass et et et eteaeseee s s seeseenneans D percentage benefit test |:| N/A
test
21b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4) D Yes D No
for the plan year by combining this plan with any other plan under the permissive aggregation rules? ......

22a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of

the letter / / and the serial number

22D If the plan is an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination

letter /
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Independent Auditor's Report

To the Plan Administrator

Community Hospitals and Wellness Centers
403(b) Plan

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of Community Hospitals and
Wellness Centers 403(b) Plan (the "Plan"), which comprise the statement of net assets available
for benefits as of December 31, 2016 and 2015 and the related statement of changes in net
assets available for benefits for the year ended December 31, 2016, and the related notes to the
financial statements.

Management's Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial
statements in accordance with accounting principles generally accepted in the United States of
America; this includes the design, implementation, and maintenance of internal control relevant
to the preparation and fair presentation of financial statements that are free from material
misstatement, whether due to fraud or error.

Auditor's Responsibility

Our responsibility is to express an opinion on these financial statements based on conducting the
audits in accordance with auditing standards generally accepted in the United States of America.
Because of the matter described in the Basis for Disclaimer of Opinion paragraph, however, we
were not able to obtain sufficient appropriate audit evidence to provide a basis for an audit
opinion.

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department of Labor's Rules and Regulations for
Reporting and Disclosure under the Employee Retirement Income Security Act of 1974 (ERISA),
the plan administrator instructed us not to perform, and we did not perform, any auditing
procedures with respect to the information summarized in Note 3, which was certified by Voya
Retirement Insurance and Annuity Company (the "Custodian"), except for comparing such
information with the related information included in the financial statements. We have been
informed by the plan administrator that the Custodian holds certain of the Plan's investment
assets and participant notes receivable and executes certain of the related transactions. The plan
administrator has obtained a certification from the Custodian as of December 31, 2016 and 2015
and for the year ended December 31, 2016 that the information provided to the plan
administrator by the Custodian is complete and accurate.

Praﬁfgg'_:

GLOBAL ALLIANCE OF
INDEPENDENT FIRMS



To the Plan Administrator

Community Hospitals and Wellness Centers
403(b) Plan

Disclaimer of Opinion

Because of the significance of the matter described in the Basis for Disclaimer of Opinion
paragraph, we have not been able to obtain sufficient appropriate audit evidence to provide a
basis for an audit opinion. Accordingly, we do not express an opinion on these financial
statements.

Other Matter

The supplemental schedule of assets held at end of year as of December 31, 2016 is required by
the Department of Labor's (DOL) Rules and Regulations for Reporting and Disclosure under
ERISA and is presented for the purpose of additional analysis and is not a required part of the
financial statements. Because of the significance of the matter described in the Basis for
Disclaimer of Opinion paragraph, we do not express an opinion on this supplemental schedule.

Report on Form and Content in Compliance with DOL Rules and Regulations

The form and content of the information included in the financial statements and supplemental
schedule, other than that derived from the information certified by the Custodian, have been
audited by us in accordance with auditing standards generally accepted in the United States of
America and, in our opinion, are presented in compliance with the Department of Labor's Rules
and Regulations for Reporting and Disclosure under ERISA.

74&4@&/ f 77(”«:/, PLLL

Columbus, Ohio
July 12,2017



Community Hospitals and Wellness Centers
403(b) Plan

Statement of Net Assets Available for Benefits

December 31, December 31,
2016 2015
Assets
Participant-directed investments:
Mutual funds $ 1,852,291 $ 1,957,215
Pooled separate accounts 4,762,902 4,405,690
Group annuity contracts - At fair value 106,971 103,892
Group annuity contracts - At contract value 8,606,533 6,845,606
Total participant-directed investments 15,328,697 13,312,403
Contributions receivable 876,957 841,047
Participant notes receivable 7,230 7,103
Cash 10,722 4,542
Net Assets Available for Benefits $ 16,223,606 $ 14,165,095

See Notes to Financial Statements. 3



Community Hospitals and Wellness Centers

403(b) Plan

Statement of Changes in Net Assets Available for Benefits
Year Ended December 31, 2016

Additions to Net Assets
Contributions:
Employee
Employer
Rollovers

Total contributions

Investment income:
Interest and dividends
Net realized and unrealized gains on investments

