Form 5500

Department of the Treasury
Internal Revenue Service

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).

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

OMB Nos. 1210-0110
1210-0089

2016

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

and ending  12/31/2016

A This return/report is for: D a multiemployer plan

D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

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

a single-employer plan
B This return/report is: D the first return/report

D an amended return/report

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

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 1b Three-digit plan 004
SALEM REGIONAL MEDICAL CENTER 403B PLAN number (PN) »
1c Effective date of plan
01/01/2009
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) 34-1041385
SALEM COMMUNITY HOSPITAL 2C Plan Sponsor's telephone
SALEM REGIONAL MEDICAL CENTER number
330-332-7302
1995 EAST STATE STREET 2d Busine;s code (see
SALEM, OH 44460 instructions)
622000

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

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

HSIIECI;I\IIE Filed with authorized/valid electronic signature. 10/12/2017 BARB HIRST
Signature of plan administrator Date Enter name of individual signing as plan administrator
Sécée'\é Filed with authorized/valid electronic signature. 10/12/2017 MIKE GIANGARDELLA
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)
MCCREADY & KEENE, INC.
MCCREADY & KEENE, INC.

P. O. BOX 6094
INDIANAPOLIS, IN 46206-6094

Preparer’s telephone number

800-261-9618

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 850
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) 834
a(2) Total number of active participants at the end of the PIAN YK ...........ccccveiiviirivererereieieiceeeeree e 6a(2) 631
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 23
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 654
€ 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 654
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 69 290
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 3
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:
2M 2L 2F 2G 3H 2T
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) _2_ 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 B Three-digit
SALEM REGIONAL MEDICAL CENTER 403B PLAN plan number (PN) [ 004
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SALEM COMMUNITY HOSPITAL 34-1041385

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
AMERICAN UNITED LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . s persons covered at end of
code identification number policy or contract year (f) From (9) To
35-0145825 60895 K00222 290 07/01/2016 12/31/2016

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2016
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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 1053468
5 Current value of plan’s interest under this contract in separate accounts at year end...................ccccooveveveveeereennn.. 5 0
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ..........vveeceeeeeetetceeeeee ettt e sttt en s s sttt et et et et es s nenssene st e teaesan s s e 6b
C  Premiums due but unpaid at the end of the year ... 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCY, ENLEr AMOUNL. .........coiiiiiiiiiii et e e e e e e e e sabeeee e e e aes
Specify nature of costs P
€  Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: 1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment 4) other P GROUP ANNUITY CONTRACT
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e 7b 0
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1) 37925
(2) DIVIdENds aNd CrEAILS............c.oveieeeeeeeeee et 7c(2) 0
(3) Interest credited dUMNG the YEAI.........c.cvieveeeeeeeeeeeeeeeee e, 7c(3) 6185
(4) Transferred from separate account .. | 7c(4) 50963
(5) Other (SPECITY DEIOW) ..........vvveeeieeeeeeestee et 7c(5) 1021425
P TRANSFER FROM OUTSIDE SOURCE
(B)TOtal AAUItIONS ......vvevereereercees e 1116498
d Total of balance and additions (add lines 7b and 7c(6)). 1116498
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 11107
(2) Administration charge made by Carfier...........cccocovveveuevevereereeerereenan 7e(2) 960
() Transferred to SEPArate ACCOUNL .............ccevevevereeerrererereeiesesesesenenenenens 7e(3) 50963
(4) Other (specify below) 0
4
(5) TOLAI EAUCHONS ........ovoveeeeeeeeee ettt ee et e et n e et en et s e st eneseen s 7e(5) 63030
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. 7f 1053468
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2016

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A Name of plan B Three-digit
SALEM REGIONAL MEDICAL CENTER 403B PLAN plan number (PN) ) 004

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

SALEM COMMUNITY HOSPITAL

D Employer Identification Number (EIN)
34-1041385

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

MASSACHUSETTS MUTUAL LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . s persons covered at end of
code identification number policy or contract year (f) From (9) To
04-1590850 65935 MR 60257-1 0 01/01/2016 09/09/2016

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

1309

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

SECURITES AMERICA INC

12325 PORT GRACE BLVD
LAVISTA, NE 68128

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1309

N/A

1

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Page 3

Part Il Investment and Annui

ty 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
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ..........vveeceeeeeetetceeeeee ettt e sttt en s s sttt et et et et es s nenssene st e teaesan s s e 6b
C  Premiums due but unpaid at the end of the year ... 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCY, ENLEr AMOUNL. .........coiiiiiiiiiii et e e e e e e e e sabeeee e e e aes
Specify nature of costs P
€  Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: 1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment 4) other P GROUP ANNUITY CONTRACT
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e 7b 817263
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1) 52225
(2) DIVIdENds aNd CrEAILS............c.oveieeeeeeeeee et 7c(2) 0
(3) Interest credited dUMNG the YEAI.........c.cvieveeeeeeeeeeeeeeeee e, 7c(3) 8943
(4) Transferred from separate account .. 7c(4) 0
(5) Other (SPECITY DEIOW) ..........vvveeeieeeeeeestee et 7c(5) 5686
P 403B TRANSFERS
(B)TOtal AAAILIONS ..o 66854
d Total of balance and additions (add lines 7b and 7c(6)). 884117
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 33607
(2) Administration charge made by Carmier...........c.cccovevoveveveveueeeeeeeeeeeeen 7e(2) 2
() Transferred to SEPArate ACCOUNL .............ccevevevereeerrererereeiesesesesenenenenens 7e(3) 850508
(4) Other (specify below) 0
4
(5) TOLAI EAUCHONS ........ovoveeeeeeeeee ettt ee et e et n e et en et s e st eneseen s 7e(5) 884117
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. 7f 0
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

Specify nature of costs.

Part IV Provision of Information

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

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




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 » 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
SALEM REGIONAL MEDICAL CENTER 403B PLAN plan number (PN) > 004
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SALEM COMMUNITY HOSPITAL 34-1041385

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
MASSACHUSETTS MUTUAL LIFE INS. CO.

04-1590850
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
JOHN RILEY, RILEY BENEFITS AND INV. 8415 PULSAR PLACE STE 210
COLUMBUS, OH 43240
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
M & T BANK
16-0538020
(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
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2016

Page 3 -

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

SECURITIES AMERICA INC

11-2551174
(b) ©) (d) N o (0 | @ ()
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -O-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
53 SHAREHOLDER 0 9490
SERVICE PROV Yes No D Yes D No Yes [[ No
(a) Enter name and EIN or address (see instructions)
MCCREADY & KEENE INC
35-0500670
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

153850

NONE

5613]

Yes D No

Yes |:| No |:|

Yes |:[ No |:[

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

MASSACHUSETTS MUTUAL LIFE INS. CO.

04-1590850
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

by the plan. If none,
enter -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?

52 60 63 64
68 72

CONTRACT
ADMINISTRATOR

20

Yes No D

Yes No D

Yes No [[
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(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

SECURITIES AMERICA INC

53 9490

(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.

MASSACHUSETTS MUTUAL LIFE INS. CO.

04-1590850

COMMISSIONS AND FEES

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

72 0

(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.

PREMIER MONEY MARKET FD BABSON

04-3212059

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

72 0

(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.

SEL GR OPPORTUNITIES FD SANDS/JSP

04-3512589

BASIS POINTS * PLAN ASSETS
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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

MASSACHUSETTS MUTUAL LIFE INS. CO.

