Form 5500

Department of the Treasury

Internal Revenue Service

Department of Labor

Employee Benefits Security

Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
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). 2016

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

OMB Nos. 1210-0110
1210-0089

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
HEALTH RECOVERY SERVICES, INC. 401(K) PROFIT SHARING PLAN

1b Three-digit plan
number (PN) » 001

1c Effective date of plan
01/01/2014

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)

2b Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 31-0870694

HEALTH RECOVERY SERVICES, INC.

224 COLUMBUS ROAD
P.O. BOX 724
ATHENS, OH 45701

2C Plan Sponsor’s telephone
number
740-592-6724

2d Business code (see
instructions)
621420

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. 09/22/2017 NANCY DOTSON BULSTROM
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
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3a Plan administrator’s name and address Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 I 157
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) 154
a(2) Total number of active participants at the end of the PIAN YK ...........ccccveiiviirivererereieieiceeeeree e 6a(2) 161
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 3
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 164
€ 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 164
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 34
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:
2E 2F 2G 23 2K 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) 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) _1 A (Insurance Information)
actuar,
y 4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |—| G (Financial Transaction Schedules)
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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 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
HEALTH RECOVERY SERVICES, INC. 401(K) PROFIT SHARING PLAN

B Three-digit
plan number (PN)

Y 001

C Plan sponsor’s name as shown on line 2a of Form 5500
HEALTH RECOVERY SERVICES, INC.

D Employer Identification Number (EIN)
31-0870694

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
JOHN HANCOCK LIFE INSURANCE COMPANY (USA)

() 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
01-0233346 65838 119872 40 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

7370 7076
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
AMERIPRISE FINANCIAL SERVICES, INC.
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
5322 1
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE PENSION DESIGN GROUP
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2048 7076 5
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
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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
5 Current value of plan’s interest under this contract in separate accounts at year end...................ccccooveveveveeereennn.. 5 2276086
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) D other P
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e 7b
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)
(4) Transferred from separate account .. | 7c(4)
(5) Other (SPECITY DEIOW) ..........vvveeeieeeeeeestee et 7c(5)
4
(6)Total additions ..........cceeeeriiiiiiiiieiiie e
d Total of balance and additions (add lines 7b and 7¢(6)).
€ 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)
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. 7f
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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 D No

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2016
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?eafli'trsnggcarityaAz:‘ninistration P File as an attachment to Form 5500. This Form is Op_en 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
HEALTH RECOVERY SERVICES, INC. 401(K) PROFIT SHARING PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEALTH RECOVERY SERVICES, INC. 31-0870694

Part | | Service Provider Information (see instructions)

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

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

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

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

JOHN HANCOCK LIFE INSURANCE COMPANY RETIREMENT PLAN SERVICES, ET9
P O BOX 600
BUFFALO, NY 14201-0600
01-0233346
(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
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2016

v.160205



Schedule C (Form 5500) 2016 Page 2- |1

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 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)

(b)

(c)

(d)

(€)

()

(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 -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-.
YesD NOI:I YesD NOD Yes[[ No[[
(a) Enter name and EIN or address (see instructions)

(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-.
YesD N0|:| YesD NOD Yes[[ No[[
(a) Enter name and EIN or address (see instructions)

(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
person known to be
a party-in-interest

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

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
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D 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)

(b)

(c)

(d)

(€)

()

(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 -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-.
YesD NOI:I YesD NOD Yes[[ No[[
(a) Enter name and EIN or address (see instructions)

(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-.
YesD N0|:| YesD NOD Yes[[ No[[
(a) Enter name and EIN or address (see instructions)

(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
person known to be
a party-in-interest

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

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
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

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
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

(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 H Financial Information
(Form 5500)

Internal Revenue Service

Department of Labor Internal Revenue Code (the Code).
Employee Benefits Security Administration

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

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
HEALTH RECOVERY SERVICES, INC. 401(K) PROFIT SHARING PLAN plan number (PN) Y 001

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

D Employer Identification Number (EIN)
31-0870694

‘ 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 ...........ccccoiiiiiiiiici e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS............ocereeveveretereeeeeeee et 1b(1)
(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 ... o | 1e@)(A)
(B) COMMON. ....covveeieerrereeeann .. | 1c(@)(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) 41670 52263
(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) 2066422 2923893
(14) Value of funds held in insurance company general account (unallocated | @
[o10] 11 2= o1 ) TP O PTT U PPUPPUPPPTOOE
(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

2108092

2276086

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]

2108092

2276086

Part Il

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)

2a(1)(B)

111447

2a(1)(C)

7375

2a(2)

2a(3)

118822

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2275

2b(1)(F)

2b(1)(G)

2275

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

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)

(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) 143349
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 264446
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 87123

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

(B) OUNET ..o esesi ettt 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3).......cccvvevveviereeiennnne 2e(4) 87123
f Corrective distributions (S€€ INSTUCHIONS) ..........c.evevereeeeireierereieies e 2f
g Certain deemed distributions of participant loans (see instructions)................. 29 2253
N INEErESt EXPENSE ..ot 2h
i Administrative expenses: (1) Professional fees...........c..ccceeveeeereeeerererenens 2i(1)

(2) Contract adminiStrator fEES........c.uvverveiieriiieie e 2i(2) 7076

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

(B) OHNBT ... 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4).........cccoeeveennne. 2i(5) 7076
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 96452

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d 2k 167994
| 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:ROMINE CPAS AND ASSOCIATES (2) EIN: 26-3841391

d The opinion of an independent qualified public accountant is not attached because:
Q) 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: Yes No Amount

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.).................... 4a X
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 X

CRECKEEA.) ..ottt a ettt a et as 4b




Schedule H (Form 5500) 2016 Page 4- |1

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 355000

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




H H OMB No. 1210-0110
SCHEDULE R Retirement Plan Information °
(Form 5500) 2016
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Department of Labor 6058(a) of the Internal Revenue Code (the Code).
s h P This Form is Open to Public
Employee Benefits Security Administration D 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
HEALTH RECOVERY SERVICES, INC. 401(K) PROFIT SHARING PLAN plan number
(PN) 4 001
an sponsor’s name as shown on line 2a of Form mployer Identification Number
C Pl ’ h line 2a of F 5500 D Empl Identification Number (EIN
HEALTH RECOVERY SERVICES, INC. 31-0870694

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 1 0
INSIIUCTIONS ...ttt et e bttt e e bt e eh ket o4 bt e o b bt e oo a b et e e bb et e e bbbt e eab e e e e e abb e e e nebe e e sbneeeaas
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): 01-0233346
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
22 OO SRPPURSRPRPO
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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CPAS 6895 E. Main St Rl N. 225 Moats Dr.
& Reynoldsburg, OH 43068 Pickerngton, OH 43147 Circleville, OH 43113
PQTES 614.755.2727 614.83§.8291 740.420.3997
INDEPENDENT AUDITOR’S REPORT
To The Administrative Committee of the
Health Recovery Services, Inc.
401 (k) Profit Sharing Plan
Athens, Ohio 45701
Report on the Financial Statements
We were engaged to audit the accompanying finandial statements of
Health Recovery Services, Inc. 401 (k) Profit SHaring Plan, which

comprise the statements of net assets available f
December 31, 2016 and 2015, and the related stateménts of changes in
net assets available for benefits for the twelwle and five month
periods then ended, and the related notes to the fingncial statements.