Total investment income
Interest from participant notes receivable
Total additions - Net

Deductions from Net Assets
Benefits paid directly to participants or beneficiaries

Administrative expenses
Total deductions
Net Increase

Net Assets Available for Benefits
Beginning of year

End of year

See Notes to Financial Statements. 4

905,373
876,957
376,431

2,158,761

345,709
468,261

813,970
127

2,972,858

909,194
5,153

914,347

2,058,511

14,165,095

16,223,606




Community Hospitals and Wellness Centers
403(b) Plan

Notes to Financial Statements
December 31, 2016 and 2015

Note | = Plan Description

The following description of Community Hospitals and Wellness Centers 403(b) Plan
(the "Plan") provides only general information. Participants should refer to the plan
agreement for a more complete description of the Plan's provisions.

General - The Plan is a defined contribution plan covering all eligible employees of
Community Hospitals and Wellness Centers (the "Hospital"). The Plan is subject to the
provisions of the Employee Retirement Income Security Act of 1974 (ERISA).
Employees are eligible to make employee deferral contributions into the Plan upon
becoming employed by the Hospital.

Contributions - The Plan provides for employee salary 403(b) contributions up to
maximum tax-deferred limitations established by the Internal Revenue Code.
Participants may also make contributions to the Plan in the form of a rollover of funds
from another qualified plan.

The Hospital may make discretionary contributions to employees participating in the
Plan that are employed by the Hospital as of the Plan's year end and who have met the
eligibility requirements. During 2016, the Hospital made an annual contribution to the
Plan of 3 percent of eligible participants’' W-2 wages, as approved by the Hospital's
board of directors. As amended on January |, 2016, employees who have completed at
least one year of service as of the end of the plan year are eligible to receive employer
discretionary contributions.

Participant Accounts - Each participant's account is credited with the participant's
contribution and allocations of the Hospital's contributions and plan earnings and
charged with an allocation of administrative expenses. Allocations are based on the
participant's compensation or account balances, as defined. The benefit to which a
participant is entitled is the benefit that can be provided from the participant's vested
account. Participants may direct the investments of their account balances into various
investment options offered by the Plan.

Participant Notes Receivable - Notes receivable are collateralized by the participant's
account balance and bear interest at a market rate. As of January |, 2012, the Plan no
longer allows participants to initiate participant notes receivable.

Vesting - Participants are immediately 100 percent vested in employee salary, rollover,
and employer discretionary contributions and any income or loss thereon.

Benefit Payments - Distributions are payable upon retirement, death, disability, or
termination of employment in the form of a lump-sum amount equal to the vested
balance of a participant's account.



Community Hospitals and Wellness Centers
403(b) Plan

Notes to Financial Statements
December 31, 2016 and 2015

Note I - Plan Description (Continued)

Party-in-interest Transactions - Certain plan assets are in investment funds managed
by Voya Retirement Insurance and Annuity Company (Voya), American Funds, Franklin
Templeton Investments, Jackson National Life Insurance Company, Lincoln National Life
Insurance Company, Security Benefit, and Nationwide Life Insurance Company or their
affiliates. Voya Retirement Insurance and Annuity Company, American Funds, Franklin
Templeton Investments, Jackson National Life Insurance Company, Lincoln National Life
Insurance Company, Security Benefit, and Nationwide Life Insurance Company are the
custodians of the Plan; therefore, these transactions qualify as party-in-interest
transactions as defined under ERISA guidelines.

Termination - While it has not expressed any intent to do so, the Hospital has the right
under the Plan to discontinue its contributions at any time and to terminate the Plan
subject to the provisions set forth in the plan agreement and ERISA.

Note 2 - Summary of Significant Accounting Policies

Investment Valuation - The Plan's investments are stated at fair value. The Voya
Fixed Account and Voya Fixed Plus Account are group annuity contracts with Voya
Retirement Insurance and Annuity Company (Voya) that invest in the general assets of
Voya. Voya considers these contracts to be benefit responsive; however, since there
are no specific securities in Voya's general account related to this contract and due to
the contract terms, including the frequency of the interest rate reset intervals, contract
value approximates fair value. Contract value represents deposits made to the contract,
plus earnings at guaranteed crediting rates, less withdrawals and fees. See Note 4 for
additional information.