72 0

(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.

SELECT FNDMNTL VAL FD WELLINGTON

04-3584138

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) service Codes (c) Enter amount of indirect
(see instructions) compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

PRUDENTIAL HIGH-YIELD FUND

13-2974999

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) Service Codes (c) Enter amount of indirect
(see instructions) compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

FRANKLIN SMALL CAP GROWTH FUND

13-3151768

BASIS POINTS * PLAN ASSETS
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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

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

ALGER CAPITAL APPRECIATION FUND

13-3733280

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

OPPENHEIMER INTERNATIONAL GR FUND

13-3867060

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

FRANKLIN MUTUAL GLOBAL DISCOVERY FD

22-6586780

BASIS POINTS * PLAN ASSETS
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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

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

TOTAL RETURN FUND PIMCO

33-0239892

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

ALLIANZGI NFJ SMALL CAP VALUE FUND

33-0457728

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

AMERICAN FUNDS EUROPACIFIC GROWTH

95-1411037

BASIS POINTS * PLAN ASSETS
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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

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

OPPENHEIMER INTERNATIONAL BOND
FUND

84-1308320

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

WELLS FARGO DISCOVERY FUND

41-0449260

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

60 0

(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.

WELLS FARGO SPECIAL MID CAP VAL FD

41-0449260

BASIS POINTS * PLAN ASSETS
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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
(see instructions)

(c) Enter amount of indirect
compensation

MASSACHUSETTS MUTUAL LIFE INS. CO.

60

0

(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.

AMER FUNDS WASH MUTUAL INVS FUND

66-0793788

BASIS POINTS * PLAN ASSETS

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
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
(see instructions)

(c) Enter amount of indirect
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

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
Department of Labor Internal Revenue Code (the Code).

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
SALEM REGIONAL MEDICAL CENTER 403B PLAN plan number (PN) Y 004

C Plan sponsor’'s name as shown on line 2a of Form 5500
SALEM COMMUNITY HOSPITAL

D Employer Identification Number (EIN)
34-1041385

‘ 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
b Receivables (less allowance for doubtful accounts):
(1) Employer contribULIONS...........coiiiiiiiiiiieiiic e
(2) Participant CONtriDULIONS ..........coiviiiiiiiieiic e

(63 0.1 =T PP TUUPPRPTRI

C General investments:
(1) Interest-bearing cash (include money market accounts & certificates
of deposit)

(2) U.S. Government securities ..
(3) Corporate debt instruments (other than employer securities):

(A) Preferred ......oooiii e

(B) Al OThET ...t
(4) Corporate stocks (other than employer securities):

(A) Preferred ......oooiii e

(B) COMIMON. ...ttt ettt et e b e e et eeaeeeas
(5) Partnership/joint venture iNterests ...........coceeviiiiiiiieeniie e
(6) Real estate (other than employer real property)........ccccceeevvieeencieenne.
(7) Loans (other than to participants)

(8) Participant [0@NS...........cccccovciiieiniiiieniiiceieenn
(9) Value of interest in common/collective trusts
(10) Value of interest in pooled separate accounts ...........ccccccvvveveeeieiinnennn.
(11) Value of interest in master trust investment accounts .............ccccccveeennee

(12) Value of interest in 103-12 investment entities............ccoccvvveveeeinniiienenn.
(13) Value of interest in registered investment companies (e.g., mutual

(14) Value of funds held in insurance company general account (unallocated
contracts)

(25) OthET ..

la

1b(1)

9259

23529

1b(2)

1b(3)

1c(1)

28310

1c(2)

1e(3)(A)

1c(3)(B)

Le(#)(A)

1c(4)(B)

1c(5)

1c(6)

1c(7)

1c(8)

1c(9)

1c(10)

1c(11)

1c(12)

1c(13)

5871322

6297638

1c(14)

817263

1053468

1c(15)

0

0

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) 0 0
(2) Employer real property 1d(2)
€ Buildings and other property used in plan operation ............c.ccccevvieeeiiineenns le
f Total assets (add all amounts in lines 1a through 1€) .........cccccccvoveeeveennnne. 1f 6697844 7402945
Liabilities
0 Benefit Claims PaYabIE.........coriririiiieeieieieieeie et 19
' Operating PayabIes .............cccccvovivieeeeeeeeee e 1h
| ACQUISItION INDEDEANESS .......c.e.vveeeeececeeeeeee e 1i
] Other lIADIIHES ........cvvieceieeieee ettt 1j
K Total liabilities (add all amounts in lines 1g throughlj) .........cccocevrrevevevennne. 1k 0 0
Net Assets
| Net assets (subtract line 1k from liNe 1) .........cccoeveveveveeeeeeeeeeeeeeesenesennas ‘ 1l ‘ 6697844 7402945

Part 1l |Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) EMpIOYers..........c.ccccceeuevevenen. 2a(1)(A) 41413

(B)  PAMICIDANES. ... ...voeeeeeeeeeeseeseee e tes st en s ene s 2a(1)(B) 769214

(C) Others (INCIUING FOIOVETS) ..........vveeeeveeeeeeeeeeeeee e 2a(1)(C) 75706
(2) NONCASh CONHBULIONS ......cevveieeeeeieeee st 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 886333

b Earnings on investments:

(1) Interest:

(A) Inte_rgst—bearing cash (including money market accounts and 2b(1)(A)

certificates of dEPOSIL).......ccoiueiiiiiiiiiiiiee e

(B) U.S. GOVErNMENt SECUMHES ......cv.v.vecvereceeeeeeeeeeceeeeseneseseeeesenneneans 2b(1)(B)

(C) Corporate debt INSIIUMENLS.............cceueveverereeeereeeieieesereseeeneens 2b(1)(C)

(D) Loans (other than to PArtiCiPANS)...........ccccvevveeeeeeuerereiererereeeneneeens 2b(1)(D)

(E) PartiCipant I0@NS ........c.c.eveveveveeeececeeeeeeeeeteteseseeesesesas e en s 2b(1)(E)

(F)  OMNET oot 2b(1)(F) 15128

(G) Total interest. Add lines 2b(1)(A) through (F)........ccceeveveveverereeenennns 2b(1)(G) 15128
(2) Dividends: (A) Preferred StOCK............ccvvveeueuerererereeeeeseeeseeeeeee e, 2b(2)(A)

(B)  COMMON SOCK.........v.vereerieesieeeseeeeseeesees et enes s eneseen s seneneneas 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds)............ 2b(2)(C) 193095

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 193095
(B) RENES ...ttt ettt ee ettt s et en s st e 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.. 2b(4)(A)

(B) Aggregate carrying amount (see instructions)................ 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ............... 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...................... 2b(5)(A)

(=) T L1 T=Y SO 2b(5)(B)

) A0 e 2 (5)(A) a1 B) oot 26(5)(C) 0
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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) 391111
€ Other INCOME ..ttt e e e e et e e e e e e aebbeeeeas 2c 0
d Total income. Add all income amounts in column (b) and enter total....................| 2d 1485667

Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 828529

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

() 1111 SRR 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3)......cccceeververiieiiennnnnn, 2e(4) 828529
f Corrective distributions (S€€ INSTUCHIONS) ..........c.evevereeeeireierereieies e 2f
g Certain deemed distributions of participant loans (see instructions)................. 29
N INEErESt EXPENSE ..ot 2h
i Administrative expenses: (1) Professional fees............cccooveeeereveesessenennns 2i(1) 5613

