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. . . ... ... .. ... i ..

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 001
HEALTH DIMENSIONS CONSULTING, INC. 401(K) PROFIT SHARING PLAN AND TRUST number (PN) »
1c Effective date of plan
01/01/2004
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) 41-1974531
HEALTH DIMENSIONS CONSULTING, INC. 2C Plan Sponsor's telephone
number
763-537-5700
4400 BAKER ROAD 2d Business code (see
SUITE 100 instructions)
MINNEAPOLIS, MN 55343 541600

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. 10/13/2017 AMBER ROGOTZKE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Preparer’s telephone number

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

Form 5500 (2016)
v. 160205




Form 5500 (2016) Page 2

3a Plan administrator’s name and address Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 I 104
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) 97
a(2) Total number of active participants at the end of the PIAN YK ...........ccccveiiviirivererereieieiceeeeree e 6a(2) 81
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 26
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 107
€ 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 107
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 81
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S thAN 100Y6 VESIEO ......eiseeieeieet et eet ettt s st ees et st eese s st eese s st essssensees et emsess et ece e s st ens et st ems st ems s st ens st en st et en s st enees e 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 23 2K 2F 2G 2T 3D 3H
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) Insurance Q) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
?3) Trust 3) Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) R (Retirement Plan Information) N H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money ) D | (Financial Information — Small Plan)
Putrchase Plan Actuarial Information) - signed by the plan 3) _1 A (Insurance Information)
actuar,
y 4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |—| G (Financial Transaction Schedules)




Form 5500 (2016) Page 3

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

OMB No. 1210-0110

(Form 5500)

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
HEALTH DIMENSIONS CONSULTING, INC. 401(K) PROFIT SHARING PLAN AND TRUST plan number (PN) [ 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEALTH DIMENSIONS CONSULTING, INC. 41-1974531

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
GREAT-WEST LIFE & ANNUITY 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
84-0467907 68322 335123-01 41 01/01/2016 12/31/2016

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end 4 827406
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 3 D immediate participation guarantee
@) D guaranteed investment @) [X| other » GROUP ANNUITY CONTRACT
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e 7b 504205
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1) 63266
(2) Dividends and CreditS...........c.ccivevereiriiiiieeeeeereis e 7c(2) 0
(3) Interest credited dUriNg the YEar.............ccoeveveveveeeeeeeeeeeeeee e 7c(3) 6129
(4) Transferred from separate account .. .. | 7c(4) 333893
(5) Other (SPEGIY DEIOW) ........cveveeeeeeeeeeeicteteecee et 7c(5) 6735
P LOANS
(6)Total additionS ...........ccocvveveeeeeeeeeeeeeeeee e 410023
d Total of balance and additions (add lines 7b and 7c(6)). 914228
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 84469
(2) Administration charge made by Carfier..............cccocvoveveeeeceeeeeeeeeeene 7e(2) 470
(3) Transferred t0 SEPArate @CCOUNL .............c.cocveveveeeeeeeeeeeeeeeeeses e e 7e(3) 1883
(4) Other (specify below) 0
4
(5) TOLAI EAUCHONS ...ttt a et b bbbt s ettt bbbt s s a et b s 7e(5) 86822
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. 7f 827406
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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 C Service Provider Information OMB No. 12100110
Form 5500
( : 2016

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?eafli'trsnggcarityaAz:‘ninistration P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
HEALTH DIMENSIONS CONSULTING, INC. 401(K) PROFIT SHARING PLAN AND TRUST plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

HEALTH DIMENSIONS CONSULTING, INC. 41-1974531

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).. .. ............ D Yes No

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2016
v.160205
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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)

GREAT-WEST LIFE & ANNUITY INS CO

8515 EAST ORCHARD RD
GREENWOOD, CO 80111

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

)
Did indirect compensation
include eligible indirect
compensation, for which the

(9)
Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
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-.
64 RECORDKEEPER 17141 0
Yes N0|:| Yes NOD YesB[ No[[
(a) Enter name and EIN or address (see instructions)
LPL FINANCIAL CORPORATION 9785 TOWNE CENTRE DRIVE
SAN DIEGO, CA 92121
(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-.
27 INVESTMENT 16509
ADVISOR Yes D No Yes |:| No |:| Yes |:[ No |:[
(a) Enter name and EIN or address (see instructions)
GOLDLEAF PARTNERS PO BOX 806
BRAINERD, MN 56401
(b) ©) (d) e Y, _ @ ()
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?

13

CONTRACT ADMIN

780

Yes No D

Yes [[ No

8203

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)

EMPOWER RETIREMENT ADVISORY SRVS

8515 EAST ORCHARD RD
GREENWOOD VILLAGE, CO 80111

() ©) ) N @ N
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-.
28 INVESTMENT 1383
MANAGEMENT Yes D No Yes D No D 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

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?