The remaining group annuity contracts are not considered benefit responsive. Since
there are no specific securities in the issuers' general account related to these contracts
and due to the contract terms, including the frequency of the interest rate reset
intervals, contract value approximates fair value. Contract value represents deposits
made to the contract, plus earnings at guaranteed crediting rates, less withdrawals and
fees.

The pooled separate accounts are valued at net asset value per share or its equivalent of
the accounts, which are based on the fair value of the accounts' underlying assets. See
Note 6 for additional information.

The methods described above may produce a fair value calculation that may not be
indicative of net realizable value or reflective of future fair values. Furthermore, while
the Plan believes its valuation methods are appropriate and consistent with other
market participants, the use of different methodologies or assumptions to determine the
fair value of certain financial instruments could result in a different fair value
measurement at the reporting date.



Community Hospitals and Wellness Centers
403(b) Plan

Notes to Financial Statements
December 31, 2016 and 2015

Note 2 - Summary of Significant Accounting Policies (Continued)

Participant Notes Receivable - Participant notes receivable are recorded at their
unpaid principal balances plus any accrued interest. Participant notes receivable are
written off when deemed uncollectible.

Benefit Payments - Benefits are recorded when paid.

Administrative Expenses - Various administrative costs are paid by the Hospital on
behalf of the Plan.

Use of Estimates - The preparation of financial statements in conformity with generally
accepted accounting principles requires management to make estimates and
assumptions that affect the reported amounts of assets and liabilities and disclosure of
contingent assets and liabilities at the date of the financial statements and the reported
amounts of additions and deductions during the reporting period. Actual results could
differ from those estimates.

Risks and Uncertainties - The Plan invests in various investment securities. Investment
securities are exposed to various risks such as interest rate, market, and credit risks.
Due to the level of risk associated with certain investment securities, it is at least
reasonably possible that changes in the values of investment securities will occur in the
near term and that such changes could materially affect participants' account balances
and the amounts reported on the statement of net assets available for benefits.

New Accounting Pronouncements - During 2016, the Plan adopted Accounting
Standards Update (ASU) Nos. 2015-07, Disclosures for Investments in Certain Entities that
Calculate Net Asset Value per Share (or its Equivalent), and 2015-12, Plan Accounting:
Defined Benefit Pension Plans (Topic 960), Defined Contribution Pension Plans (Topic 962),
and Health and Welfare Benefit Plans (Topic 965) - I. Fully Benefit-Responsive Investment
Contracts, Il. Plan Investment Disclosures, and Ill. Measurement Date Practical Expedient.
ASU No. 2015-07 amended ASC 820, Fair Value Measurements, and removed the
requirement to categorize within the fair value hierarchy all investments for which fair
value is measured using the net asset value per share as a practical expedient. Parts |
and Il of ASU No. 2015-12 are applicable to the Plan. Part | requires the fully benefit-
responsive group annuity contract to be recorded at contract value without
presentation of fair value or the difference between fair value and contract value and
reduces the related disclosures. Part Il modifies the investment disclosures under ASC
820 and 962. These standards were adopted retrospectively and had no impact on the
Plan's net assets or changes in net assets.

Subsequent Events - The financial statements and related disclosures include
evaluation of events up through and including July 12, 2017, which is the date the
financial statements were available to be issued.



Community Hospitals and Wellness Centers
403(b) Plan

Notes to Financial Statements
December 31, 2016 and 2015

Note 3 - Unaudited Information

Voya holds a portion of the Plan's investments and participant notes receivable and
executes all related transactions. The investment balances and participant notes
receivable in funds held by Voya of $12,915,737 and $7,230, respectively, and related
net realized and unrealized gains on investments and interest earned on participant
notes receivable of $617,740 and $127, respectively, included in the accompanying
financial statements and supplemental schedule of assets held at end of year are based
solely on information provided by Voya.

The remaining investment balances as of December 31, 2016 and related activity for the
year then ended have not been certified by Voya or any other custodian.