(2) Contract adminiStrator fEES.......c.virieiiierie e eree e 2i(2) 20

(3) Investment advisory and management fees..........cccocvieeniiiiinieeenieeesnine. 2i(3) 466

(B) ONET c.ooooeeeee et 2i(4) 0

(5) Total administrative expenses. Add lines 2i(1) through (4)........ccccveverrnnen, 2i(5) 6099
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 834628

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d 2k 651039
| Transfers of assets:

(1) TO thiS PIAN .....eeeeitie et 21(1) 94099

(2) From this Plan.........c.cooiiiiiiiieii et 21(2) 40037

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:HACK STEER AND COMPANY (2) EIN: 20-5607042

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
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Yes No Amount

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

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

€  Was this plan covered by a fidelity DONA?...........ooiiiii e s 4e X 500000

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
Fraud OF AISNONESLY? ...ttt b et b e s bt e sab e e b e e sae e sbeesabeebeesaneenneenneeaans Af X

0 Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer?..........cocceeevererienenieneere e 49 X

h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ................... 4h X

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

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

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

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

By 0 0 B TP am X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of

the exceptions to providing the notice applied under 29 CFR 2520.101-3.........cccccevrrienienenieene e 4n X

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)

SALEM COMMUNITY HOSPITAL R.N. MATCHING RETIREMENT 403B PLAN 34-1041385 005

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

|Part Vv |Trust Information

6a Name of trust 6b Trust's EIN

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500)

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

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
SALEM REGIONAL MEDICAL CENTER 403B PLAN plan number
(PN) 4 004
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SALEM COMMUNITY HOSPITAL 34-1041385

Part | Distributions

All references to distributions relate only to payments of benefits during the plan year.

1 Total value of distributions paid in property other than in cash or the forms of property specified in the
instructions

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

EIN(s): 04-1590850 75-3182674

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

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
VAT .vvteieeetete ettt ettt ettt ettt ettt ettt et et et e At et b e st et et et A et A et oA At et ettt et et e et en et et et et et et e et ne et re et reseten
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)
4 |s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .......oveveeveerrrernnes |:| Yes D No |:| N/A

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

5 If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
deficiency not waived) ....................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year.............ccccocoeveeeeverereveeeceeeenns 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ Negative @MOUNT) ..........cceiiiiiiii e 6¢C
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline?...............cccccveeereeriiiennene, D Yes D No D N/A
8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNGE? ..........ooiiiiii e D Yes D No D N/A
‘ Part Ill ‘ Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

DOX. 1f NO, ChECK the “NO” DOX.......ceeeee ettt D Increase D Decrease D Both D No
| Part IV | ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.
10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?................. : Yes D No
11 a Doesthe ESOP hold any Preferr@d SOCK? ...........c.oviveuieueueeeeeeeeeeeeeeeeeeeeee et et eeeteeete e eae et et ee et eas e e e eteae et eseee et e s et eseetean et ereenesenn e : Yes D No
b Ifthe .ESOP has an outs.ta.r?ding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No
(See instructions for definition of “back-t0-back” 10aN.) ..............cccoiiiiiiiii
12  Does the ESOP hold any stock that is not readily tradable on an established SECUMtIES MArKE? .............covvveeeeereeeeeeeeeee e []Yes [] No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2016

v. 160205
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

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

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer
of the participant for:
B THE CUITENE YA ..o eeeeeeeeeeee ettt et e e e et et et et et e e e e et e e e et e s et et e e s eeeeee et eeeeeeeeee e e s eeeeeeeeneees 14a
b The plan year immediately preceding the CUITENt PIan YEar..............ccceeeeveveeeeeeeeeeeee e en e 14b
C  The second PreCeding PIAN YA .........ccuuii ittt ettt et e et ettt e st e et e e bt e e e e nneees 1l4c
15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:
a The corresponding number for the plan year immediately preceding the current plan year...........cccccovcvveiinen. 15a
b The corresponding number for the second preceding PIAN YA .............ccoveueueeeeeererireeeeeeeeeeeeeserererenesenanen 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
a Enter the number of employers who withdrew during the preceding plan year ..........ccccoiiiiiiiiiiiiiiiiiieeeeenns 16a
b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh WIthdrawn EMPIOYEIS ..ot e e e e st e e e e e s s b e e e e e e s sinbeneeaaaas
17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENt. ... e s r e e e et s s st e e s s s s st e e s s e aenes |:|
| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans
18

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

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years D 3-6 years |:| 6-9 years |:| 9-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate line 19(b)?
D Effective duration |:| Macaulay duration |:| Modified duration D Other (specify):
‘ Part VIl ’ IRS Compliance Questions
20a Is the plan a 401(K) plan? If “NO,” SKIP D ...cveviviveeeeieeeieteteeec ettt n s D Yes D No
D Design-based “Prior year”
20b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section safe harbor ADP test
401(k)(3) for the plan year? Check all that appIY: .......ooieerieeie e D “Current year” D N/A
ADP test
21a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio Average
year? Check all thAt @PPIY: .......cceeeeeeeeeeeeceeee et ettt ee ettt et e e et ee et s eass et et et eteaeseee s s seeseenneans D percentage benefit test |:| N/A
test
21b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4) D Yes D No
for the plan year by combining this plan with any other plan under the permissive aggregation rules? ......

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

the letter / / and the serial number

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

letter /
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HACK, STEER & COMPANY, LLC
314 E. 2nd Street

Salem, Cdhbe 44460

{330} 337-8713

Fax (3309 3373127

INDEPENDENT AUDITOR'S REFORT

Eetirement Plan Trustees
Selem Regional Medical
Center 403(h) Plan

Salem, Ohio

Report on the Financial Statements

We were engaged 1o audit the accompanyving financial statements of Salem Regional Medical
Center 403(b) Plan, which comprise the statements of net assets aveilable for benefits as of
December 31, 2016 and 2015, and the related statements of changes in net assets available for
benefits for the vears then ended, and the related notes to the financial statements.

Management's Responsibility for the Financial Statements

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

Apnditor's Responsibility

Onur responsibility is to express an opinion on these finsncial statements based on condocting the
audit in accordance with auditing standards generally accepted m the United States of America.
Because of the maner described in the Basis for Disclaimer of Opinion paragraph, however, we
wire not able to obtain sufficient appropriate andit evidence to provide a basis for an andit opinion.

Basis for Disclaimer of Opinion

As perminted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and Regulations for
Reporting and Disclosure under the Emploves Retirernent Income Security Act of 1974, the plan
administrator instructed us not to perform, and we did not perform, any auditing procedures with
respect to the information summarized in Note L., which was certified by Massachusetts Mutual
Life Insurance Company and TD Ameritrade Trust Company, the trustees of the Plan, except for
comparing the informetion with the related information included in the financial statements. We
have been informed by the plan administrator that the trustee holds the Flan's investment assets and
executes investment trensactions. The plan administrator has obtzined a certification from the
trustee as of and for the vears ended December 31, 2016 and 2013, that the information provided to
the plan administrator by the trustes 18 complete and accurate.



INDEPENDENT AUDITOR'S REFORT (CONTINUED)

Disclaimer of Opinion

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

Other Matter

The supplemental schedule of assets held for investment purposes for the year ended December 31,
2016, is required by the Department of Labor's (DOL) Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974 and are presented for the
purpose of additional analysis and is not a required part of the financial statements, Because of the
significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we do not
express an opinion on the supplemental schedule referred to above.