or benefits as of

Management’s Responsibility for the Financial Statemé¢nts

Management is responsible for the preparation and f4
these financial statements in accordance with acc
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 financikl statements that
are free from material misstatement, whether due to fraud or error.

ir presentation of
punting principles

. Auditor’s Responsibility

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

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department
and Regulations for Reporting and Disclosure ujf
Retirement Income Security Act of 1974, the ¢
instructed us not to perform and we did not perf
procedures with respect to the information summarize
was certified by John Hancock Retirement Plan Servi
of the Plan, except for comparing the information

of
der
lan
orm,

Labor’s Rules
the Employee
administrator
any auditing
H in Note D, which
res, the custodian
with the related

information included in the financial statement
informed by the plan administrator that the custodia
investment assets and executes investment transs
administrator has obtained a certification from th
and for the twelve and five month periods ended Dec
2015, that the information provided to the plan adi
custodian is complete and accurate.

www.RomineCPAs.com

Members: American Institute of Certified Public Account

5. We have been
h holds the Plan’s
ctions. The plan
e custodian as of
ember 31, 2016 and
hinistrator by the

nts

Ohio Society of Certified Public Accountants



Disclaimer of Opinion

Because of the significance of the matter describe
Disclaimer of Opinion paragraph, we have not be
sufficient appropriate audit evidence to provide a

opinion. Accordingly, we do not express an opinion
statements.

=

Other Matter

The supplemental schedules of assets as of or for H
month periods ended December 31, 2016 and 2015 af
Department of Labor’s Rules and Regulations A
Disclosure under the Employee Retirement Income Se
and are presented for the purpose of additional anal
required part of the financial statements. Because {
of the matter described in the Basis for Disc
paragraph, we do not express an opinion on the supy
referred to above.

and Content in wit]

Report on Form

Regulations

Compliance

The form and content of the information included
statements and supplemental schedules, other than
the information certified by the custodian, have bes
accordance with auditing standards generally acce
States of America and, in our opinion, are prese
with the Department of Labor’s Rules and Regulationg
Disclosure under the Employee Retirement Income Secuj

/thAﬁé C s & Orooeanls
Ohio
2017

Reynoldsburg,
September 13,

l aimer

h DOL Rules

l in the Basis for

n able to obtain

basis for an audit
on these financial

he twelve and five
e required by the
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turity Act of 1974
ysis and are not a

Reporting and
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of Opinion
lemental schedules

and
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HEALTH RECOVERY SERVICES, INC. 401(k) PROFIT SHARIMNG PLAN

STATEMENTS OF NET ASSETS AVAILARLE FOR BENEFITS
December 31, 2016 and 2015

2016 2015
ASSETS
Investments (at fair value) $2,223,82B $2,066,422
Receivables:
Notes receivable from participants 52,26B 41,070
TOTAL ASSETS 2,276,08p 2,108,092
LIABILITIES
TOTAL LIABILITIES D 0
NET ASSETS AVAILABLE FOR BENEFITS $2,276,08p $2,108,092

The accompanying notes are an integral part of the financial statements.

—3—




HEALTH RECOVERY SERVICES, INC. 401(k) PROFIT SHARING PLAN

STATEMENTS OF CHANGES IN NET ASSETS AVAILABLE FOR RENEFTTS
Iwelve and Five Month Periods Ended December 31, 20[L6 and 2015

216 2015
ADDITIONS )
Additions to net assets attributed to:
Investment income:
Investment income gains/loss from
pooled accounts S 1KB3,350 S( 34,923)
183,350 ( 34,923)
Interest income on notes receivable
from participants 2,275 340
Contributions:
Participants 1L1, 447 49,024
Employer 0 0
Rollover/transfer 7,375 2,093,651
11.8,822 2,142,675
TOTAL ADDITIONS 2b4, 447 2,108,092
DEDUCTIONS
Deductions from net assets attributed to:
Benefits paid to participants B7,123 0
Deemed distributions 2,254 0
Administration expenses 7,076 0
TOTAL DEDUCTIONS D6, 453 0
NET INCREASE 167,994 2,108,092
NET ASSETS AVAILABLE FOR BENEFITS
Beginning of year 2,1p8,0092 0

END OF YEAR 52,216,086 $2,108,092

The accompanying notes are an integral part of the financial statements.

-4




HEALTH RECOVERY SERVICES, INC.
NOTES TC FINANCIAL STATEMENTS
December 31, 2016 and 2015

401 (k) PROFIT SHARIN

NOTE A-DESCRIPTION OF PLAN
The following description of the Health Recovery
Profit Sharing Plan provides only general inform
should refer to the Plan agreement for a more con
the Plan’s provisions.

General: The Plan is a defined contribution plan
the Company who have one year of eligibility
twenty-one or older. It is subject to the provis
Retirement Income Security Act of 1974 (ERISA).

Contributions:
pretax annual

Each year, participants may contri
compensation, as defined in the Pla
have attained age 50 before the end of the Plan
.make catch-up contributions. Participants may alsg
representing distributions from other qualified
contribution plans. Participants direct the
contributions into various investment options offed
Plan currently offers various mutual funds as in
participants. During 2016 and 2015, the Compal
contributions.

Participant Accounts: Each participant’s account
participant’s contribution and allocations of Pla
and charged with an allocation of any administrat

the plan. Allocations are based on participant
balances, as defined. The Dbenefit to which a pagy
is the benefit that can be provided from the

account.

Vesting: Participants are immediately vested in
plus actual earnings thereon. Vesting in the Cd
portion of their account is based on years of ser
is 100% vested after six years of credited service.

Notes Receivable from Participants: Participants n
fund accounts a minimum of $1,000 up to a maximum
of $50,000 or 50% of their vested account balar
secured by the balance in the participant’s accou
at rates of prime plus one or two percentage poj
interest is paid ratably through monthly payroll de

(- PLAN

ervices, Inc. 401(k)
btion. Participants
jIplete description of

covering employees of
service and are age
ions of the Employee

bute a percentage of
. Participants who
year are eligible to
o contribute amounts
defined benefit or
investment of their
ed by the Plan. The
yestment options for
iy made no matching

is credited with the
n earnings (losses),
ive expenses paid by
earnings or account
ticipant is entitled
pbarticipant’s vested

their contributions
mpany’s contribution
yice. A participant

ay borrow from their
equal to the lesser
ce. The notes are
't and bear interest
nts. Principal and
fuctions.




HEALTH RECOVERY SERVICES, INC. 401(k) PROFIT SHARIN
NOTES TO FINANCIAL STATEMENTS (continued)
December 31, 2016 and 2015

Payment of Benefits: Benefits are payable tgd
separation from the Company due to retirement, te]
or death. Benefits are also payable upon reachin
event of a financial hardship. Participants can
portion of their vested account balances.

Forfeited Accounts:
accounts totaled $0.

At December 31, 2016 and 2015,

NOTE B-SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES
Estimates

The preparation of financial statements in confo
accepted accounting principles requires the plan 4

estimates and assumptions that affect certain A
disclosures. Accordingly, actual results may
estimates.

Basis of Accounting
The financial statements of the Plan are prepard
basis of accounting.

Investment Valuation and Income Recognition
Investments are reported at fair wvalue.
would be received to sell an asset or paid to tr
an orderly transaction between market participan

date. See Note C for discussion of fair value measu

Notes Receivable from Participants

Fair wvaly

o

5 PLAN
participants upon
'mination, disability

j age 59% or in the
withdraw all or a

forfeited non-vested

Fmity with generally
dministrator to make
eported amounts and
differ from those

d under the accrual

e is the price that
sfer a liability in
at the measurement
rements.