Note 4 - Voya Group Annuity Contracts

The Plan has benefit-responsive, group annuity contracts with Voya Retirement
Insurance and Annuity Company (Voya). Voya, the contract issuer, maintains the
contributions in a general account, which is invested in the general assets of the
insurance company. The account is credited with earnings and charged for participant
withdrawals and administrative expenses. The contract issuer is contractually obligated
to repay the principal and a specified interest rate that is guaranteed to the Plan. There
are no reserves against contract value for credit risk of the contract issuer or otherwise.
The crediting interest rate is based on a formula agreed upon with the contract issuer,
but may not be less than 4.00 and 3.00 percent for the Voya Fixed and Voya Fixed Plus
accounts, respectively. Such interest rates are reviewed on the contract year
anniversary date.

Certain events limit the ability of the Plan to transact at contract value with the contract
issuer. Such events include the following: (i) amendments to the plan documents
(including complete or partial plan termination or merger with another plan), (ii)
changes to the Plan's prohibition on competing investment options, (iii) bankruptcy of
the plan sponsor or other plan sponsor events (e.g., divestitures or spin-offs of a
subsidiary) which cause a significant withdrawal from the Plan, or (iv) the failure of the
Plan to qualify for exemption from federal income taxes or any required prohibited
transaction exemption under ERISA. The plan administrator does not believe that the
occurrence of any such value event, which would limit the Plan's ability to transact at
contract value with participants, is probable.



Community Hospitals and Wellness Centers
403(b) Plan

Notes to Financial Statements
December 31, 2016 and 2015

Note 5 - Tax Status

The Internal Revenue Service (IRS) is not currently accepting applications for individual
403(b) plan determination letters. The plan administrator has indicated the Plan will
apply for a determination letter when the IRS allows such applications to be made. The
plan administrator believes that the Plan is designed and is currently being operated in
compliance with applicable requirements of Internal Revenue Code Section 403(b).
Therefore, no provision for income taxes has been included in the Plan's financial
statements.

Note 6 - Fair Value Measurements

Accounting standards require certain assets and liabilities be reported at fair value in the
financial statements and provide a framework for establishing that fair value. The
framework for determining fair value is based on a hierarchy that prioritizes the inputs
and valuation techniques used to measure fair value.

The following tables present information about the Plan’s assets measured at fair value
on a recurring basis at December 31, 2016 and 2015.

Level | - Fair values determined by Level | inputs use quoted prices in active markets
for identical assets that the Plan has the ability to access.

Level 2 - Fair values determined by Level 2 inputs use other inputs that are observable,
either directly or indirectly. These Level 2 inputs include quoted prices for similar assets
in active markets, quoted prices for identical or similar assets in markets that are not
active, and inputs other than quoted prices that are observable for the asset.

Level 3 - Level 3 inputs are unobservable inputs, including inputs that are available in
situations where there is little, if any, market activity for the related asset. These Level 3
fair value measurements are based primarily on management’s own estimates using
pricing models, discounted cash flow methodologies, or similar techniques taking into
account the characteristics of the asset.

In instances whereby inputs used to measure fair value fall into different levels in the
above fair value hierarchy, fair value measurements in their entirety are categorized
based on the lowest level input that is significant to the valuation. The Plan’s assessment
of the significance of particular inputs to these fair value measurements requires
judgment and considers factors specific to each asset.



Community Hospitals and Wellness Centers
403(b) Plan

Notes to Financial Statements
December 31, 2016 and 2015

Note 6 - Fair Value Measurements (Continued)

Assets Measured at Fair Value on a Recurring Basis at December 31, 2016

Investments
(at Fair Value) Level | Level 2 Level 3

Mutual funds $ 1,852,291 $ 1,852,291 $ - $ -

Group annuity contracts - At fair value 106,971 - 106,971 -

Total 1,959,262 $ 1,852,291 $ 106,971 $ -

Pooled separate accounts measured at
NAV:
Equity investments () 4,576,389
Fixed-income investments (2) 74,645
Balanced investments (3) 111,868
Total $ 6,722,164
Assets Measured at Fair Value on a Recurring Basis at December 31, 2015
Investments
(at Fair Value) Level | Level 2 Level 3

Mutual funds $ 1,957,215 $ 1,957,215 $ - $ -

Group annuity contracts - At fair value 103,892 - 103,892 -

Total 2,061,107 $ 1957215 $ 103,892 $ -

Pooled separate accounts measured at
NAV:

Fixed-income investments (2) 4,245,185
Balanced investments (3) 67,106
93,399
Total $ 6,466,797

(1) This class represents investments in actively managed pooled separate accounts that invest primarily in
equity securities which may include common stocks, options, and futures.