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

The form and content of the information included in the financial statements and supplemental
schedules, other than that derived from the information certified by the trustee, have been andited
by us in accordance with auditing standards generally accepted in the United States of America and,
in our opinion, are presented in compliance with the Department of Labor’s Rules and Regulations
for Reporting and Disclosure under the Employee Retirement Income Security Act of 1974.

puct; Sindbenfpom, #C

Certified Public Accountants
Salem, Ohio
October 9, 2017



STATEMENTS OF NET ASSETS AVAILARIF FOR BEMWEFITS

SALEM REGIONAL MEDICAL CENTER 403(h) PLAN

December 31, 2016 and 2015

2016 2015
ASSETS
Investments at fair valse {notes C, D, and E) 5 7379416 5 6,688,585
Receivables:
Employer contribation 3,519 9,259
TOTAL ASSETS 702,945 6,697 844
LIABILITIES
Mone Ll ]
WET ASSETS AVAILABLE FOR. BENEFITS & 7402945 £ 6697844

See accompanying notes to financial statements.



STATEMENTS OF CHANGES TN NET ASSETS AVATLARLE FOR BEMEFITS

SALEM REGIONAL MEDICAL CENTER 403(b) PLAN

Years ended December 31, 2016 and 2015

ADDITIONS

Additions to net assets attributed to:

Imvestment income:
Net depreciation in fair velue of investments
Interest
Drividends

Contributions:
Participants
Employer
Rallovers
TOTAL ADDITIONS
DEDLUCTIONS
Dedoctions from net assets sttributed to;
Benefits paid to participants
Administrative expenses
TOTAL DEDUCTIONS
HET INCEEASE
NET L3 B

Met assets available for plan benefits:
Beginning of year

Met transfer mn {out)

End of year

See gccompanying notes to financial statements.

2016 2015

5 WL 5 (400,045)
15,128 13,033
193,005 340,288
599,334 (46,724
769,214 753,870
41,413 15,675
75,706 50,345
886,333 819,800
1,485,667 773,166
818,529 513,811
6099 iy
834,618 513,811
651,039 259,355
6,697,544 6,269,326
54,062 169,163
§  TA02945 §  6,697.844



NOTES TO FINANCIAL STATEMENTS

SALFM REGIONAL MEDICAL CENTER
403(b) PLAN

December 31, 2016 and 2013

HWOTE A - DESCRIPTION OF PLAN

The following description of the Salem Regional Medical Center 403(b) Plan provides only
general information. Participants should refer to the Plan agreement for 8 more complete
description of the Plan's provisions.

(remeral;

The Hospital established the defined contribution Plan to provide employess with a
systematic means of savings and investing for the fiture. All permissible emplovess of the
Hospital, who have worked 1,000 hours, attained age twenty-one, and have completed one year of
service are eligible to participate, Elective deferrals may begin when employees' become eligible to
participate in the Plan. The Plan is subject to the provisions of ERISA. The Board of Trustees is
responsible for oversight of the Plan. The Investment Committee determines the appropriateness of
the Plan's imvestment offerings, monitors investment performance, and reports to the Plan's Board
of Trustees.

Comtributions.

Participants may contribute any percentage or dollar amount of their base pay by means of
payroll deductions, subject to cerain discrimination tests prescribed by the Internal Revenue Code
and ather limitations specified in the Plan. Participants who have attained age 50 before the end of
the Plan year are eligible to make catch-up contributions. Participants may also contribute amounts
representing distributions from other qualified defined benefit or contribution Plans. Participants
direct the invesmment of their conmtributions into various investment options offered by the Plan.
The Plan currently offers various mutsal funds and a guaranteed interest sccount as investment

options for participants.

For emplovees hired after January 1, 2014, the Hospital matches 50% of the parbcipant's
elective deferral up to 5% of compensation. The Hospital zlso makes an additional employer
contribution of 1.6% of the participant’s pay whom (1) work over 1,000 hours in a Plan year, (2)
have been employed for at least one year, (3) were hired afier January 1, 2014 and {4) are employed
on the last day of the Plan year.

Participant Accoumnts:

Each participant's account is credited with the participant's contribution and allocations of
the Plan earnings, and charged with an allocation of administrative expenses. Allocations are based
on participant eamings or account balances, as defined. The bemefit to which a participant is
entitled is the benetit that can be provided from the participant's vested account.

Festing:

Participants are immediately vested in their voluntary contributions and emplover matching
contribution and actual carnings thereon. However, vesting in Hospital nonelective confributions is
based on years of service. Prior to normal retirement age, a participant's interest in the nonelective
contributions of the employer becomes 100% vested afier three years of credited service, An
employes must work at least 1,000 hours during the vesting period to get credit for one year of
service.



NOTES TO FISANCIAL STATEMENTS

SALEM REGIONAL MEDICAL CENTER
403(b) PLAN

December 31, 2006 and 2013

MNOTE A - DESCRIPTION OF PLAN (CONTINUED)

Payment of Benefits:

Upaon retirement, disability or death, a8 participant, their spouse, or beneficiary receives the
entire amount credited to the participant's account in either & lump sum, or &t the participant's
election, in monthly, quarterly, or annual installments. Upon termination, other than by retirement,
disability, or death, & participant becomes eligible to receive the current value of the participant’s
vested account in a lump-sum.

FParticipanr fmvestment Rollovers:
Participants are allowed to transfer or rollover funds into the Plan from other qualified
403(b) Plans.

Forfeited Accounts;

For the plan vears ended December 31, 2006 and 2015 there were no forfeited account
balances. Forfeited accounts are uwsed to reduce future employer contributions. During 2016,
employer contributions were reduced by §708 from current vear nonvested account forfartures.

NOTE B - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Subsequent Events:
The Plan has evalusted subsequent events through October 9, 2017, the date the financial
statements were available to be issued.

Live of Estimates:

The preparation of financial statements in conformity with accounting principles generally
pocepted in the United States of America reguires management to make estimates and assumphons
that affect the reported amounts of assets and liabilities and changes therein, and disclosure of
contingent assets and liabilities. Actual results could differ from those estimates.

Basis of dcconmiting:
The financial statements of the Plan are prepared on the accrual basis of accounting.

Investment contracts held by a defined-contribution Plan are required to be reported at fair
value. However, contract value is the relevant measurement attribute for that portion of the net
assets available for benefits of & defined-contribution Plan attributable to fully benefit-responsive
investment contracts becanse contract value is the amount participants would receive if they were to
initiate permitted transactions under the terms of the Plan, The Statcments of Net Assets Available
for Benefits presents the fair value of the investment contracts as well as the adjustment of the fully
benefit-responsive investment contracts from fair value to contract value, The Statements of
Changes in Net Assets Available for Benefits 15 prepared using contract value for the fully benefit-
responsive investment contract.



NOTES TO FINANCIAL STATEMENTS

SALEM REGIONAL MEDICAL CENTER
403(b) PLAN

December 31, 2016 and 2015

NOTE B - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES (CONTINUEDR)

Trrvestment Valuation and Income Recogmition:

Investments are reported at fair value. Fair valoe 1s the price that wonld be recerved to sell
an asset or paid to transfer a hiability in an orderly transaction between market participants at the
measurement date, The Plan's Investment Commitiee determines the Plan's valuation policies
utilizing informarion provided by the investment advisers, custodians and insurance company, See
Mote C Tor diseussion of fzr value measurements.