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

provider give you a
formula instead of
an amount or
estimated amount?

Yes 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
(see instructions)

(c) Enter amount of indirect
compensation

GOLDLEAF PARTNERS

13

5503

(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.

GREAT-WEST LIFE & ANNUITY INSURANCE 8515 EAST ORCHARD RD
GREENWOOD VILLAGE, CO 80111

TPA ALLOWANCE

(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
(Form 5500)

Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Financial Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2016

This Form is Open to Public

Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
HEALTH DIMENSIONS CONSULTING, INC. 401(K) PROFIT SHARING PLAN AND TRUST plan number (PN) Y 001

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

D Employer Identification Number (EIN)
41-1974531

‘ Part | |Asset and Liability Statement

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

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ...........ccccoiiiiiiiiici e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS............ocereeveveretereeeeeeee et 1b(1)
(2) Participant CONTIDULIONS ..............oviviveeeeieeeeeeeeeeeees e 1b(2)
() 0112 T= TSP 1b(3)
C General investments:
2) Interest-b_earing cash (include money market accounts & certificates 1c(1)
(o]0 =] o To 11 1 PP UP SRR
(2) U.S. GOVEINMENE SECUMLIES .......evvveeeeeeeeeeeeieeeeeeseseteeeeeeees e e s 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIETEITEA ... 1c(3)(A)
(B) AlLOTNET c.eeeeeeeeeeeeeee et 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred ... 1c(4)(A)
(B) COMMON. ....covveeieerrereeeann 1c(4)(B)
(5) Partnership/joint venture interests .. 1c(5)
(6) Real estate (other than employer real property)............c.ccceeveveveeeeeennn. 1c(6)
(7) Loans (other than to PartiCiPantS) ..............ccceererevererererereseseeesereeesenenns 1c(7)
(8) PArtiCIPANt I0BNS ........e.eveeeeeeeeeeee e 1c(8) 109499 122950
(9) Value of interest in common/collective trusts ................cococeeveveveeeeennn. 1c(9)
(10) Value of interest in pooled separate acCoUNtS ..............c.cccecveveveerenennn. 1c(10)
(11) Value of interest in master trust investment accounts ................cc......... 1c(11)
(12) Value of interest in 103-12 investment eNtities. ..............occoveevereveserenn. 1c(12)
(23) \f/ua;I]Léi)of interest in registered investment companies (e.g., mutual 1¢(13) 4961851 5461911
O aamaCIS) e oot | 1ea) 504205 827406
(15) OUNEY ..ot 1c(15)

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

Schedule H (Form 5500) 2016
v.160205
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1d

Employer-related investments:

(a) Beginning of Year

(b) End of Year

(1) Employer securities

1d(1)

(2) Employer real property

1d(2)

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

le

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

1f

5575555

6412267

Liabilities

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

1g

Operating PAYADIES .......coii i

1lh

ACQUISItION INAEDIEANESS ....cceiiiiiiii e

1i

Other abIlItIES ......coevieiiiiieiieeeeeeeeeeeeeeeeeee et

1j

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

1k

Net Assets

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

7]

5575555

6412267

Part 1l |Income and Expense Statement

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

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

Contributions:

(a) Amount

(b) Total

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

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

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

Earnings on investments:

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

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

(B) ORI e

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

2a(1)(A)

228998

2a(1)(B)

507538

2a(1)(C)

675096

2a(2)

2a(3)

1411632

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

5410

2b(1)(F)

6129

2b(1)(G)

11539

2b(2)(A)

2b(2)(B)

2b(2)(C)

170568

2b(2)(D)

2b(3)

170568

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

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

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

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

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

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

O amDANeS (.G, MBI ) e 20(10) 266534
C O hEI INCOME.. ..ttt et e e e e et e e e e e e e vabeeeeeaeend 2c
d Total income. Add all income amounts in column (b) and enter total....................| 2d 1860273
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 955043

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

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

(4) Total benefit payments. Add lines 2e(1) through (3).......cccvvevveviereeiennnne 2e(4) 955043
f Corrective distributions (S€€ INSTUCHIONS) ..........c.evevereeeeireierereieies e 2f
g Certain deemed distributions of participant loans (see instructions)................. 29 50597
N INEErESt EXPENSE ..ot 2h
i Administrative expenses: (1) Professional fees...........c..ccceeveeeereeeerererenens 2i(1)

(2) Contract adminiStrator fEES.........cciiuiiiiiiie e 2i(2)

(3) Investment advisory and management fees..........cccocvieeniiiiinieeenieeesnine. 2i(3) 17921

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

(5) Total administrative expenses. Add lines 2i(1) through (4).........cccoeeveennne. 2i(5) 17921
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 1023561

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d 2k 836712
| Transfers of assets:

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

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

Part 1ll | Accountant’s Opinion

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

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

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? Yes D No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name:BETTS & HAYES, LTD. (2) EIN: 41-1619880

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 1000000

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

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

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

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

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

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

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

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

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

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

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............ccccoccene |:| Yes D No Amount:

5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were
transferred. (See instructions.)