Notes receivable from participants are measurdd at their unpaid
balances plus any accrued but unpaid interest No allowance for
doubtful accounts was required. Delinquent pafticipant loans are

reclassified as distributions based on the terms of

the Plan document.




HEALTH RECOVERY SERVICES, INC. 401(k) PROFIT SHARIN
NOTES TO FINANCIAL STATEMENTS (continued)

December 31, 2016 and 2015
Payment of Benefits

Benefits are recorded when paid.

Expenses

Some operating expenses of the Plan are paid by thd
are therefore excluded from these financial stateme

NOTE C-FAIR VALUE MEASUREMENTS

The Plan’s investments are reported at fair wvalue
statements of net assets available for benefits.
measure fair value may produce an amount that may
net realizable value or reflective of future fair v

b~

-4
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 plan supervisor and
nts.

in the accompanying
The methods used to
not be indicative of
blues.

Fhir Value
Measufements Using:
Qupted Prices
In Aptive Markets
Fofr Identical
Assets
Fair value (Level 1)
December 31, 2016
Units of Sub-Accounts of
John Hancock Life Insurance 52,223,823 52,223,823
Company (U.S.A.) $2,223,823 52,223,823
December 31, 2015
Units of Sub-Accounts of
John Hancock Life Insurance
Company (U.S.A.) $2,066,422 52,066,422
TOTAL 52,066,422 52,066,422
The fair value measurement accounting literature| establishes a fair

value hierarchy that prioritizes
used to measure fair value. This hierarchy cong
levels: Level 1 inputs consist of unadjusted quo
markets for identical assets and have the highesg
inputs consist of observable inputs other than
identical assets (Level 1). Level 3 inputs are u
the lowest priority. The Plan uses appropriate

based on the available inputs to measure the

investments. When available, the Plan measures f3g
1 inputs because they generally provide the most j
fair value. Level 2 inputs are used for investme

-7 =

the inputs to

valuation techniques
ists of three broad
Fed prices in active
t priority. Level 2

quoted prices for
nobservable and have
valuation techniques
fair wvalue of its
ir value using Level
reliable evidence of
nts for




HEALTH RECOVERY SERVICES, INC. 401 (k) PROFIT SHARIN
NOTES TO FINANCIAL STATEMENTS (continued)
December 31, 2016 and 2015

which Level 1 inputs were not available. Level 3
used if Level 1 or Level 2 inputs were not availab
assets requiring the use of Level 2 or 3 ing
presented.

Level 1 Fair Value Measurements.

Mutual fund shares held by sub-~accounts are consi
for those sub-accounts. The sub-account price per

G PLAN

inputs would only be
le. There are no plan
uts for the period

Hered Level 1 assets
unit is declared and
5.A) website.

LAN

tompanying financial
i from data that has
nd accurate by the

December 31, 2015

posted daily on the John Hancock Life Insurance (U.
NOTE D-INFORMATION PREPARED AND CERTIFIED BY CUSTOD
The following information included in the ac
statements and supplemental schedules was obtaineq
been prepared and certified to as complete a
custodian.
December 31, 2016
Investments, at fair value:

Units of Sub-Accounts of
John Hancock Life Insurance

Company (U.S.A.) $2,223,823

NOTE E-INVESTMENTS

The following individually identified investments
of the Plan’s net assets. Investments are at faiqy
by posted market price.

$2,066,422

represent 5% or more
value as determined

December 31, 2016 December 31, 2015
2040 Managed Portfolio $ 175,060 $ -
2030 Managed Portfolio - 152,236
2025 Managed Portfolio 225,218 243,605
2020 Managed Portfolio 205,554 257,704
2015 Managed Portfolio 574,507 -
2010 Managed Portfolio - 750,757
Active Bond Fund 188,341 -
Other (under 5%) 855,143 662,120

$2,223,823

—8—

$2,066,422




HEALTH RECOVERY SERVICES, INC. 401 (k) PROFIT SHARING PLAN

NOTES TO FINANCIAL STATEMENTS (continued)
December 31, 2016 and 2015

NOTE F-PLAN TERMINATION

Although it has not expressed any intent to do so,

the Company has the

right under the Plan to discontinue its contributlons at any time and

to terminate the Plan subject to the provisions of
of Plan termination, participants would become 1
account balances.

NOTE G-RECONCILIATION OF FINANCIAL STATEMENTS TO
5500

ERISA. In the event
00% vested in their

SCHEDULE H OF FORM

The following is a reconciliation of net assets atailable for benefits
per the financial statements to Schedule H of Form B500:

December 31, 2016

Net assets available for
benefits per the

financial statements $2,276,086
Amounts allocated to

Withdrawing participants 0
Accrued contributions not

Included on Form 5500 0
Net assets available for

Benefits per Form 5500 52,276,086

NOTE H-TAX STATUS

The Internal Revenue Service has issued an advis
Plan’s Volume Submitter Profit Sharing Plan is accd
401 of the Internal Revenue Code.

December 31, 2015

$2,108,092
0

0

2,108,092

ory letter that the
ptable under section




HEALTH RECOVERY SERVICES, INC. 401 (k) PROFIT SHARIN
NOTES TO FINANCIAL STATEMENTS (continued)
December 31, 2016 and 2015

NOTE I-RISKS AND UNCERTAINTIES

The Plan invests in various investment secu:
securities are exposed to various risks such as if
and credit risks.
investment securities, it is at least reasonably j
in the values of investment securities will occur
that such changes could materially affect p
balances and the amounts reported in the statd
available for benefits.

NOTE J-SUBSEQUENT EVENTS

Subsequent events have been evaluated through Septq
is the financial statement issuance date.

~10-

G PLAN

fities. Investment
iterest rate, market,

Due to the level of risk associated with certain

bossible that changes
in the near term and
hrticipants’ account
kment of net assets

bmber 13, 2017, which
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Schedule H, line 4i

Schedule of Accete (Hold At End of Year)

For the plan year beginning 08'/61/2015

andending 12/31/2015

Name of plan

Health Recovery Services, Inc. 401 (k) Profit Sharing Plan

Employer identification Number Three-digit
31-0870694 plannumber » go1
(a {b) identity of Issue, t;orrower. lessor, or simitar party © ?a?:céif%:i?:r:;ti,ng;ls;g?;t, g'::f’girnr%gt‘f:#;ie'a?:ete' (d§ Cost {e) Current value
JH Life Insurance 2050 Managed Portfolio 1,581
JH Life Insurance 2045 Managed Portfolio 92,359
JH Life Insurance 2040 Managed Portfolio 62,884
JH Life Insurance 2035 Managed Portfolio 76,116
JH Life Insurance 2030 Managed Portfolio 152,236
JH Life Insurance 2025'Managed Portfolio 243,605
JH Life Insurance 2020 Managed Portfolia 257,704
JH Life Insurange . 2015 Managed Portfolio 19,079
JH Life Insuraﬂce- 2010 Manaqged Portfolio 750,757
JH Life Insurance Vanquard Enerqy Fund 1,530
JH Life Insurance Fidelity Adv Leverage Co Stk 6,044
JH Life Insurance American Century Heritage 9,154
JH Life In;urance Real E;t. Securities 20,049
JH Life Insurance Financiél Industries 1,512
JH Life Insurance Vangquard Small Cap V?iue Indeg 26,055
JH Life-Insuranée John Hancock Intl Growth 3,021
JH Life Insurance Dodge & Cox Stock 57,142
JH Life Insurance Capital World Growth & Income 13,928
JH Life Insurance John Hancock Disciplined Value 6,074
JH Life Insurance Vanquard Mid-Cap Value ETF 17,432
| JH Life Insurance New Perspective 49,660
JH Life Insurance ‘ Utilities 1,552
|JH Life Insurance 'Vanquafd Value Index’ 14,117
JH Life Insurance 1500 Index 14,038
JH Life Insurance Fidelity Contrafund 51,177
JH Life Insurance MFS Emerqging Markets Debt 4,091
JH Life Insurance Federated High Yield Bond 21,177
JH Life Insurance Active Bond Fund 81,945
|JH Life Insurance John Hancock Stable Value 10,404
Participant Loans Interest Rate 4.25%-5.25% -41,670