Purchazes and sales of securities are recorded on a trade-date basis. [Interest income is
recorded on the accrual basis. Dividends are recorded on the ex-dividend date, Net appreciation or
(depreciation) includes the Plan's pains and losses on investments bought and sold as well as held
durmg the vear.

Payment of Beneflits:
Benefits are recorded when paid.

Administrative Expenses:

The Hospital is absorbing all the significant Plan fees other then an investment advisory fes
which is paid out of Plan assets. For December 31, 20016 and 2013, the investment advizsory foe was
56,099 and %0, respectively. Participant’s accounts may be charged a fee for the individoals®
election of a specified service related to the participant’s individual account.

NOTE C - FAIR VAT UE MEASTIREMENTS

The Plan's investments are reported at fair value in the accompanying statement of net
assets available for benefits. The methods used to measere fair value may produce an amount that
may not be indicative of net realizable value or reflective of future fair values. The Board of
Trustees determines the Plan's valuation policies utilizing information provided by the investment
advisors, custodians and insurance company. Furthermore, although the Plan believes its valuation
methods are appropriate and consistent with other market participants, the use of different
methodologies or assumptions to measure the fair value of certain financial instruments could result
in a different fair valoe at the reporting date.

The fair value measurement accounting literature establishes a fair value hierarchy that
prioritizes the inputs to valuation techniques used to measure fair value, This hierarchy consists of
three broad levels: Level 1 inputs consist of unadjusted quoted prices in active markets for identical
assets and have the highest priority, Level 2 mputs consist of observable inputs other than quoted
prices for identical assets, and Level 3 inputs are unobservable and have the lowest priority. The
Plan uses appropriate valuation techniques hased on the available inputs to measure the fair value of
its imvestments. When available, the Plan measures fair value using Level 1 inputs because they
generally provide the most reliable evidence of fair value. Level 3 inputs wene only used when
Level | or Level 2 mputs were not available.

Level I Fair Value Measuremenis
The fair value of investments are based on the closing price reported in the

active market where the individual securities are traded, when available,

aTa
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SALEM REGIONAL MEDICAL CENTER
403(b) PLAN

December 31, 20016 and 2015

NOTE C - FAIR VALUE MEASUREMENTS {(CONTINLUED)

Level 2 Fair Falue Measurements

The fair value of investments for which quoted market price are not available are
valued using a market approach on yields currently available on comparable securities of
issners with similar credit ratings.

Level 3 Fair Value Measuremenis

For those assets with fair value measured using Level 3 inputs, the Board of
Trustees determines the fair vatue measurement policies and procedures in consultation
with the Plan's investment advisors, custodians and insurance company, Those policies and
procedures are reassessed at least annnally o determine 1ff the current valuation technigues
are still appropriate. At thet time, the unobservable inputs used in the fair value
measurements are evaluated and adjusted, as necessary, based on corrent market conditions
and other third-party information,

The asset or lishility's fair value measurement level within the farr value hierarchy s based
on the lowest level of any input that is significant to the fair velue messurement. Valuation
techniques uvsed nesd to maximize the use of observable inputs and minimize the use of
unobservable inputs,

Mutual funds: Mutual funds are valued at the daily closing price as reported by the fund.
Mutual funds held by the Plan are open-end mutual funds that are registered with the Securities and
Exchange Commission, These funds are required to publish their daily net asset value (NAV) and
to transact at that price. The mutual funds held by the Plan are deemed to be actively traded.

Guaranteed inferest accoumt: The Guarantesd interest account 18 a market valus separate
account that includes a general account guarantee to pay a stated rate of retum. The credited rate of
return i3 determined on a pooled basis and stated as an effective annual rate. Credited rates, net of
plan level fees and expenses, are reset quarterly.

8. Govermment Secwrities: Valued using pricing models meximizing the wse of
observable inputs for similar securities.
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December 31, 2016 and 2015

The following tables sets forth by level, within the fair value hierarchy, the Plan's assets at
fair value as of December 31, 2016 and 201 5;

Mutual funds

Stable Value Fund
U5, government
securities

Total assets at fair value

Mutual funds

Guarantesd interest
pooouni

Total azsets at fair valos

SALEM REGIONAL MEDICAL CENTER

Fair Value Measurements at December 31, 2006

Quoted
Prices in
Active Significant
Markets for (ther Kignificant
Tdentical Obxervable Unoabservable
Assets Inputs Inputs
(Level 1) {Level 2) (Level 3) Total
§ 6,297,638 - - § 6,297,638
; 1,053,468 - 1,053,468
g 18310 5 28,310
$ 6,297,638 51,081,778 - § 7379416
Fair Value Measurements af December 31, 2015
Chinted
Prices in
Active Sgnificant
Markeis for Cither Significant
ddenticad Observable Unabservable
Asgers Inputs Imputs
{Level ) iLevel 2) {Level 3} Toral
$ 5,871,322 . . § 5871322
- 817,263 - BI7.263
5 5871322 3 R17.283 - 5 6,688,585




MNOTE ICIAL STATEMENTS

SALEM REGIONAL MEDICAL CENTER
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December 31, 2016 and 2015

- W ATIONATL INSUTRANCE
COMPANY

The MassMutual Retirement Services (MMRS) Capital Preservation investment option is a
market value separate account investment option with a general investment gocount gusrantee that
provides & stated rate of return and insulates participant’s accounts from daily fluctuations in the
market. Under the terms of the Capital Preservation group annuity contract, participants may direct
permitted withdrawal and/or transfer transactions of all or a portion of their balance in the Capital
Preservation investment option at Contract Value. Contract Value represents contributions plus
credited interest less participant withdrawals ind fees. Contract Value 15 also often referred to es
"Book Value,"

The Capital Preservation investment option also allows the Plan sponsor to withdraw the
contract value afier a deferral period of up to twelve months. The fair value presented in the
statements of assets available for benefits, consistent with circumstances as of the year ended 2015
assumed that the deferral period was being waived and that immediate lump sum payment of
proceeds was available, MassMutual reserves the right to impose or not impose the deferral perind
based on circumstances af the time of notice of termination. Based on current practices,
participants withdrawals are permitted during the deferral period provided there is continuity of
Plan operations, including but not limited to MMRS' continuing role as the Plan's record keeper.
MMRS considers the Capital Preservation investment option to be fully benefit responsive
notwithstanding the deferral events under the confract that may result in a deferral of pavment at
Contract Value for up to twelve months. Note: this investment was replaced with the Stable Value
Fund durimg 2016 (S=e NOTE E).

The average vields eamed by the guaranteed investment account are as follows:

015
Average yield
Eamed by the Plan (a) 1.60%,
Avernge Interest Rate
Credited to Participants (h) 1.60%
Average Yield Earned Less
Average Interest Bate
Credited (a-b) 0,00%

{a) The average vield is caleulated by dividing the annual interest credited to the Plan during the
Plan vear by the average annual fair value (applicable for those Plans that have been in-force with
MMES for more than one year),

{b) The everage mterest rate credited to participants 15 calonlated by dividing the annual interest
credited to the participants during the Plan vear by the average annusl fair value (applicable for
thosa Plans that have besn in-foree with MMRS for more than one year).
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SALEM REGIONAL MEDICAL CENTER
403(b) PLAN

December 31, 2016 and 2015

NOTE [ - GUARANTEED INVESTMENT ACCOUNT WITH NATIONAL INSURANCE
COMPANY (CONTINUED)

{a-b) The average yield eamed by the Plan and the average interest rate credited (o participants is
the same; therefore, no adjustment is needed. However, the average vield camed by the Plan and
the average interest rate credited to participants reported above may differ from the guaranteed
gcrediting rate on participant balances due to imterest being credited based on contract values, timing
of cash flows, the process by which rates mayv be reset during the Plan year and simplified
assumptions used in the calculations noted above.