5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

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

|Part Vv |Trust Information

6a Name of trust 6b Trust's EIN

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




H H OMB No. 1210-0110
SCHEDULE R Retirement Plan Information °
(Form 5500) 2016
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Department of Labor 6058(a) of the Internal Revenue Code (the Code).
s h P This Form is Open to Public
Employee Benefits Security Administration D File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
HEALTH DIMENSIONS CONSULTING, INC. 401(K) PROFIT SHARING PLAN AND TRUST plan number
(PN) 4 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEALTH DIMENSIONS CONSULTING, INC. 41-1974531
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
INSIIUCTIONS ...ttt et e bttt e e bt e eh ket o4 bt e o b bt e oo a b et e e bb et e e bbbt e eab e e e e e abb e e e nebe e e sbneeeaas
2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):
EIN(s): 84-0467907
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
Y= LSO UPRPRY
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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Betts & Hayes, Ltd.

Certified Public Accountants

INDEPENDENT AUDITOR’S REPORT

The Plan Administrator
Health Dimensions Consulting, Inc. 401(k) Profie8hg Plan and Trust

Report on the Financial Statements

We were engaged to audit the accompanying finastaééments of the Health Dimensions
Consulting, Inc. 401(k) Profit Sharing Plan andskr{the Plan), which comprise the statements

of net assets available for benefits as of Dece®beP016 and 2015, and the related statements
of changes in net assets available for benefitthiyears then ended, and the related notes to the
financial statements.

Management's Responsibility for the Financial Statments

Plan management is responsible for the preparatidrfair presentation of the financial
statements in accordance with accounting princigégeerally accepted in the United States of
America; this includes the design, implementataomg maintenance of internal control relevant
to the preparation and fair presentation of finahstatements that are free from material
misstatement, whether due to fraud or error.

Auditor's Responsibility

Our responsibility is to express an opinion on ¢ghi@sancial statements based on conducting the
audits in accordance with auditing standards gdigexecepted in the United States of America.
Because of the matter described in the Basis feclBmer of Opinion paragraph, however, we
were not able to obtain sufficient appropriate tigdidence to provide a basis for an audit
opinion.

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Departno¢ihiabor’'s Rules and Regulations for
Reporting and Disclosure under the Employee Reg&rgrincome Security Act of 1974, the plan
administrator has instructed us not to perform,&adlid not perform, any auditing procedures
with respect to the information summarized in NGtevhich was certified by Great-West Life &
Annuity Insurance Company, the custodian of th@'Blenvestment assets, except for comparing
the information with the related information incédlin the financial statements. We have been
informed by the plan administrator that the custadiolds the Plan’s investment assets and
executes investment transactions. The plan adimdtos has obtained a certification from the
custodian as of and for the years ended Decembh&03®6 and 2015 that the information
provided to the plan administrator is complete aocurate.

-1-
801 Meander Court, Medina, MN 55340
763/478-3169 FAX 763/478-3179

George D. Betts, CPA Cindy K. Hayes, CPA
gbetts@bettsandhayes.com chayes@bettsandhayes.com



Betts & Hayes, Ltd.

Certified Public Accountants

INDEPENDENT AUDITOR’S REPORT (Continued)

Disclaimer of Opinion

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

Other Matter

The supplemental Schedule of Assets (Held at Enteaf) is required by the Department of
Labor’'s Rules and Regulations for Reporting anccb&ure under the Employee Retirement
Income Security Act of 1974 and is presented fergtrpose of additional analysis and is not a
required part of the financial statements. Becadisiee significance of the matter described in
the Basis for Disclaimer of Opinion paragraph, wendt 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 includedha financial statements and supplemental
schedule, other than that that derived from therimétion certified by Great-West Life &
Annuity Insurance Company, have been audited by ascordance with auditing standards
generally accepted in the United States of Ameaiud, in our opinion, are presented in
compliance with the Department of Labor’'s Rules Regdulations for Reporting and Disclosure
under the Employee Retirement Security Act of 1974.

\ G 4 Y4

JeASZ /

Betts & Hayes, Ltd.

Minneapolis, Minnesota
October 11, 2017
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801 Meander Court, Medina, MN 55340
763/478-3169 FAX 763/478-3179

George D. Betts, CPA Cindy K. Hayes, CPA
gbetts@bettsandhayes.com chayes@bettsandhayes.com



HEALTH DIMENSIONS CONSULTING, INC.