~12-




Schedule H, line 4i

Schedule of Assets (Held At End of Ydar)
For the plan year beginning 01/01/2016 and ending 12/31/2016
Name of plan
Health Recovery Services, Inc. 401(k) Profit Sharing Plan
Employer Identification Number Three-digit
31-0870694 plan number » go1

o

(b) Identity of issue, borrower, lessor, or similar part

(c) Description of investment including maturity datd
rate of interest, collateral, par, or maturity value

(d)

[Cost

(e) Current value

JH Life Insurance 2050 Managed Portfolio 2,916
JH Life Insurance 2045 Managed Portfolio 93,996
JH Life Insurance 2040 Managed Portfolio 175,060
JH Life Insurance 2035 Managed Portfolio 52,794
JH Life Insurance 2030 Managed Portfolio 37,632
JH Life Insurance 2025 Managed Porxtfolio 225,218
JH Life Insurance 2020 Managed Portfolio 205,554
JH Life Insurance 2015 Managed Portfolio 574,507
JH Life Insurance 2010 Managed Portfolio 0
JH Life Insurance Vanguard Energy Fund 13,527
JH Life Insurance Fidelity Adv leverage Co Stk 5,356
JH Life Insurance American Century Heritage 14,873
JH Life Insurance Real Est. Securities 27,257
JH Life Insurance Financial Industries 1,474
JH Life Insurance Vanguard Small Cap Value Index 45,134
JH Life Insurance John Hancock Intl Growth 2,354
JH Life Insurance Dodge & Cox Stock 100,267
JH Life Insurance Capital World Growth & Income 15,422
JH Life Insurance John Hancock Disciplined Value 5,588
JH Life Insurance Vangquard Mid-Cap Value ETF 32,366
JH Life Insurance New Perspective 66,216
JH Life Insurance Utilities 23,703
JH Life Insurance Vanquard Value Index 17,063
JH Life Insurance 500 Index 16,260
JH Life Insurance Fidelity Contrafund 80,065
JH Life Insurance MFS Emerging Markets Debt 4,591
JH Life Insurance Federated High Yield Bond 32,187
JH Life Insurance Active Bond Fund 188,341

Life Insurance John Hancock Stable Value 51,271
Participant Loans Interest Rate 4.25%-5.25% 52,263
JH Life Insurance Templeton World 8,472
JH Life Insurance Sit Dividend Growth Fund 19,138
JH Life Insurance Parnassus Core Equity Fund 27,722
JH Life Insurance Massachusetts Invesyors Fund 23,292
JH Life Insurance Domini Impact Equity Fund 27,712
JH Life Insurance DFA US Small Cap Fund 6,494

—13-




Form 5500 Annual Return/Report of Employee Benefit Plan OME Hos 121001 10

Department of the Treasury This form is required to be filed for employee benefit plans under sections 104
Internal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Depariment of Labor sections 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2 o 1 6
Employee Benefits Security
Administration > Complete all entries in accordance with
- " the Instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form Is Open to Public
Inspection
8l Annual Report Identification Information
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
D a multiemployer plan; I:] a multiple-employer plan (Filers checking this box must attach a list of

A This return/report is for: il ) i . } ;
. participating employer information in accordance with the form instructions.)

a single-employer plan; a DFE (specify)
B This return/report is: the first return/report; the final return/report; :
an amended return/report; a short plan year return/report (less than 12 months).

C Ifthe plan is a collectively-bargained plan,checkhere . . . . . . . . . L . o s e e e e . P D

D Check box if filing under: E] Form 5558; D automatic extension; D the DFVC program;
D special extension (enter description)

Basic Plan Information --- enter all requested information

1a Name of plan 1b Three-digit plan
Health Recovery Services, Inc. 401 (k) Profit Sharing Plan number (PN) » 001
1¢ Effective date of plan
01/01/2014
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (If foreign, see instructions)
31-0870694
Health Recovery Services, Inc. 2C Plan Sponsor's telephone
number
(740) 592-6724
224 Columbus Road 2d Business code (see
P.O. Box 724 instructions)

US Athens OH 45701 621420

Caution: A penalty for the late or Incomplete flling 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 retum/report, and to the best of my knowledge and belief, it is true, correct, and complete.

Y D (3 Bulobve [99917 [Nancy Doten Colslrrt

SIg;Iaturo of 6Ian administrator Date Enter name of individual signing as plan administrator

/}cuwm &W 6{&&/\_ q-20-17 | Naney Dotsn Pl st

Slgﬁature of em’ployer/plan sponsor Date Enter name’of individual signing as employer or plan sponsor

gnature 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
Skip this question Skip this question

7 ! & &)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2016)
v. 160205

'SEP 25 2017



Form 5500 (2016) __Page 2

3a Plan administrator's name and address IZ] Same as Plan Sponsor 3b Administrator's EIN
3c Administrator's telephone
number
4 Ifthe name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name,
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 5 157
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). ’
f
a(1) Total number of active participants at the beginning of the plan year ¢ & © % . . .« |6a(1) 154 |
|
a(2) Total number of active participants at the end of the planyear . . . . . .. ... .., ... .|6a(@2) 161
b Retired or separated participants receiving benefits C e e v e s e v 4 e st e s e s e . .| 6b 0
C Other retired or separated participants entitled to future benefits L T T o I T 3
d Subtotal. Addlines 6a(2), b, and 6C. + .+ . . . . W . e e e e e e « « .+ .| 6d 164
@ Deceased participants whose beneficiaries are receiving or are entitled to recsive benefits v e e e 0w e 4 .| Be Y
chtaI.AddllnesGdandse.............................6f 164
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
completethisilem)................................Gg 34
h Number of participants that terminated employment during the plan year with accrued benefits that were
Iessthan100%vested...............................Gh 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:

2E 2F 26 273 2K 3D

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

9a Plan funding arrangement (check all that apply) 9b  Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust . 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See Instructions)
a Pension Schedules b General Schedules
(1) E R (Retirement Plan Information) . (1) H (Financial Information)
(2) I:] MB (Multiemployer Defined Benefit Plan and Certain Money (2) I (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) 1 A (Insurance Information)
Boluary (@) C (Service Provider Information)
3) [:I SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6)

G (Financial Transaction Schedules)




Form 5500 (2016) Page 3

5 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
25201012) + v 4 4 4 4w o o []VYes No

If "Yes" is checked, complete lines 11b and 11c.