(2) This class represents investments in actively managed pooled separate accounts that invest in a variety
of fixed-income investments which may include corporate bonds, both U.S. and non-U.S. municipal
securities, interest rate swaps, options, and futures.

(3) This class represents investments in actively managed pooled separate accounts with investments in
both equity and debt securities. The investments may include common stock, corporate bonds, U.S.
and non-U.S. municipal securities, interest rate swaps, options, and futures.

There were no unfunded commitments or redemption restrictions on the investments
described above.



Community Hospitals and Wellness Centers
403(b) Plan

Notes to Financial Statements
December 31, 2016 and 2015

Note 6 - Fair Value Measurements (Continued)

The Plan’s policy is to recognize transfers between levels of the fair value hierarchy as of
the actual date of the event of change in circumstances that caused the transfer. There
were no significant transfers between levels of the fair value hierarchy during 2016.



Community Hospitals and Wellness Centers
403(b) Plan

Schedule of Assets Held at End of Year
Form 5500, Schedule H, Line 4i

EIN 34=-1048666, Plan No. 001
December 31, 2016

@(b) (©) (d) (e)

Identity of Issuer Description of Investment Cost Current Value

Mutual funds:

American Funds American Funds Growth Fund of America R3 * $ 791
American Funds New World A * 5,679
Washington Mutual Investors Fund A * 34,161
AMCAP Fund A * 12,368
The Investment Company of America A * 14,161
The Growth Fund of America A * 18,785
The Income Fund of America A * 70,543
New Perspective Fund A * 17,767
American Funds High Income * 2,473
Fundamental Investors A * 23,676
American Balanced Fund A * 159,647
Capital Income Builder A * 15,619
Europacific Growth Fund A * 8,748
Fundamental Investors B * 2,174
American Balanced Fund B * 2,676
Capital Income Builder B * 1,485
Capital World Growth and Income Fund A * 15,270
SMALLCAP World Fund A * 12,838
Europacific Growth Fund C * 7,738
Fundamental Investors C * 12,244
The Income Fund of America C * 7,717
The Investment Company of America C * 18,143
SMALLCAP World Fund C * 7,354
American R4 Growth Fund of America * 9,090
American High Income Trust A * 770
Franklin Templeton Investments Franklin Balanced Fund Class A * 5,380
Franklin Income Fund Class A * 27,041
Franklin Temp. Conserv. Target Fund Class A * 54,880
Franklin Temp. Conserv. Target Fund Class C * 2,859
FT 2025 Retirement Target Fund Class A * 4,431
Mutual Shares Class A * 5,045
Templeton Global Bond Fund Class A * 1,089
Franklin Templeton Corefolio Allocation Fund A * 50,532
Franklin Rising Dividends Fund A * 30,306
Franklin Dynateck Fund Class A * 24,337
Allianz Allianz A OCC Renaissance * 2,964
Alliance Alliance Bernstein High Income Fund AD * 2,509
BlackRock iShares Austria Capd ETF * 2,496
iShares TR MSCI USA Minimum Volatility ETF-USMV * 27,584
iShares Inc MSCI ITL ETF * 2,494



Community Hospitals and Wellness Centers

403(b) Plan

@(b)

Identity of Issuer

Schedule of Assets Held at End of Year (Continued)

Form 5500, Schedule H, Line 4i
EIN 34-1048666, Plan No. 001

(©)

Description of Investment

December 31, 2016

(d) ®

Cost Current Value

Allianz
Alliance
BlackRock

Dodge & Cox
Fidelity Investments
Guggenheim Investments

Pacific Investment Management

Powershares

JPMorgan
Gotham Funds
State Street Global Advisors

Vanguard Investments

Mutual funds:

iShares MSCI CDA ETF

iShares Msci Taiwan Etf

iShares TR Core S&P Mcp ETF
iSharesTR Core S&P Scp ETF

iShares TR Hdg Msci Germn

iShares TR Iboxx Hi Yd Etf

iShares TR PHLX Semicnd EFT

iShares TR Rus 2000 Val ETF

iShares TR Russell 2000 ETF

iShares Tr Trans Avg Etf

iShares TR US BR Del SE ETF

iShares TR US Oil EQ&SV ETF

Dodge & Cox Balanced

Dodge & Cox Stock

Fidelity Low Priced Stock

Claymore Exchange Traded

PIMCO High Yield Spectrum Inst
PIMCO High Yield

Powershares ETF TR Il S&P 500 High Bet
Powershares ETF TR Il S&P SMC ENE P
Powershares ETF TR Il S&P SMC FIN P
Powershares ETF TR Il S&P SMCP IND P
Powershares ETF TR Il S&P SMCP MAT P
BKLN Powershare Exchange