401(k) PROFIT SHARING PLAN AND TRUST

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

2016 2015

ASSETS

Investments

Investments at fair value (See Note G) $ 5,461,911 $ 4,961,851
Investments at contract value (See Note J) 827,406 504,205
Receivables

Notes receivable from participants 174,047 109,499
Total Assets 6,463,364 5,575,555
Net Assets Available for Benefits $ 6,463,364 $ 5,575,555

See accompanying notes to the financial statements.
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HEALTH DIMENSIONS CONSULTING, INC.

401(k) PROFIT SHARING PLAN AND TRUST

STATEMENTS OF CHANGES IN NET ASSETS AVAILABLE FOR B ENEFITS
Plan Years Ended December 31, 2016 and 2015

2016 2015
Additions To Plan Assets
Investment income:
Interest $ 12,039 $ 12,266
Net appreciation (depreciation) in fair value of investments
including realized gains (losses) 437,102 (82,277)
Net investment income 449,141 (70,011)
Contributions:
Employee contributions 507,538 534,122
Employee rollover contributions 675,096 160,300
Employer contributions 228,998 253,966
Total Contributions 1,411,632 948,388
Total Additions To Plan Assets 1,860,773 878,377
Deductions From Plan Assets
Payment of benefits 955,043 1,259,542
Administrative expenses 17,921 17,654
Total Deductions From Plan Assets 972,964 1,277,196
Increase (decrease) in net assets for the year 887,809 (398,819)
Net Assets Available for Benefits,
Beginning of Year 5,575,555 5,974,374
Net Assets Available for Benefits,
End of Year $ 6,463,364 $ 5,575,555

See accompanying notes to the financial statements.
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HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
NOTES TO FINANCIAL STATEMENTS
December 31, 2016 and 2015

NOTE A -DESCRIPTION OF THE PLAN

The following description of the Health Dimensidbsnsulting, Inc. 401(k) Profit
Sharing Plan and Trust (the Plan) provides onlyega@rinformation. Participants should
refer to the plan document for a more complete rijgsan of the Plan’s provisions.

General

The Plan is a defined contribution plan sponsoseH&alth Dimensions Consulting, Inc.
(the Company). The purpose of the Plan is to p@weligible employees of the
Company with retirement and other benefits. Trhanl$ subject to the provisions of the
Employee Retirement Income Security Act of 1974 IER.

Participation
Employees are eligible to participate in the pliarehaving completed two months of

service and having reached 21 years of age. Ting @ate is the first day of the month
coinciding with or next following the date on whittke eligibility is met.

Contributions

A participant may elect to defer up to 100 pera#ritis or her compensation on a pretax
basis. The Plan also allows for after-tax contidns through its Roth 401(k) account
option. All employee contributions are subjectrtternal Revenue Code limitations.
Participants who have attained age 50 before tHegthe Plan year are eligible to make
catch-up contributions. Participants may also igoute amounts representing rollover
distributions from other qualified plans.

The Company’s matching 401(k) contribution is a detory 100 percent of the
participant’s salary deferrals into the Plan, uB fgercent of the participant’s eligible
compensation plus 50 percent of the participaratiarg deferrals between 3 percent and
5 percent of eligible compensation. The Company aiso make discretionary profit
sharing contributions. The Company made matchamgributions of $228,998 and
$253,966 for the Plan years ended December 31, 204 @015, respectively.

Participant Accounts

Each participant’s account is credited with thetipgrant’s contribution and Company
matching contributions, as well as allocationshaf Company’s profit sharing
contribution and Plan earnings. Participant act®are charged with an allocation of
administrative expenses that are paid by the Rlbocations are based on participant
earnings, account balances or specified particifransactions, as defined. The benefit to
which a participant is entitled is the benefit tbah be provided from the participant’s
vested account.




HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
NOTES TO FINANCIAL STATEMENTS
December 31, 2016 and 2015

NOTE A -DESCRIPTION OF THE PLAN — cont'd

Vesting
Participants are vested immediately in their owntgbutions and Company matching

contributions, pursuant to the safe harbor mat&sruDiscretionary profit sharing
contributions vest ratably as follows:

Years of Vested Percentage of
Service Employer Contributions
Less than 1 0%
1 but less than 2 20%
2 butless than 3 40%
3 butlessthan4 60%
4 butlessthan 5 80%
5ormore 100%

For eligibility and vesting purposes, a year ovgar is defined as 1,000 or more hours of
service in a calendar year.

Investment options

Participants are allowed to invest in a varietyneestment choices, as more fully
described in the Plan’s literature. All investmehbices vary in types of investments,
rates or return, and investment risk. Participamy elect at any time to have all or part
of their account balances and future contributibassferred from one investment choice
to another.

Forfeitures

Amounts forfeited by former participants are usededuce the Company’s contributions
to the Plan or pay administrative expenses of the.PAs of December 31, 2016 and
2015, forfeited nonvested accounts totaled $963%&7d, respectively.