11b 1s the plan currently in compliance with the Form M-1 filling requirements? (See instructions and 29 CFR 2520.101-2.) . . yes [JNo

11c Enter the Recsipt 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 Insurance Information

(Form 5500) OMB No. 1210-0110
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 6
DO . it il > File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation
v > 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
Health Recovery Services, Inc. 401 (k) Profit Sharing Plan

B Three-digit
plan number (PN)

>

C  Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

Health Recovery Services, Inc. 31-0870694

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

1 __Coverage Information:_

(a) Name of insurance carrier

John Hancock Life Insurance Company (USA)

NAI (e) Approximate number of Policy or contract year
(b) EIN (gZ;d c (d) Contract or persons covered at end of
e identification number policy or contract year (f) From (9) To
01-0233346 65838 119872 40 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
7,370 7,076

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
Ameriprise Financial Services, Inc.

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {8) Organizsion cods
5,322 L

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (8) Organization code
2,048 7,076 5
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

(b) Amount (?f s.algs and base Fees and other commissions paid org %rﬁgalion
commissions paid (c) Amount (d) Purpose e

(a) Name and address of the agent, broker or othe

-~ S S o

I person to whom commissions or fees were paid

(b) Amount of sales and base F d other commissions paid ? ]
commissions paid (c) Amount (d) Purpose Org%.rgl S“°”

(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 pai o)
commissions paid (c) Amount (d) Purpose OrgaAl ation

(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 issions paid @) .
commissions paid (c) Amount (d) Purpose Org%r&éagnon

O W s S LIk 1im ¥

(a) Name and address of the agent, broker or other

person to whom commissions or fees were paid

(b) Amount of sales and base F nd other commissi
commissions paid (c) Amount

' 0)
(d) Purpose Org%rgtgatlon
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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

e this report.
4 Current valus of plan's interest under this contract in the general account at year end o« o o e s s v u_ s 4
§ Current valuo of plan's interest under this contract in separate accounts at year end o 5 & 8w w 5 2,276,086
6 Contracts With Allocated Funds:

a  State the basis of premium rates »

b Premiums paidtocamier . « + ¢« v . . v e e e e e e e e e e e e e e e e e 6b

C Premiums duebut unpaid atthe end oftheyear . . . . . . . . . . . . . .. ... . 6¢c

d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition

or retention of the contract or policy, enteramount » .+« . . . . . . . . . . . . . . 6d

Specify nature of costs  »

€ Typeofcontract (1) D individual policies 2) D group deferred annuity
3) D other (specify) »

f__If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here

»[]

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type on contract (O] D deposit administration (2) D immediate participation guarantee
(3) [ ] guaranteed investment @ []other »

b Balance atthe endofthe previous year .+ v v v v v W w v w w e e e e e e e .| b
C Additions: (1) Contributions deposited duringtheyear + « + +« + . . 7c(1)

(2) Dividends and credits e e e e e e e e e e | Te(2)

(3) Interest credited during the year Cor e e e e e e e e e | Te(3)

(4) Transferred from separate account T T TR i (o ()

(5) Other (specify below) D T T T

4

() Totaladditions + « v « & v 4 0 4 o s e e e e e s e e e e e e e | Te(B)
d Total of balance and additions (addlines7band7¢(6)). . « + + .+ . . . . v ee e e s 7d
© Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by carrier N I =173

(3) Transferred to separate account L T I (-1 &)

(4) Other (specify below) t e e e e e e e e s e e e e e

>

(5) Total deductions T 79e(5)

—1 Balance at the end of the current vear (subtract line 7e(§) fromline 7d) o . . . . . . . . . . . . 7f
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Woelfare 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 organization(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 Lifg insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment h D Prescription drug
i [ stop oss (targe deductible) J [ Hmo contract k[] PP contract I [] indemnity contract

m D Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) Amountreceived + « + + « . . . . 0 4 4 . . . 9a(1)

(2) Increase (decrease) in amountdue butunpaid  + « . . . . . . . 9a(2)

(3) Increase (decrease) in unearned premium reserve Vb oW W e e 9a(3)

(@) Eamed (D+(2-(3) « « + « v v v v e e e e e ... .]  9ald)
b Benefitcharges (1) Claims paid ~ + + « v+ . v . .. . . . . 9b(1)

(2) Increase (decrease) in claim reserves i W W R G s w e o s 9b(2)

(3) Incurred claims (@D (1) @NA(2))  « + + s & 0 0 0 e b e e e e e e e e e e e .. 9b(3)

(4) Claimscharged . « . « &« &« v v 4 v v b e e e e e e e e e e e e e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) ComMISSIONS: « v &+ + 4 v o 4 4 e e e e e e e e 9¢c(1)(A)

(B) Administrative servicoorotherfees « + + + « « . . . . . 9¢(1)(B)
(C) Other specific acquisitioncosts « « v « « « « + o+ . . . . 9¢c(1)(C)
(D) Otherexpenses . + &+ v v v v v v v v v e . 9¢c(1)(D)
(B) Taxese + ¢« v v v v ¢ 4 v 4 e e e e e e e e 9c(1)(E)
(F) Charges for risks or other contingencies ~ + « « +« . . . . . 9c(1)(F)
(G) Otherretentioncharges « + + + & + + + & & & o & o 9c(1)(G)
(H) Totalretention + v v v v & v v v v o 4t v e e e e e . ] 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or Dcredited.) ¢« o 96(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide bensfits after retirement i . 9d(1)
(2) Claimreserves « o v v v v v ¢ 4 b e e e e e e e e e e e e e e e 9d(2)
(3) Otherreserves + v v v v o & o o 4 & v v o o o e e e e e e e e e e 9d(3)
© Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) e & s e e s 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paidtocarfier — +« « o v + 4 v 4 4 4 . . 4 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 s % & @ 10b

Specify nature of costs »

@ Provision of Information

A e

11 Did the insurance company fail to provide any information necessary to complete Schedule A? o v e H Yes MO
12 if the answer to line 11 is "Yes," specify the information not provided. » :




SCHEDULE C Service Provider Information Ll
(Form 5500) 2016
De nt of the Treasury This schedule is required to be filed under section 104 of the Employee
Intemal Revenue Service Retirement Income Security Act of 1974 (ERISA).
gl os AeeTt SRSy L erieton » File as an attachment to Form 5500. This Form Is Open to Public
nsi uaran ral Inspection.
For calendar plan year 20186 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
Health Recovery Services, Inc. 401 (k) Profit Sharing Plan nlan number (PN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN) ’
Health Recovery Services, Inc. 31-0870694 (
I

8| 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 recsived 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)  ............. [X] Yes [:] No

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

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

John Hancock Life Insurance Company 01-0233346
Retirement Plan Servicaes, ET9
P O Box 600

Us Buffalo NY 14201-0600

7

B S P Eor R L PP P S KL

ddress of person who provided you disclosures on

A R S A 122

n

s Bl e R 3L

eligible indirect compensatiol

me and EIN or a

S e

= (EEne

rna

who provided you disclosures on eligible indirect compensation

e oBS TRE e R A

me and EIN or address of person

( bnter

igible indirect compensation

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

For Paperwork Reductlon Act Notice, see the Instructions for Form 5500 Schedule C (Form 550(1”6%% g
V.
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2. Information on Other Service Providers Receivin
answered "Yes" to line 1a above, complete as many entries as ne
(i.e., money or anything else of value) in connection with services

g Direct or Indirect Compensation. Except for those persons for whom you
eded to list each person receiving, directly or indirectly, $5,000 or more in total compensation
rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b) (c) (d) (e) g (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 [

organization, or
person known to be

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

compensation? (sources
other than plan or plan

compensation, for which the
plan received the required

compensation received by
service provider excluding
eligible indirect

provider give you
a formula instead
of an amount

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

a party-in-interest sponsor) disclosures? compensation for which you or estimated
answered "Yes" to element amount?
(M. If none, enter -0-.
Yes[] No[] Yes [] No[] Yes [] No[]

(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

organization, or
person known to be

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

compensation? (sources
other than plan or plan

compensation, for which the
plan received the required

compensation received by
service provider excluding
eligible indirect

provider give you
a formula instead
of an amount

a party-in-interest sponsaor) disclosures? compensation for which you or estimated
answered "Yes" to element amount? §
(M. If none, enter -0-. :
Yes[[] No[] Yes [] No[] Yes [] No[]
a) Enter name and EIN or address (see Instructions) . T
(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

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)

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

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-,

provider give you
a formula instead

of an amount
or estimated
amount?