JPMorgan High Yield Bond Sel

Gotham Absolute Return Instl

Spdr Ser Tr Sht Trm Hgh YId

Spdr Series Trust S&P BK ETF

Spdr Series Trust S&P Hombuild

Spdr Series Trust S&P Regl BKG

SPDR Ser TR Bloomberg SRT TR

SPDR Series Trust Bloomberg Bryclys
SPDR Series Trust S&P Oilgas Exp
Vanguard Total Stk Mkt Index

Vanguard Whitehall FDS High Dividend
Vanguard Index FDS Total Stock Mkt

Vanguard Index Funds Vanguard Total Stock

Money Market

Vanguard 500 Index Admiral

Vanguard Money Market Reserve
Vanguard Total Bond Market Index Admiral
Vanguard Total Intl Stock Index Admiral
Vanguard Scottsdale FDS

$ 5,230
5,081
3,141
3,163
3,230
7,011
2,454

11,775
6,473
2,443
1,583

909
2,798
9,584
2,963
107,708
1,252
2,427
13,427
925
941
885
907

27,284
2,797

233

12,518
1,826
2,986
3,279
1,467
5,613
2,858
3,009

343,390
23,769
164,562
19,905
1,310
999
1,162
363
132,310

¥ ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok k k Kk * % x *k *k *k *k *k * * * *k % % *k *k * * *k *k *



Community Hospitals and Wellness Centers

403(b) Plan

Schedule of Assets Held at End of Year (Continued)

Form 5500, Schedule H, Line 4i
EIN 34-1048666, Plan No. 001

December 31, 2016

@) (©) (d) ©
Identity of Issuer Description of Investment Cost Current Value
Mutual funds (continued):
Global Global Long/Short Equity | * $ 165
Global X FDS GLBX MSCI * 3,610
Global X FDS Global X Copper * 880
VanEck Vaneck Vectors ETF TR Russia ETF * 6,408
Vaneck Vectors ETF TR Steel ETF * 1,663
Wilshire Associates Wilshire Large Co Growth Investment * 753
Wilshire Large Cap Core 130/30 Instl * 1,463
Willshire Income Opportunites * 3,305
Wilshire Target Large Co Value * 1,101
Wilshire Target Small Co Growth * 191
Wilshire Target Small Co Value * 188
Wisdomtree Investments Wisdomtree Tr Japn Hedge Eqt * 7,134
Wisdomtree Tr Jp Small Div * 6,378
Wisdomtree TR JPN SCAP HDG EQT * 2,244
Deutsche Bank Deutsche X-trackers MSCI EAFE Hedge Equity * 135,923
Robeco Investment Management Robeco Boston Partners Long Short * 227
Prudential Prudential Global Real Estate * 297
BlackRock High Yield Bond-Blackrock Class * 3,700
Lord Abbett High Yield Fund Class | * 2,847
Pooled separate accounts:

Voya Retirement Insurance
and Annuity Company Voya Van Kampen Equity & Inc Port-Init * 7,269
Fidelity VIP Contrafund Port - Init * 469,130
Voya Intermediate Bond Port - | * 14,575
Voya Templeton Foreign Eq Port - Init * 86,803
Voya T. Rowe Price Grwth Eq Port-Init * 77,478
Voya T. Rowe Price Diver MidCap Gr-I * 26,899
American Funds EuroPacific R4 * 112,020
Voya JPMorgan Sm Cap Core Eq Prt Srv * 95,416
Voya Strategic Alloc Growth Port-I * 156,147
Voya MidCap Opportunities Port-| * 488,203
PIMCO VIT Real Return Port - Admin Cl * 24,780
Voya SmallCap Opport Port - | * 159,670
Voya Clarion Global RI Est Prt Inst * 19,426
Voya T. Rowe Price Capital Appr - Svc * 2,051,151
Voya Strategic Alloc Consv Port - | * 9,533
Voya Clarion Real Estate Port Srv * 161,679
American Funds Growth Fnd R4 * 79,159
Voya Strategic Alloc Mod Port-| * 52,189
Voya T. Rowe Price Equity Inc -Svc * 68,296
Oppenheimer Developing Markets Fnd A * 142,151