Payment of benefits

Distributions of benefits are made when a participatires, dies, becomes totally and
permanently disabled, or otherwise ceases to leergnloyee. Participants are also
allowed to withdraw all or any part of their vestertount balance while still employed,
but only after the attainment of age 59%. Pardictp are permitted withdrawals from
their plan accounts for financial hardships. Hhmpsvithdrawals must be approved by
the plan administrator.




HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
NOTES TO FINANCIAL STATEMENTS
December 31, 2016 and 2015

NOTE A -DESCRIPTION OF THE PLAN — cont’d

Notes Receivable from Participants

Participants may borrow from their account balarecesinimum of $1,000 up to a
maximum of the lesser of 50% of their account bedaor $50,000. The loans are
secured by the balance in the participant’s accolihe rate of interest on existing notes
at December 31, 2016 ranged from 4.25% to 4.50fmciPal and interest are paid
ratably through payroll deductions.

NOTE B —SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Basis of Accounting
The Plan prepares its financial statements onc¢brual basis of accounting.

Investment Valuation and Income Recognition

Investments are reported at fair value (excepttferfully benefit-responsive investment
contract, which is reported at contract value)ir #alue is the price that would be
received to sell an asset or paid to transfertdlilain an orderly transaction between
market participants at the measurement date. rR@aragement determines the Plan’s
valuation policies utilizing information provided the investment advisors, custodians
and insurance company. See note G for discuss$ifair walue measurements.

Purchases and sales of securities are recordedradeadate basis. Interest income is
recorded on the accrual basis. Dividends are decbon the ex-dividend date. Net
appreciation includes the Plan’s gains and loseeswvestments bought and sold as well
as held during the year.

Payment of Benefits
Benefits are recorded when paid.

Expenses
Certain expenses of maintaining the Plan are paiddalth Dimensions Consulting, Inc.

(the Company) and are excluded from these finastééments. Fees related to the
administration of participant withdrawals and petministration are charged directly to
the participant’s account and are included in adstristive expenses. Investment related
expenses are included in net appreciation of e of investments.



HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
NOTES TO FINANCIAL STATEMENTS
December 31, 2016 and 2015

NOTE B — SUMMARY OF SIGNIFICANT ACCOUNTING POLICIEScont'd

Use of Estimates

The preparation of financial statements in conféymiith accounting principles
generally accepted in the United States of Ameaecaires management to make
estimates and assumptions that affect the reparterints of assets and liabilities and
changes therein, and disclosure of contingent sisset liabilities. Actual results could
differ from those estimates.

Notes Receivable from Participants

Notes receivable from participants are measurdgeat unpaid principal balance plus
any accrued but unpaid interest. Interest inca@mwedorded on the accrual basis.
Related fees are recorded as administrative expamgkare expensed when they are
incurred. No allowance for credit losses has breearded as of December 31, 2016 and
2015.

Notes from participants have been classified aswstment asset for Form 5500
reporting purposes and, accordingly, have beemnded as an investment in
supplemental schedule, Schedule H, line 4i — sdbegflassets (held at end of year).

Subsequent Events
The Plan has evaluated the subsequent events th@ctgber 11, 2017, the date the
financial statements were available to be issued.

NOTE C —INFORMATION CERTIFIED BY THE PLAN'S TRUSTE

The plan administrator has elected the method wiptiance permitted by 29 CFR
2520.103-8 of the Department of Labor’s Rules aeduRations for Reporting and
Disclosure under ERISA. Accordingly, Great-Wedel& Annuity Insurance Company,
the custodian of the Plan’s investment assets¢éid$ied to the completeness and
accuracy of all investments reflected on the acanymg Statements of Net Assets
Available for Benefits as of December 31, 2016 2845 and the related investment
activity reflected in the Statements of ChangeNéh Assets Available for Benefits for
the years then ended, and the supplementary Sehefldksets (Held at End of Year) as
of December 31, 2016.



HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
NOTES TO FINANCIAL STATEMENTS
December 31, 2016 and 2015

NOTE D —RELATED PARTY TRANSACTIONS AND PARTY-IN-INEREST
TRANSACTIONS

Great-West Life & Annuity Insurance Company is ayp#n-interest as defined by the
Plan as a result of investing Plan assets andgirayservices. The Plan Administrator
has approved these activities and transactiongorfion of the administrative costs for
the Plan is paid by the Company. The remaindéhnefidministrative expenses becomes
the responsibility of the Plan. Administrative topaid to Great-West Life & Annuity
Insurance Company by the plan were $17,141 and®344or the plan years ended
December 31, 2016 and 2015, respectively. LPL FimynLLC is a party-in-interest as
defined by the Plan as a result of providing innesit advisory services. Administrative
fees were paid to LPL Financial, LLC in the amooh$16,509 and $17,711 for the plan
years ended December 31, 2016 and 2015, respgctivel