NOTE E - INVESTMENT CONTRACTS

The plans Stable Value Fund is a separately managed account within the plan's trust
managed by TD Ameritrade Trust Company, whereby the Flan owns the Fund's underlying
investments. The plan's investment policy allows the stable value fund to invest in global wraps.
Global wrap contracts operate similarly to guaranteed investment contracts, except that the plan
purchases government-hacked, asset-backed, mortgage-backed, or corporate bonds, which are held
in the plan's trust. To enable the plan to realize a specific known value for the assets, if it needs to
liquidate them to make benefit payments, global wrap contracts utilize a benefit-responsive
"wrapper" contract with a third-party insurance carrier that provides market and cash flow risk
protection to the plan. The "wrapper” comtract enables the plan to execute participant transactions
at contract value without regard to the appreciation or depreciation in the day-to-day value of the
underlying assets. These contracts, often referred to as synthetic investment contracts, meet the
fully benefit-responsive investment contract criteria and therefore are reported at contract value.

The effective yields on these contracts represent the crediting rate, less the "wrapper” fee
paid to the insurance carrier. Global wraps do not expire as assets are sold or mature; instead, the
wrap remains intact end the maturity of the contract is open-ended. The underlying mvestments are
valued at quoted redemption values on the last business day of the plan's year-end. Contract value
represents the contributions made under the contract, plus eamings, less participant withdrawals
and administrative expenses. At December 31, 2016 and 20135 the contract value of the stable value
fund's global wrap contracts was $1,053,468 and 50, respectively,

Wrap contracts acerue interest using a formula called the "crediting rate.” Wrap contracts
use the crediting rate formula to convert market value changes in the covered assets into income
distributions in order to minimize the difference between the market and contract value of the
covered assets aver time,

Using the crediting rate formula, an estimated future market value is caloulated by
compaunding the fund's current market value at the fund's current yield to maturity for a period
equal to the fund's duration. The crediting rate is the discount rate that equates the estimated future
market value with the fund's current contract value. Crediting rates are reset quarterly. The wrap
contracts provide a guarantee that the crediting rate will not fall below [F4.
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SALEM REGIONAL MEDICAL CENTER
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December 31, 2016 and 2015

NOTE E — INVESTMENT CONTRACTS {CONTINUED)

The crediting rate, and hence the fund's return, may be affected by many factors, including
purchases and redemptions by participants. The precise impact on the fund depends on whether the
market value of the covered assets is higher or lower than the contract value of those assets. If the
market value of the covered assets is higher than their contract value, the crediting rate will
ordinarily be higher than the yield of the covered assets. Under these circumstances, cash from new
investors will tend to lower the crediting rate and the fund's return, and redemptions by participants
will tend to increase the crediting rate and the fund's return.

If the fund experiences significant redemptions when the market value is below the contract
value, the fund's vield may be reduced significantly, to a level that is not competitive with other
investment options. This may result in additional redemptions, which would tend to lower the
crediting rate further, If redemptions continued, the fund's vield could be reduced to zero, If
redemptions continued thereafter, the fund might have insufficient assets to mest redemption
requests, at which point the fund would require payments from the wrap issuer to pay further
shareholder redemptions.

The stable value fund and the wrap contracts purchased by the fund are designed to pay all
participant-initiated transactions at contract value. Participant-initiated transactions are those
transactions allowed by the plan. However, the wrap contracts limit the ability of the fund to
transact at contract value upon the ocourrence of certain events. These events include:

+ the plun's failure to qualify ender Section 401 {a) or Section 401 {k) of the Internal
Eevenue Code.

+ the establishment of a defined contribution plan that competes with the plan for emplovee
contributions.

» any substantive modification of the plan or the administration of the plan that iz not
consented to by the wrap issuer.

» complete or partial termination of the plan.

* any change in law, regulation, or administrative ruling applicable to the plan that could
have a material adverse effect on the fund's cash flow.

» merger or consolidation of the plan with another plan, the transfer of plan assets to another
plan, or the sale, spin-off, or merger of & subsidiary or division of the plan sponsor,

* any communication given to participants by the plan sponsor or any other plan fiduciary
that is designed to induce or influence participants not to invest in the fund or to transfer
assets out of the fund

» exclusion of a group of previcusly-eligible employees from eligibility in the plan,

» any early retinsment program, group termination, group lavof, facility closing, or similar
program.

= any fransfer of assets from the fund directly to a competing option.

At this ime, menagement does not consider the occurrence of these events probable,
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Certain events may limit the ability of the Plan to currently transact at Contract Value and
may result in a deferral of the payment at Contract Value for up to twelve months, Swech events
inchude but may not be limited to the following: fi] removal of a group of participants from Plan
coverage as a result of temporary absence, change in position or other occurrence qualifying as a
temporary break in service under the Plan; (2) transfer or other change of position resulting in
employment by an entity controlling, controlled by, or under other common control with the
employer; {3) cessation of an employment relationship resulting from & reorganization, merger,
layoft or sale or discontinuance of all or any part of the Plan Sponsor's business; (4) removal from
the Flan of one or more groups or classifications of participants; (5) partial or complete Plan
termination; ot (6) Plan disqualification, The Plan administrator believes that any events that would
limit the Plan's ability to transact at contract value with participants are probable of not occurming.

NOTEF - TRANSACTIONS WITH PARTIES-IN-INTEREST

Certain Plan investments are shares of mutual funds managed by Mass Muotual Life
Insurance Company (Mass Mutual) & One America. Mass Mutzal was the custodian as defined by
the Plan and, therefore, these transactions qualify as party-in-interest transactions. One America is
the third-party administrator and recordkeeper, these transactions qualify as party-in-interest
transactions. Certain administrative fees related to the administration of the Plan are paid by the
Plan. All other administrative fees are paid by the Hospital on behalf of the Plan. These
transactions qualify as party-in-interest transactions. As described in Note B, the Plan has & number
of service providers, including Hack, Steer & Company, LLC

NOTE G - PLAN TERMINATION

Although it has not expressed any intent to do so, the Hospital has the right to terminate the
Plan subject to the provisions of ERISA. In the event of Plan termination, net assets of the Plan
mav be distributed to participants in one lomp-sum payments, transferred to another Eligible
Retirement Plan of the Plan assets may continue with the Flan's trust and be distributed to
participants upon their retirement. In the event of Plan termination, participants will become 100%
vested in their accounts.

NOTE H - TAX STATUS

The Plan has been designated to qualify under Section 403{b) of the Internal Revenue Code
{Code), The terms of the Plan have been prepared to conform with the sample language provided
by the Imternal Revenue Service ([RS) in Revenue Procedurs 2007-71. The Plan administrator
intends to apply for a determination letter on the Plan once the IRS opens such a program. The
Plan is required 1o operate in conformity with the Code to maintain the tax-exempt status for plan
participants under Section 403().