Community Hospitals and Wellness Centers
403(b) Plan

Schedule of Assets Held at End of Year (Continued)
Form 5500, Schedule H, Line 4i

EIN 34-1048666, Plan No. 001

December 31, 2016

(@)(b) (© (d) (e)

Identity of Issuer Description of Investment Cost Current Value

Pooled separate accounts (continued):
Jackson National Life

Insurance Company JNL Mellon Cap Mgmt S&P 500 Idx * $ 29,777
JNL Mellon S&P 400 Midcap ldx * 24,097
JNL Mellon Small Cap Index * 24,823
JNL DFA US Core Equity * 456
JNL USB Large Cap Sel Gr * 310
JNL Mellon Cap Mgmt Intl Index * 15,359
JNL Mellon Cap Mgmt Bond Index * 14,900
JNL/PIMCO Total Return Bond Fund * 15,052
JNL/Franklin Templeton Founding Strategy Fund * 51,890
JNL/Invesco International Growth Fund * 8,615
JNL Mellon Oil & Gas Sector * 41
JNL Oppenheimer Global * 655
Lincoln National Life
Insurance Company American Funds Growth * 10,845
LVIP Delaware Social Awareness * 669
LVIP Janus Capital Appreciation Fund * 199
LVIP T. Rowe Price Structured Mid-Cap Growth Fund * 194
Delaware VIP REIT Series * 937
MFS VIT Utilities Series * 1,204
LVIP Wells Fargo Intrinsic Value * 156
American Funds Global Growth * 1,218
BlackRock Global Allocation * 1,285
Delaware VIP Diversified Income * 1,140
LVIP Cohen & Steers Global REIT * 115
Great American Financial
Resources Dreyfus Money Market * 2,005
Dreyfus Stock Index Initial Shares * 10,622
Dreyfus Tech Growth Porfol SS * 3,525
DWS Small Cap Index Fund * 3,944
Janus Forty Portfolio IS * 7,754
Janus Portfolio * 6,730
Janus Balanced Portfolio * 50,146
Templeton Foreign Securities 2 * 11,530
Nationwide Life Insurance
Company American Century VP Mid Cap Value I * 8,107
Dreyfus Smallcap Stock Index Fund * 8,261
Fidelity VIP Equity-Income - Service Class Il * 5,675
Fidelity VIP Midcap - Service Class || * 8,158
Securities Fund - Class Il * 8,236
American Funds NVIT Global Growth Fund - Class I * 8,022
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Pooled separate accounts (continued):
Nationwide Life Insurance

Company American Funds NVIT Growth Fund - Class 2 * $ 12,076
American Funds NVIT Growth-Income Fund - Class Il * 8,079
NVIT Invest Dest Mod Aggressive Fund - Class Il * 8,147
NW Fed NVIT HI INC BD IlI * 3,333
NW NVIT EMRG MKT VI * 2,175
NW NVIT INV DEST MOD I * 11,423
NW NVIT MDCAP INDX | * 15,049
TROWEPR HLTH SCNC I * 16,997
Oppenheimer NVIT Large Cap Growth Fund - Class | * 12,113
Security Benefit Guggenheim VT LG Cap Core * 7,158
Guggenheim VT All Cap Core * 10,492
Guggenheim VT Managed Asset Alloc * 7,234
Group Annuity Contracts:
Voya Retirement Insurance
and Annuity Company Voya Fixed Account * 8,539,825
Voya Fixed Plus Account * 66,708
Jackson National Life
Insurance Company Guaranteed One Year Fixed * 79,554
Lincoln National Life
Insurance Company Fixed Account * 20,636
Security Benefit General Account * 6,781
Participants Participant notes receivable with interest rates
ranging from 3.00 percent to 4.47
percent - 7,230
Total $ 15,335,927