NOTE E —TAX STATUS

The original effective date of the Health Dimensi@onsulting, Inc. 401(k) Profit
Sharing Plan and Trust was January 1, 2004. Tée \Was restated under the Volume
Submitter 401(K)/Profit Sharing Plan sponsored lbjd@&af Partners effective January 1,
2014. The Plan was restated again effective Jariy@016. The Prototype Plan
Sponsor has obtained from the IRS an opinion leéed October 29, 2008, specifying
that the form of this adoption agreement and tlsgcljglan document satisfy, as of the
date of the opinion letter, Code Section 401. &digh the plan has been amended since
receiving the determination letter, the plan adstmator believes that the plan is
currently designed and being operated in compliavittethe applicable requirements of
the Internal Revenue Code and therefore belieaghle plan is qualified and the related
trust is tax exempt.

U.S. GAAP require plan management to evaluate ¢&itipns taken by the plan and
recognize a tax liability (or asset) if the plarshaken an uncertain position that more
likely than not would not be sustained upon exationeby the IRS. The plan is subject
to routine audits by taxing jurisdictions; howeudgre are currently no audits for any tax
periods in progress.

NOTE F — PLAN TERMINATION

Although it has not expressed any intent to ddrs®Company has the right under the
plan to discontinue its contributions at any timel & terminate the plan subject to the
provisions of ERISA. In the event of Plan termioat participants would become 100%
vested in their employer contributions.



HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
NOTES TO FINANCIAL STATEMENTS
December 31, 2016 and 2015

NOTE G — FAIR VALUE MEASUREMENTS

The framework for measuring fair value providesia value hierarchy that prioritizes
the inputs to valuation techniques used to medsiurgalue. The hierarchy gives the
highest priority to unadjusted quoted prices invacmarkets for identical assets or
liabilities (level 1) and the lowest priority to aibservable inputs (level 3). The three
levels of the fair value hierarchy are describeld\we

Level 1 Inputs to the valuation methodology aredjusted quoted prices for
identical assets or liabilities in active markétattthe Plan has the ability
to access.

Level 2 Inputs to the valuation methodology include

Quoted prices for similar assets or liabilitiesaotive markets;
Quoted prices for identical or similar assets abilities in inactive
markets;

e Inputs other than quoted prices that are obsenfabkhe asset or
liability;

¢ Inputs that are derived principally from or corroded by
observable market data by correlation or other mean

If the asset or liability has a specified (contuat) term, the Level 2 input
must be observable for substantially the full texnthe asset or liability.

Level 3 Inputs to the valuation methodology arehs®syvable and significant to
the fair value measurement.

The asset’s or liability’s fair value measuremawvigl within the fair value hierarchy is

based on the lowest level of any input that isificant to the fair value measurement.
Valuation techniques used need to maximize thefisbservable inputs and minimize
the use of unobservable inputs.

Following is a description of the valuation methlmdpes used for assets of the Plan
measured at fair value:

Mutual funds: valued at the closing price repoxtedhe active market on which the
individual securities are traded.

-10-



HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
NOTES TO FINANCIAL STATEMENTS
December 31, 2016 and 2015

NOTE G — FAIR VALUE MEASUREMENTS - cont'd

The following table sets forth by level, within tfer value hierarchy, the Plan’s assets at
fair value as of December 31, 2016 and 2015:

Assets at Fair Value as of December 31, 2016

Lewvel 1 Lewvel 2 Lewvel 3 Total
Mutual Funds 5,461,911 - - 5,461,911
Total Assets at Fair Value $5,461,911 $0 $0 $5,461,911

Assets at Fair Value as of December 31, 2015

Lewvel 1 Lewvel 2 Lewvel 3 Total
Mutual Funds 4,961,851 - - 4,961,851
Total Assets at Fair Value $4,961,851 $0 $0 $4,961,851

NOTE H — REVENUE SHARING FROM MUTUAL FUNDS
Great-West may enter into agreements with nonpetgny funds or their service
providers (including advisers, administrators ansfer agents, and underwriters)
whereby Great-West or its affiliate provides shatdér services, sub-transfer agency,
custodial, and other administrative support ses/ared receives compensation for the
services. This compensation may include fees yadtr a plan of distribution under
SEC Rule 12b-1 (12b-1 fees). Generally, compemsaticeived by Great-West or its
affiliate directly or indirectly from each nonpragiary fund is based on the value of the
Plan’s investment in the fund (an asset-baseddiestes that vary among the funds and
share classes selected. Any excess of fund fersaovisory fees are credited to the
Plan within 30 days of the end of the quarterl{irml cycle.