Yes[:] No[]

Yes [] No[]

Yes [[] No[]
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8l 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 fiducia
or provides contract administrator, consuiting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following

questions for (a) each source from whom the service provider received 31,000 or more in Indi

rect compensation and (b) each source for whom the service

. provider gave you a formula used to determine the indlrect compensaltlon 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
ormula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

() 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
ormula used to determine the service provider's eligibility
for or the amount of the Indirect compensation,

(@) Enter service provider name as it appears on line 2 (b) service Codes

(€) Enter amount of indirect
(see Instructions) compensation

(d)Enter name and EIN (address) of source of indirect compensation

’e) Describe the indirect compensation, including any
ormula used to determine the service provider's ellgibility
for or the amount of the Indirect compensation.
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| Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who falled 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)

() Enter name and EIN

instructions)

or address of service provider (see

Service
Code(s)

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

provide

(a)Enne EIN or address of service provler (se ] ()Nature of (c) Describe the information that the service pvlder falled or refused to
instructions) Service provide
Code(s)

et O it Yl

(@) 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) &e’rvice provide
de(s)

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

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

7 ()aure of|
instructions) gezvkze) provide
ode(s

instructions)

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

| (b)Nature of|

Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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| Termination Information on Accountants and Enrolled Actuaries (see instructions)
il (complete as many entries as needed)
a Name:

C _ Position:

d  Address:

Explanation:

POSIUOH.
d  Address:

Explanation:

Position: e s
d  Address: 8 Telephone:

Explanation:

Name:

a

Cc Positlon:
d  Address:
Explanation:

a Name

C Position:

d Address:

Explanation:




SCHEDULE H Financial Information OMB No. 12100110

(Form 5500)
Department ofthe Treasury This schedule is required to be filed under section 104 of the Employee 2016
Intemal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Dopartment of Labor Internal Revenue Code (the Cods).

Employee Benefits Security Administration

‘ This Form Is Open to Public
b oG » File as an attachment to Form 5500, ‘nmlc’“on
For calendar plan year 20186 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B  Three-digit
Health Recovery Services, Inc. 401(k) Profit Sharing Plan lan number (PN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Idenu’ﬁcaton uI) )
Health Recovery Services, Inc. 31-0870694

1 Current value of plan assets and liabilities at the beginning and end of the pian 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(8) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a spacific dollar
benefit at a future date. Round off amounts to the nearest dollar. MJI:\S. CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,
and 1i. s, PSAs, and 10. als I s 1 . See |ns ons.

(a) Beginning of Year (b) End of Year

a Total noninterest-bearing cash
b Receivables (less allowance for doubtful accounts):

(1) Employer contributions 1b(1)
(2) Participant contributions 1b(2)
(3) Other 1b(3
C General investments:
(1) Interest-bearing cash (include money market accounts & certificates 1¢(1)
of deposit)
(2) U.S. Government securities

(3) Corporate debt instruments (other than employer securities):

(A) Preferred 1c(3)(A)
(B) Al other 1¢(3)(B
(4) Corporate stocks (other than employer securities):
(A) Preferred 1c(4)(A)
(B) Common 1¢(4)(B)
(5) Partnership/joint venture interests 1¢(5)
(6) Real estats (other than employer real property)  wees sassasevasrsnsaseres 1¢(6)
(7) Loans (other than to participants) 1¢(7)
(8) Participant loans 1c(8) 41,670 52,263
(9) Value of interest in common/collective trusts  omeescursens s 1¢(9)
(10) Value of interest In pooled separate accounts ...t 1c(10)
(11) Value of Interest in master trust Investment acCOUNtS wusssensenss e | 1€(11)
(12) Value of interest in 103-12 investment entities ~ vvuvereensenn T 1c(12)
(13) E:;l:se)of Interest in registered investment companies (e.g., mutual 1c(13) 2,066,422 2,223,823
(14) Value of funds held in insurance company general account (unallocated 1c(14)
contracts)
(15) Other 1¢(15)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 Schedule H (Form 5500) 2016

v.160205
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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 1e
f Total assets (add all amounts in lines 1a through 1e) 1§ 2,108,092 2,276,086
Liabilities
g Benefit claims payable 19
h Operating payables 1h
I Acquisition indebtedness 11
j Other liabilities 1)
K Total liabilities (add all amounts in lines 1g through 1j) 1k
Net Assets |
I Net assets (subtract line 1k from line 1f) L 1l l 2,108,092[ 2,276,086 1‘

| Income and Expense Statement i

1=

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 (a) Amount (b) Total
a Contributions:
(1) Received or receivable in cash from: (A) EmpIOYers e sosnsssssasersanas — 2a(1)(A)
(B) Participants 2a(1)(B) 111,447
(C) Others (including rollovers) 2a(1)(C) 7,375
(2) Noncash contributions 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) Sessireveri - 2a(3) 118,822
b Eamings on Investments:
(1) Interest: .
(A) Interest-bearing cash (including money market accounts and
certificates of deposit) 2b(1)(A)
(B) U.S. Government securities 2b(1)(B)
(C) Corporate debt instruments 2b(1)(C)
(D) Loans (other than to participants) 2b(1)(D) "
(E) Participant loans 2b(1)(E) 2,275
(F) Other 2b(1)(F)
(G) Totalinterest. Add lines 2b(1)(A) through (F) 2b(1)(G) 2,275
(2) Dividends: (A) Preferred stock 2b(2)(A)
(B) Common stock 2b(2)(B)
(C) Registered investment company shares (e.g. mutual funds) e, 2b(2)(C)
(D) . Total dividends. Add lines 2b(2)(A), (B), and (C)  «weese 2b(2)(D
(3) Rents 2b(3
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds 2b(4)(A)
(B) Aggregate carrying amount (see instructions) — ...eevervesssine RR—— - | 2b(4)(B
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result  .coeveens wennnee | 2b(4)(C
(8) Unrealized appreciation (depreciation) of assets: (A) Real estate e 2b(5)(A)
(B) Other 2b(5)(B
(C) Total unrealized appreciation of assets. 2b(5)(C)
Add lines 2b(6)(A) and (B)
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(b) Total

(6) Net Investment gain (108s) from common/collective trusts seseeessessesssassensers

(7) Netinvestment gain (loss) from pooled separate aCCOUNtS seuerrsssmesscnressnse