=13 -
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NOTE H - TAX STATUS (CONTINUELY)

Accounting principles generally accepted in the United States of America require Plan
management (o evaluate tax positions taken by the Plan to recognize a tax liability (or asset) if the
organization has taken an uncertain position that more likely than not would not be sustained upon
examination by the Internal Revenue Service. The Plan is subject to routine audits by taxing
jurisdictions; however, there are cumently no awdits for any periods in progress. The Plan
administrator believes it is no longer subject to income tax examinations for periods prior to 2014,

NOTE 1 - CONTRACT EXCHANGES

The Plan accepts contract exchanges from other 403(b) Plans where participants held
contracts, During the vears ended December 31, 2016 and 2015, fund transfers from other Plans
totaled $94,099 and $169,163, respectively. The transferor Plans have no contral over these funds,
and they represent 4 part of the Plan's assets available for benefits &t December 31, 2016 and 2015,

NOTE J - RECONCILIATION OF FINANCIAL STATEMENTS TO SCHEDULE H OF FORM
3300

Schedule H of the 2015 Form 5500 was prepared on the cash basis of accounting, Effective
for 2016 the Form 5500 Schedule H will be prepared on the accrual basis of sccounting. The
following is a reconciliation of employer contributions per the financial statements to Schedule H
of Form 5500 for the years ended December 31:

201 2005
Net assets available for benefits per the
fnancial statements 57,402,945 ¥ 6,607,844
Sponsor's contributions receivable not reported on
Schedule H to the Form 5500 0 (9,259)

Met nssets available for benefits per
Schedule H to the Farm 5500 $ 7,402,945 56,688,385

The following is a reconciliation of the change in net assets available for benefits per the
financial statements to Schedule H of Form 3500 for the vears ended December 31:

2016 2015
Change in net assets available for benefits per
the financial statements £ 651,039 § 259,335
Current vear sponsor's contribution receivable NIA (0,259
Prior vear contribution receivable N/A 1.018

Change in net assets availzble for benefits per
Schedule H to the Form 5500 § 651,039 § 250114

« 4=
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NOTE K - RISKS AND UNCERTAINTIES

The Plan mvests in various imvestment securities. Investment securitics are exposed to
various risks such as interest rate, market, and credit risks. Due to the level of risk associated with
certain investment securities, it is at least reasonably possible that changes in the values of
investment securities will occur in the near term and that such changes could materiality affect
participant’s account balances and the amounts reported in the statement of net assets available for
benefits.

NOTE L - INFORMATION CERTIFIED BY THE TRUSTEE

The Plan administrator has electsd the method of compliance permitted by 29 CFR
2520.103-8 of the Department of Labor’s Rules and Regulations for Reporting and Disclosure
under ERISA. Accordingly, State Street Bank and Trust Company, the trustee of the Plan, has
certified to the completeness and accuracy of all investments reflected on the accompanying
staternents of met assets available for bensfits as of December 31, 2006 and 2015, and the
supplemental Schedule H, Part IV, line 4i-Schedule of Assets Held for Investment Purposes as of
December 31, 2016; and the related imvestment activity reflected in the statements of changes in net
assets available for benefits for the vears ending December 31, 2016 and 2013,

-15-
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IDENTITY OF [SSUE

SCHEDULE H, PART TV, [TEM 4i - SCHETAILE OF ASSETS
HELDUECHR IMVESTRENT PLIRFOSES

SALEM REGIONAL MEDFECAL CENTER #03{b) FLAN

Alllanz:Bernatein, LI

American Femds

American Fends

Blackrock

Diteensicoal Fund Advisees, LP
Dimesnsicaal Pund Advisors, LP
Diimsensicaal Fund Advisors, LP
Dfimensiceal Fund Advisars, LP

Dlimensiedal Fund Advisors, LP

Dippesteimer Funds
"Prudentinl Fumds
Wanguard Groug, Inc.
Vanguard Group, Inc.
Vanguard Group, Ine.
Wanguand Group, Ine.
Vanguerd Group, b,
Vanguard Group, Ene.
Vanguard Group, Ine.
Vanguard Group, Ene.
Vingang Group, k.
Vanguand Gimup, bns,
Vanguard Group, Inc.
Vanguard Group, I,
Vangunrd Group, En.

Wells Farpn Funds

EIW: 34-1041385
FLAN NUMBER: (i
Dizcember 31, 2016
ful
1=} [d) CURRENT
DESCREFTION OF INVESTMENT COST VALUE
High Income £ ] L] S T e
AMCAP Pund Class R 151 546 50,245
Washington hMupea! evestors Fund Class B8 511,332 BT, 054
Stable Value Accousit [47.450 1,053,468
Fedhind Ensunstionsl Shares 23,310 IE310
Crbobal Eqquiny Liga21 114,97
Largs Cap Value 436,943 450,755
175, Small Cop Value 150,877 211,001
1.5, Semll Cap Growth 186,088 159,043
World Ex 1.5, Govermmen Fied Inoome 320463 03,802
Iniemational Growth Fund Claas § 144,146 174,504
Tioeal Return Bond Fund Cless C} 1,055,371 w43 654
5053 Index Fund Admira Cless 89,718 52 351
Developed Markess Index Fund Admiral Shares 720,591 TO5 626
Mfid-Cap Cirowth Indiex Fund Admial Sheres 81,932 81,100
Mild-Cap Index Admirel Shares 14,627 75938
Smalk-Cap Index Admiral Sharss 16,522 16,984
Target Retiremans 2020 Fund 47,532 45,976
Target Retirement 2025 Fund 3,100 3,058
Targei Retirement 2030 Fund 26,307 26,236
Targei Retirement 2035 Fund 10 7
Target Retiremene 2040 Fund 263 ok
Target Retirement 2043 Fund B ]
Target Retrement 2050 Fund 368 34E
Targei Retrement 2055 Fund 311 510
Special Mid Cap Value Fund Class 7-6 03,207 854,778

3 TA7%Al6
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A Name of Plan

Salem Community Hospital 403(b) Plan

B Three-digit |
plan Number| (004

Salem Community Hospital

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

D Employer Identification Number

341041385

Service Provider Name

Schedule C Formula Description and/or EIC Statement Description

Service Provider EIN

Service Provider Address

Formula / EIC Statement

Alger 133733280 MassMutual provided the Plan with the required written disclosure for Management Fees
received by Alger with respect to Alger Capital Appreciation Fund (MF-ML).

Allianz Global Investors 330457728 MassMutual provided the Plan with the required written disclosure for Management Fees
received by Allianz Global Investors with respect to AllianzGl NFJ Small Cap Value Fund
(MF-WW).

American Funds 660793788 MassMutual provided the Plan with the required written disclosure for Management Fees
received by American Funds with respect to Amer Funds Wash Mutual Invs Fund (MF-VC).

American Funds 951411037 MassMutual provided the Plan with the required written disclosure for Management Fees
received by American Funds with respect to Amer Funds EuroPacific Growth Fund
(MF-VB).

Franklin/Templeton 133151768 MassMutual provided the Plan with the required written disclosure for Management Fees
received by Franklin/Templeton with respect to Franklin Small Cap Growth Fund
(MF-CFEX).