NOTE | — RISKS AND UNCERTAINTIES

The plan invests in various investment securitiesestment securities are exposed to
various risks such as interest rate, market, aaditcrisks. Due to the level of risk
associated with certain investment securities, #tileast reasonably possible that
changes in the value of investment securitiesaadlur in the near term and that such
changes could materially affect participant’'s acttcaalances and the amounts reported
in the statement of net assets available for benefi

-11-



HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
NOTES TO FINANCIAL STATEMENTS
December 31, 2016 and 2015

NOTE J—FULLY BENEFIT-RESPONSIVE INVESTMENT CONTRA WITH GREAT
WEST LIFE & ANNUITY INSURANCE COMPANY

The Plan has invested in Great-West Life & Annliityurance Company’s (Great-West)
Key Guaranteed Portfolio Fund. The fund is crebitgth interest earned based on the
stated interest rates over the life of the contraithdrawals can be made at any time for
the purpose of participant withdrawals or benediyrpents at contract value. Great-West
is contractually obligated to repay the principadl & specified interest rate that is
guaranteed by the Plan. The contract is includete financial statements at contract
value, as it is fully benefit-responsive, as repoiio the Plan by Great-West.

Contract value represents contributions made uth@econtract, plus earnings, less any
participant withdrawals or benefit payments. Themeno reserves against contract value
for credit risk of Great-West or otherwise.

Certain events limit the ability of the Plan tortsact at contract value with the issuer.
Such events include the following: (1) amendmenthé plan documents (including a
complete or partial termination or merger with dmsotplan), (2) changes to the Plan’s
prohibition on competing investment options or teleof equity wash provisions, (3)
bankruptcy of the Plan Sponsor or other Plan Sposgents (for example, divestitures or
spinoffs of a subsidiary) that cause a significaithdrawal from the Plan, or (4) the
failure of the trust to qualify for exemption fraiederal income taxes or any required
prohibited transaction under ERISA. The Plan Adstrator does not believe that any
events that would limit the Plan’s ability to tracs at contract value with participants are
probable.

NOTE K —RECONCILIATION OF FINANCIAL STATEMENTS TG-ORM 5500

The following is a reconciliation of net assetsikalde for benefits per the financial
statements at December 31, 2016, to Form 5500:

Net assets available for benefits per the
financial statements $ 6,463,364

Less: Participant loans reduced by 2016
deemed distributions (51,097)

Net assets available for benefits per Form 5500 $ 6,412,267

-12-



HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
NOTES TO FINANCIAL STATEMENTS
December 31, 2016 and 2015

NOTE K — RECONCILIATION OF FINANCIAL STATEMENTS TG-ORM 5500 — cont’'d

The following is a reconciliation of deemed distriions of participant loans per the
financial statements for the year ended Decembge2@Il6, to Form 5500:

Deemed distributions per the financial statements $
Add: 2016 deemed distributions 50,597
Deemed distributions per the Form 5500 $ 50,597

The following is a reconciliation of interest incemper the financial statements for the
year ended December 31, 2016, to Form 5500:

Interest income per the financial statements $ 12,039

Less: Interest accrued on 2016 deemed
distributed loan after deemed distribution date (500)

Interest income per the Form 5500 $ 11,539

13-
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Eorm 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

. . . 1210-
This form is required to be filed for employee benefit plans under sections 104 0-0089
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Depart fthe T -
I sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2016
. Dlerm:rgenle:{SnggL i » Complete all entries in accordance with
ooy ™ the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Partl | 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 |:| a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
I:] an amended return/report |:| a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . ..........ovviin i » D
D Check box if filing under: @ Form 5558 |:| automatic extension |:| the DFVC program

D special extension (enter description)

Part Il | Basic Plan Information—enter all requested information

1b Three-digit plan

1a Name of plan
number (PN) » 001

Health Dimensions Consulting, Inc. 401 (k) Profit Sharing Plan and Trust
1¢ Effective date of plan

01/01/2004
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) 41-1974531
Health Dimensions Consulting, Inc. 2¢ Plan Sponsor's telephone
number

763-537-5700

4400 Baker Road 2d Business code (see
instructions)

Suite 100
541600
Minneapolis MN 55343 :

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.

™ H 7 { : 1/~
' SIIE(;PIJE \_74"_(// \ k (&) /(f)//_ﬁ///} Amber Rogotzke
7 Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2016)