(8) Netinvestment gain (loss) from master trust investment accounts  voeeeeses

(9) Netinvestment gain (10sS) from 103-12 investment entities .eeeecssessassseenenee

(10) Net investment gain (loss) from registered Investment

companles (e.g., mutual funds) 143,349
C Other income
d Total income. Add all income amounts in column (b) and enter total  wwressrines 264,446
Expenses

€ Benefit payment and payments to provide benefits:

(1) Direclly to participants or beneficiaries, including direct rOlOVErS wuwscssesse 2e(1) 87,123

(2) To insurance carriers for the provision of benefits 2¢(2)

(3) Other 2¢(3)

(4) Total benefit payments. Add lines 26(1) through (3) ..esesseersssssessssesssersserns 2e(4 87,123
f Corrective distributions (see instructions) . 2f
g Certain deemed distributions of participant loans (see INSrUCtONS) eevsesrersiensers 2 2,253
h Interest expense 2h
i Administrative expenses: (1) Professional fees 2i(1)

(2) Contract administrator fees 2i(2) 7,076

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

(4) Other 2i(4

(5) Total administrative expenses. Add lines 2I(1) through (4) .....eeeeeerssessessees 2i(5 7,076
j Total expenses. Add all expense amounts in column (b) and enter total ... 2j 96,452

Net Income and Reconciliation

Kk Net income (loss). Subtract line 2] from line 2d
| Transfers of assets:

(1) To this plan

(2) From this plan

mccountant'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):
(1) [[] Unqualified (2) [JQualified (3) [X] Disclaimer _ (4) [[] Adverse

b Did the accountant  perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-1

C_Enter the name and EIN of the accountant (or accounting firm) below: B s A b e
(1) Name: Romine CPAS and Associates (2) EIN: 26-3841391

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

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

207

@V Compliance Questions

4  CCTsand P$As 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 |Es also do not complete lines 4j and 41. MTIAs also do not complete line 4I.

During the plan year:

a  Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer "Yes" for any prior year faliures until
fully corrected. (See instructions and DOL's Voluntary Fiduclary Correction Program.)  seeessssssssssses

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of planyear 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

- checked.)
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Amount

¢ 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.)
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 lIl if "Yes" is
checked.)
@ Was this plan covered by a fidslity bond?
f Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by
fraud or dishonesty?
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?
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? wessssssessieses
I Did the plan have assets held for investment? (Attach schedule(s) of assets if "Yes" is checked, and [
see instructlons for format requirements.)
] Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactlons if "Yes" Is checked, and
see instructions for format requirements.)
k Were all the plan assets elther distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC?
Has the plan failed to provide any benefit when due under the plan?
m  Ifthis is an Individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.)
n If4mwas 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.

o Defined Benefit Plan or Money Purchase Pension Plan Only: - Skip this question
Where any distributions made during the plan year to an employee who attained age 62 and had not
separated from service

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 . . . ] Yes [X] 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)

§c Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021.)%uee[_]Yes [ INo [C] Not determined
If "Yes" Is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year (See instructions.)

g Trust Information - Skip These Questions
6a Name of trust ) 6b Trust's EIN

6c Name of trustee or custodian 6d Trustee's or custodian's telephone number




Schedule H, line 4i

Schedule of Assets (Held At End of Year)

For the plan year beginning 01/01/2016 andending 12/31/2016

Name of plan

Health Recovery Services, Inc. 401(k) Profit Sharing Plan

Employer Identification Number Three-digit

31-0870694 plan number 001

{a) (b) Identity of issuse, borrower, lessor, or similar part (¢) Description of investment including maturity datd, (d) Cost (e) Current value

rate of interest, collateral, par, or maturity value

JH Life Insurance 2050 Managed Portfolio 2,916
JH Life Insurance 2045 Managed Portfolio 93,996
JH Lifa Insurance 2040 Managed Portfolio 175,060
JH Life Insurance 2035 Managed Portfolio 52,794
JH Life Insurance 2030 Managed Portfolio 37,632
JH Life Insurance 2025 Managed Portfolio 225,218
JH Life Insurance 2020 Managed Portfolio 205,554
JH Life Insurance 2015 Managed Portfolio 574,507
JH Life Insurance 2010 Managed Portfolio 0
JH Life Insurance Vanguard Energy Fund 13,527
JH Life Insurance Fidelity Adv Leverage Co Stk 5.356
JH Life Insurance American Century Heritage 14,873
JH Life Insurance Real Est. Securities 27,257
JH Life Insurance Financial Industries 1,474
JH Life Insurance Vanguard Small Cap Value Index 45,134
JH Life Insurance John Hancock Intl Growth 2,354
JH Life Insurance Dodge & Cox Stock 100,267
JH Life Insurance Capital World Growth & Income 15,422
JH Life Insurance John Hancock Disciplined Value 5,588
JH Life Insurance Vanguard Mid-Cap Value ETF 32,366
JH Life Insurance New Perspective 66,216
JH Life Insurance Utilities 23,703
JH Life Insurance Vanguard Value Index 17,063
JH Life Insurance 500 Index 16,260
JH Life Insurance Fidelity Contrafund 80,065
JH Life Insurance MFS Emerging Markets Debt 4,591
JH Life Insurance Federated High Yield Bond 32,187
JH Life Insurance Active Bond Fund 188,341
JH Life Insurance John Hancock Stable Value 51,271
Participant Loans Interest Rate 4.25%-5.25% 52,263
JH Life Insurance Templeton World 8,472
JH Life Insurance S8it Dividend Growth Fund 19,138
JH Life Insurance Parnassus Core Equity Fund 27,722
JH Life Insurance Magsachusetts Invesyors Fund 23,292
JH Life Insurance Domini Impact Equity Fund 27,712
JH Life Insurance DFA US Small Cap Fund 6,494
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Department of the Treasury
Intemal Revenus Service

Department of Labor
Employee Benefits Security Administration

Retirement Plan Information

OMB No. 1210-0110

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

2016

This Form Is Open to Public

> Flle as an Attachment to Form 5500, Inspaction.
Penslon Bensfit 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
Health Racovery Services, Inc. 401(k) Profit Sharing Plan plan number
(PN) > 001

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

Health Recovery Services, Inc. 31-0870694 I
LU  Distributions f
Il 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 » . . . . . . R T 1 Y

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): 01-0233346
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

T T T T T T T T T T T T S

3

Funding Information (if the plan Is not subject to the minimum funding requirements of section 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)?. . .