Franklin/Templeton 226586780 MassMutual provided the Plan with the required written disclosure for Management Fees
received by Franklin/Templeton with respect to Franklin Mutual Global Discovery Fd
(MF-0J).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for soft dollar

Company compensation received by the subadviser with respect to Sel Gr Opportunities Fd
(Sands/JSP) (MR-AD).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for soft dollar

Company compensation received by the subadviser with respect to Select Fndmntl Val Fd
(Wellington) (MR-AK).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Alger Capital Appreciation Fund (MF-ML).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to AllianzGl NFJ Small Cap Value Fund (MF-WW).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Amer Funds EuroPacific Growth Fund (MF-VB).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Amer Funds Wash Mutual Invs Fund (MF-VC).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Franklin Mutual Global Discovery Fd (MF-OJ).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Franklin Small Cap Growth Fund (MF-CFX).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Oppenheimer International Bond Fund (MF-C6).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Oppenheimer International Gr Fund (MF-D6).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Prudential High-Yield Fund (MF-997).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Sel Gr Opportunities Fd (Sands/JSP) (MF-AD).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Select Fndmntl Val Fd (Wellington) (MF-AK).
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Massachusetts Mutual Life Insurance 041590850 MassMutual provided the plan with the required written disclosure for 12b-1 Fees received

Company by MassMutual with respect to Total Return Fund (PIMCO) (MF-WZ).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the Plan with the required written disclosure for float revenue

Company received by MassMutual.

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the Plan with the required written disclosure for Management Fees

Company received by MassMutual with respect to Prem U.S. Govt Mny Mkt Fd (Barings) (MF-G).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the Plan with the required written disclosure for Management Fees

Company received by MassMutual with respect to Sel Gr Opportunities Fd (Sands/JSP) (MF-AD).

Massachusetts Mutual Life Insurance 041590850 MassMutual provided the Plan with the required written disclosure for Management Fees

Company received by MassMutual with respect to Select Fndmntl Val Fd (Wellington) (MF-AK).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Administrative Fees of (10 basis points * plan assets) with

Company respect to Prem U.S. Govt Mny Mkt Fd (Barings) (MF-G).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Administrative Fees of (15 basis points * plan assets) with

Company respect to Sel Gr Opportunities Fd (Sands/JSP) (MF-AD).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Administrative Fees of (15 basis points * plan assets) with

Company respect to Select Fndmntl Val Fd (Wellington) (MF-AK).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (15 basis points * plan assets) with

Company respect to Amer Funds EuroPacific Growth Fund (MF-VB).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (15 basis points * plan assets) with

Company respect to Amer Funds Wash Mutual Invs Fund (MF-VC).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (15 basis points * plan assets) with

Company respect to Total Return Fund (PIMCO) (MF-WZ).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (20 basis points * plan assets) with

Company respect to AllianzGl NFJ Small Cap Value Fund (MF-WW).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (25 basis points * plan assets) with

Company respect to Franklin Mutual Global Discovery Fd (MF-OJ).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (25 basis points * plan assets) with

Company respect to Franklin Small Cap Growth Fund (MF-CFX).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (25 basis points * plan assets) with

Company respect to Prudential High-Yield Fund (MF-997).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (30 basis points * plan assets) with

Company respect to Alger Capital Appreciation Fund (MF-ML).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (30 basis points * plan assets) with

Company respect to Oppenheimer International Bond Fund (MF-C6).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (30 basis points * plan assets) with

Company respect to Oppenheimer International Gr Fund (MF-D6).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (55 basis points * plan assets) with

Company respect to Wells Fargo Discovery Fund (MF-1423).

Massachusetts Mutual Life Insurance 041590850 MassMutual received estimated Sub-TA Fees of (55 basis points * plan assets) with

Company respect to Wells Fargo Special Mid Cap Val Fd (MF-1072).

Oppenheimer 133867060 MassMutual provided the Plan with the required written disclosure for Management Fees
received by Oppenheimer with respect to Oppenheimer International Gr Fund (MF-D6).

Oppenheimer 841308320 MassMutual provided the Plan with the required written disclosure for Management Fees
received by Oppenheimer with respect to Oppenheimer International Bond Fund (MF-C6).

PIMCO Funds 330239892 MassMutual provided the Plan with the required written disclosure for Management Fees
received by PIMCO Funds with respect to Total Return Fund (PIMCO) (MF-WZ).

Prudential 132974999 MassMutual provided the Plan with the required written disclosure for Management Fees
received by Prudential with respect to Prudential High-Yield Fund (MF-997).

Wells Fargo 410449260 MassMutual provided the Plan with the required written disclosure for Management Fees
received by Wells Fargo with respect to Wells Fargo Discovery Fund (MF-1423).

Wells Fargo 410449260 MassMutual provided the Plan with the required written disclosure for Management Fees
received by Wells Fargo with respect to Wells Fargo Special Mid Cap Val Fd (MF-1072).
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SCHEDULE H, PART TV, ITEM 4i - SCHEDULE OF ASSETS
HELD FOR INVESTMENT PURPOSES

SALEM REGIONAL MEDICAL CENTER 403(b) PLAN

EIN: 34-1041385

PLAN NUMBER: 004
December 31, 2016
(e)
(k) (c) (d) CURRENT
IDENTITY OF ISSUE DESCRIPTICN OF INVESTMENT COST VALUE
AllianceBernstein, LP High Income Z $ 189495 § 189,722
American Funds AMCAP Fund Class R-6 853,546 850,255
American Funds Washington Mutual Invéstors Fund Class R-6 911,832 902,994
American United Life Insurance  Stable Value Account 1,047,450 1,053,468
Blackrock Fedfind Institutional Shares 28,310 28,310
Dimensional Fund Advisors, LP  Global Equity 110,821 114,979
Dimensional Fund Advisors, LP Large Cap Value 436,983 460,798
Dimensional Fund Advisors, LP U.S. Small Cap Value 190,877 211,991
Dimensional Fund Advisors, L U.8. Small Cap Growth 186,088 199,948
Dimensional Fund Advisors, LP  World Ex U.S. Government Fixed Income 320,463 303,802
Oppenheimer Funds International Growth Fund Class [ 188,146 175,508
Prudential Funds Total Returr Bond Fund Ciass Q 1,033,571 983,658
Vanguard Group, Ine. 500 Index Fund Admiral Class 85,719 92,351
Vanguard Group, Inc. Developed Markets Index Fund Admiral Shares 720,591 705,626
Vanguard Group, Inc, Mid-Cap Growth Index Fund Admiral Shares 81,532 81,109
Vanguerd Group, Inc, _Mid-Cap Index Admiral Shares 74,627 75,938
Vanguard Group, Inc, Small-Cap Index Admira] Shares 16,322 16,984
Vanguard Group, Inc. Target Retirement 2020 Fund 47,532 45,976
Vanguard Group, Inc. Target Retirement 2025 Fund 3,100 3,058
Vanguard Group, Inc. Target Retirement 2030 Fund 26,307 26,236
Vanguard Group, Inc. Target Retirement 2035 Fund 710 01
Vanguerd Group, Inc, Targzet Retirement 2040 Fund 265 263
Vanguard Group, Inc. Target Retirement 2045 Fund 86 85
Vanguard Group, Inc. Target Retirement 2050 Fund 369 368
Vanguard Group, Inc, Target Retirement 2055 Fund 511 510
Wells Fargo Funds Special Mid Cap Value Fund Class R-6 803,207 854,778
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