Form 5500 (20186) Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephane
number
4  |fthe name and/or EIN of the pian sponsor has changed since the last return/report filed for this plan, enter the name,
EIN and the ptan 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 1 104
6 Number of participanis as of the end of the plan year unless otherwise stated (welfare plans complete only lines Ga(1), L i
6a(2), 6b, 6¢, and 6d}.
a(1) Total number of active participants at the beginning of the PIAN YEAT .....ccccc..vvuvvvuimmssisirreee s 6a(1) 27
a(2} Total number of active participants at the end of the PIAN YEAP ... s 6a(2) 81
b Retired or separated participants rECeiVING BEMETIES. . ... e e 6b 0
C Other retired or separated participants entitled 10 FUUE BENETIS ... s i s 6¢C 26
d Subtotal. Add NES BALR), 61, NG BC..........eeeereeseerreesrer e s et s ssnasa s e o) srrebse bbb SR mr RS sE RO bt nna e 6d 107
e Deceased participants whose beneficiaries are receiving or are entitled 1o receive benefits. ... Be c
T TOMAl AGGHNES B BNU B oo ettt ieissseaesbresasssererrseeeesaesessesetassese s b sressmb s b LR bbb PR SRS s Fr TS 1o S b E s s et 6f 107
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEEE TS BT -—ovvvvvvvvevvassnreeesssseeress e meesssemesessase bbb RS S8 AR 6g 81
h Number of participants that terminated employment during the plan year with accrued benefits that were
€55 TNAM TO0% VESIEO ¢.vvv.vvv.v.rsesseeseseeresenssmsseassases thussssassssssessesssss cyoErans 1441458 RERSTES 128008130811 SemnE b s b s g 6h 0
7 Enter the total number of employers obligated to confribute to the plan (only multiemployer plans complete this iter)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2J 2K 2F 2G 2T 3D 3H
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
n Insurance (1) Insurance
(2) Code section 412(e){3) insurance contracts {2) Code section 412(e)(3) insurance contracts
{3) Trust (3) Trust
{4} General assets of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
{1} @ R (Retirement Plan Information) ) @ H (Financial Information)
@ [] M (Mutiemployer Defined Benefit Plan and Certain Money (@) [] | (Financial Information — Smali Plan)
Purchase Plan Actuarial information) - signed by the plan (3) E 1 A (Insurance Information)
actua ——
Y {4) 2] C (Service Provider Information)
{3) [:| SB (Single-Employer Defined Benefit Plan Actuarial {5) | D (DFE/Participating Plan Information)
Information) - signed by the plan actuary {6) [] G (Financial Transaction Schedules)
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['Partill: | 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
2520401-2.) coovereevvvveneesrssmsenreoeeeeeees L] YES  [] No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2)) .......... []Yes [] No

11¢ 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 Confimmation Code for the most recent Form M-1 that was required to be filed under the Farm M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.}

Receipt Gonfirmation Code:




HEALTH DIMENSIONS CONSULTING, INC.
401(k) PROFIT SHARING PLAN AND TRUST
EIN 41-1974531

Plan Number 001

Form 5500, Schedule H, Line 4i

SCHEDULE OF ASSETS (HELD AT END OF YEAR)

December 31, 2016

€Y

(®)
(b) Identity of Issue

©

Description of Investment

@)

©)

Cost Current Value

Aberdeen Emerging Markets A
Alger Capital Appreciation Instl |
American Beacon Intl Equity A
American Beacon Lg Cap Value A
American Century Infl-Adj Bond Instl
Artisan Global Value Investor
Blackrock Global Allocation Instl
Blackrock High Yield Bond Instl
Clearbridge Small Cap Growth |
Eaton Vance Atlanta Capital SMID-Cap |
Fidelity Advisor New Insights |
Fidelity Advisor Small Cap Value |
Fidelity Advisor Strategic Income A
Harbor International Instl

Invesco Diversified Dividend R5

JP Morgan Smart Retirement 2015 A
JP Morgan Smart Retirement 2020 A
JP Morgan Smart Retirement 2025 A
JP Morgan Smart Retirement 2030 A
JP Morgan Smart Retirement 2035 A
JP Morgan Smart Retirement 2040 A
JP Morgan Smart Retirement 2045 A
JP Morgan Smart Retirement 2050 A
JP Morgan Smart Retirement 2055 A
Legg Mason BW Global Opps Bd A
MFS Research R3

Principal Diversified Real Asset Inst
Prudential Total Return Bond Z
Vanguard 500 Index Admiral
Vanguard Mid Cap Index Fund Admiral
Vanguard Small Cap Index Admiral
Victory Sycamore Established Value |

Key Guaranteed Portfolio Fund

Notes Receivable from Participants

Grand Total

*Denotes party-in-interest

Column (d) is not required as the Plan's investmamn¢ totally participant directed

Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund

Mutual fund
Mutual fund

Mutual fund
Mutual fund

Mutual fund

Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund
Mutual fund

Fixed Annuities

Due in varioo®ants through 2044
interest rate 4.25% - 4.50%

-14-

60,039
155,719
25,800
557,836
30,955
142,695
243,204
15,866
79,507
569,188
94,176
256,150
11,548
463,092
199,280
295
84,958
753,890
168,632
123,245
56
24,576
21,168
10,110
99,550
345,332
580
486,046
304,519
30,937
46,782
56,180

827,406

174,047

6,463,364