[ Yes I No [ Nna
If the plan Is a defined benefit plan, go to line 8.
5  If awaiver of the minimum funding standard for a prior year Is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remalnder of this schedule.
6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding " I
a f
deficiency not waived) . . . E oW W W ow e oE s e ;
Enter the amount contributed by the employer to the plan for this plan year e e o e e s 6b ‘
Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount) L [
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢c be met by the funding deadline? . . . . . . ] Yes [] No ] NA
8 Ifachange In actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree with thechange? . . . . o+ .+ v o . . v . 44 .. .. . O ves O] No L] Nia
Gl Amendments
9 Ifthis Is a defined benefit pension plan, were any amendments adopted during this plan
ear that increased or decreased the value of benefits? If yes, check the appropriate
gox If no, check the "No"box . . . + + + . . y. W e w w6 s [ increase  [] Decrease [] Both CJ Ne
ESOPs (see instructions). If this is not a plan described under Section 409(3) or 4975(e)(7) of the Internal Revenue Code,
kip this Part.
10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? . [ Yes (] No
11 a Does the ESOP hold any preferred stock? . . . e e e .« . [Yes [INo
b Ifthe ESOP has an outstanding exempt loan with the employer as lender is such loan part of a back-lo back" loan?
[Jyes []No
(See instructions for definition of "back-to-back” loan.) o ® ¥ F 8 B & % W 4 5 % e & % e v e e w .
12 Does the ESOP hold any stock that is not readily tradable on an established securities market? . . . . . . . . (] Yes []No

For Paperwork Reductlon Act Notice, see the Instructions for Form §500. Schedule R (Form 5§500) 2016

v.160205



Schedule R (Form 5500) 2016 Page 2

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. Complste as many entries as nesded to report all applicable employers.

a  Name of contributing employer

b EIN € 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

e  Contributlon rate information (if more than one rate applies, check this box [Jand see instructions regarding required attachment. Otherwiss,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unitmeasure: [_] Hourly ~ [] Weekly  [_] Unit of production

‘ [CJother (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 E]
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

©  Contribution rate information (if more than one rate applies, chack this box [[Jand see instructions regarding required attachment, Otherwise,
complete lines 13e(1) and 13e(2).)

(1) Contribution rate (in dollars and cents)
(2) Base unit measure: [_] Hourly [] weekly  [] Unit of production

[CJother (specify):

a aef contributing eployer

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 E] and see instructions regarding required attachment. Otherwiss,
complete lines 13e(1) and 13e(2).)

(1) Contribution rate (in dollars and cents)
(2) Base unit measure: [_] Hourly [C] weekty  [] Unit of preduction

[CJother (specify):

a Nme of ootributlng 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 [:]
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

©  Contributlon 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: [ ] Hourly [] weekly  [] Unit of production

[CJother (specify):

Name of contributing employer

a
b EIN C___Dollar amount contributed by employer
d

Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agresment, check box ]
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 [[Jand ses instructions regarding required attachment. Otherwiss,
complete lines 13e(1) and 136(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unitmeasure: [_] Hourly ] weekly  [] Unit of production

[CJother (specify):

a  Name of contributing employer

b EN C _Dollar amount contributed by employer

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

€  Contribution rate Information (if more than one rate applies, check this box E] and see instructions regarding required attachment. Otherwiss,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: [_] Hourly ] weekly [ unit of production [CJother (specify):




Schedule R (Form 5500) 2016 Page 3

14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

@ Thecurrentyear. « +» « v v v 4 4 4 4 e e e e e e e e e e e e e e v ] 142
b The plan year immediately preceding the current planyear » . . . . . . 4 v 0 e b e e . 14b
C Thesecond precedingplanyear . . . . & & & v v 4 v v e e e e e e e e e e e 14¢

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 currentplanyear . . . . . . .| 15a
b The corresponding number for the second preceding planyear  « « « « v 4 4 4 4 4 4 e . . 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 planyear . . . . . . . . . . .| 16a

b Iifline 16ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawnemployers . = v v v v 4 v « o « v 4 s b . e 0 . .

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 anattachment. . . . . . . . . . . .. L L 000w,

SRS Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 i 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 R I I I I I I e e

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-GradeDebt: _____ % High-YieldDebt: _____ % RealEstate: ________ % Other b
b Provide the average duration of the combined investment-grade and high-yeild debt;
[Jo-3years []36years [[]6-9years []9-12years [] 12-15years [] 15-18 years [_] 18-21years [ ] 21 years or more
C What duration measure was used to calculate line 19(b)?
(] Effective duration  [] Macaulay duration [_] Modified duration [ Other (specify):

IRS Compliance Questions - Skip These Questions

i R Tl T T U ——————— S | gy £ O No
D Design-based D "Prior year"
20b How did the plan satisfy the nondiscrimnation requirements for employee deferrals under section safe harbor ADP test
401(k)(3) for the plan year? Check all that @ppPlY. «uveveeeereserereosacrrenansannsnassessssossesasseeanes "Current year"
L) AP test [ wa
21a what testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio Average NiA
year? Check all that @pply.  +eviveveesssrerirsnsrarsenrnesnereenrnesesoesesssncsesesrcnsasecencerance | L fertcentage O benefit test O
es!
21b Did the plan satisfy the coverage and nondiscriminationn requirements of sections 410(b) and 401(a)(4) [ Yes ] No
for the plan year by combining this plan with any other plan under the permissive aggregation rules? ..

22a |f the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opion letter or advisory letter, enter the date of
the letter / / and the serial number .

22b Ifthe planis an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination
letter / / .




Schedule H, line 4i

Schedule of Assets (Held At End of Year)

For the plan year beginning 01/01/ 2016

and ending 12/ 31/ 2016

Name of plan

Heal t h Recovery Services, Inc. 401(k) Profit Sharing Pl an

Employer Identification Number Three-digit
31- 0870694 plan number  » 001
(@) (b) Identity of issue, borrower, lessor, or similar part] (c) Description of investment including maturity date, (d) Cost (e) Current value

rate of interest, collateral, par, or maturity value

JH Life | nsurance 2050 Managed Portfolio 2,916
JH Life | nsurance 2045 Managed Portfolio 93, 996
JH Life | nsurance 2040 Managed Portfolio 175, 060
JH Life | nsurance 2035 Managed Portfolio 52,794
JH Life | nsurance 2030 Managed Portfolio 37,632
JH Life | nsurance 2025 Managed Portfolio 225,218
JH Life | nsurance 2020 Managed Portfolio 205, 554
JH Life | nsurance 2015 Managed Portfolio 574, 507
JH Life | nsurance 2010 Managed Portfolio 0
JH Life | nsurance Vanguard Energy Fund 13, 527
JH Life | nsurance Fidelity Adv Leverage Co Stk 5, 356
JH Life | nsurance Anerican Century Heritage 14,873
JH Life Insurance Real Est. Securities 27, 257
JH Life Insurance Fi nanci al | ndustries 1,474
JH Life | nsurance Vanguard Snmal| Cap Val ue | ndex 45, 134
JH Life Insurance John Hancock Intl G owh 2,354
JH Life | nsurance Dodge & Cox Stock 100, 267
JH Life | nsurance Capital World Gcowth & | ncone 15, 422
JH Life | nsurance John Hancock Disciplined Val ue 5, 588
JH Life | nsurance Vanguard M d- Cap Val ue ETF 32, 366
JH Life | nsurance New Per spective 66, 216
JH Life Insurance Utilities 23,703
JH Life | nsurance Vanguard Val ue | ndex 17,063
JH Life Insurance 500 | ndex 16, 260
JH Life | nsurance Fidelity Contrafund 80, 065
JH Life | nsurance M-S Ener gi ng Markets Debt 4,591
JH Life | nsurance Feder ated Hi gh Yi el d Bond 32,187
JH Life Insurance Active Bond Fund 188, 341
JH Life Insurance John Hancock Stable Val ue 51, 271
Parti ci pant Loans Interest Rate 4.25% 5. 25% 52,263
JH Life | nsurance Tenpl eton World 8,472
JH Life Insurance Sit Dividend G owh Fund 19, 138
JH Life | nsurance Par nassus Core Equity Fund 27,722
JH Life | nsurance Massachusetts | nvesyors Fund 23,292
JH Life | nsurance Donmi ni | npact Equity Fund 27,712
JH Life | nsurance DFA US Smal |l Cap Fund 6, 494




