Form 5500

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

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

2016

This Form is Open to Public
Inspection

Part | | Annual Report Identification Information

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

and ending  12/31/2016

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

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

D a DFE (specify)
the final return/report

D an amended return/report

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

Form 5558

D special extension (enter description)

D Check box if filing under:

D automatic extension

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

|:[ the DFVC program

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
TOTAL HOMECARE SOLUTIONS, LLC 401(K) PLAN

1b Three-digit plan

number (PN) » 001

1c Effective date of plan
01/01/2009

2a Plan sponsor’'s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

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

TOTAL HOMECARE SOLUTIONS, LLC

2722 E KEMPER RD
CINCINNATI, OH 45241

2b Employer Identification
Number (EIN)
20-8585162

2C Plan Sponsor’s telephone
number
513-277-0915

2d Business code (see
instructions)
621610

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 ADAM SHOEMAKER
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 148
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) 164
a(2) Total number of active participants at the end of the PIAN YK ...........ccccveiiviirivererereieieiceeeeree e 6a(2) 0
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 0
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 0
€ 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 0
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 0
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S thAN 100Y6 VESIEO ......eiseeieeieet et eet ettt s st ees et st eese s st eese s st essssensees et emsess et ece e s st ens et st ems st ems s st ens st en st et en s st enees e 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 23 2K 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) D Insurance 1) D 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) D 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
(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
TOTAL HOMECARE SOLUTIONS, LLC 401(K) PLAN plan number (PN) Y 001

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

TOTAL HOMECARE SOLUTIONS, LLC

20-8585162

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
LINCOLN FINANCIAL ADVISORS

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . s persons covered at end of
code identification number policy or contract year (f) From (9) To
35-0472300 65676 GP 76788 16 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

4786

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

LINCOLN FINANCIAL ADVISORS

1300 S CLINTON ST STE #150
FORT WAYNE, IN 46802-9999

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4786

SALES AND BASE COMMISSIONS

4

(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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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end...................ccccooveveveveeereennn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ..........vveeceeeeeetetceeeeee ettt e sttt en s s sttt et et et et es s nenssene st e teaesan s s e 6b
C  Premiums due but unpaid at the end of the year ... 6¢C

d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCY, ENLEr AMOUNL. .........coiiiiiiiiiii et e e e e e e e e sabeeee e e e aes

Specify nature of costs P

€  Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2 D immediate participation guarantee
3) D guaranteed investment 4) D other P
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e | 7b
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1)
(2) Dividends and CreditS...........c.ccivevereiriiiiieeeeeereis e 7c(2)
(3) Interest credited dUNNG the YEAr.............c..vovrereeeieeeeeeeeee et 7c(3)
(4) Transferred from separate account .. 7c(4)
(5) Other (SPEGIY DEIOW) ........cveveeeeeeeeeeeicteteecee et 7c(5)

»

(6)Total additionS ........cvvveeieeeeiiiieiee e

d Total of balance and additions (add lines 7b and 7¢(6)).

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier..............cccocevveveveeeeeeeeeeeeeeerenens 7e(2)
(3) Transferred t0 SEPArate @CCOUNL .............c.cocveveveeeeeeeeeeeeeeeeeses e e 7e(3)
(4) Other (specify below)
4

(5) TOLAI EAUCHONS ...ttt a et b bbbt s ettt bbbt s s a et b s 7e(5)

f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. | 7f
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE H Financial Information OMB No. 1210-0110
(Form 5500)
Internal R Seni This schedule is required to be filed under section 104 of the Employee 2016
nierne Revenue service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Department of Labor Internal Revenue Code (the Code).
Employee Benefits Security Administration
Pension Benefit Guaranty Corporation P File as an attachment to Form 5500. This Form is Op_en to Public
Inspection

For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016

A Name of plan B  Three-digit

TOTAL HOMECARE SOLUTIONS, LLC 401(K) PLAN plan number (PN) ) 001

C Plan sponsor’'s name as shown on line 2a of Form 5500
TOTAL HOMECARE SOLUTIONS, LLC

D Employer Identification Number (EIN)
20-8585162

‘ 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 CONtHBULIONS. ........cvouvevveeeeeeeseee et 1b(1) 39115
(2) Participant CONTIDULIONS ..............oviviveeeeieeeeeeeeeeeees e 1b(2) 380
() 0112 T= TSP 1b(3)
C General investments:
2) Interest-b_earing cash (include money market accounts & certificates 1c(1)
of deposit)
(2) U.S. Government securities .. 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) PIETEITEA ... 1c(4)(A)
(B) COMIMION. ....vitiieeeeeeeeete et 1c(4)(B)
(5) Partnership/joint VENtUre iNtEreStS ..............ccocoeeeevereeeeeeseeeeeesseenens 1c(5)
(6) Real estate (other than employer real property)............c.ccceeveveveeeeeennn. 1c(6)
(7) Loans (other than to participants) 1c(7) 26593 0
(8) Participant [0ans................ccocoeevevevererererenernnns 1c(8)
(9) Value of interest in common/collective trusts 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) 503682 0
(14) Value of funds held in insurance company general account (unallocated | @
contracts)
(15) OUNEY ..ot 1c(15)

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

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

1d

Employer-related investments:

(a) Beginning of Year

(b) End of Year

(1) Employer securities

1d(1)

(2) Employer real property

1d(2)

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

le

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

1f

569770

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]

569770

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)

46428

2a(1)(B)

65110

2a(1)(C)

2a(2)

2a(3)

111538

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

870

2b(1)(F)

2b(1)(G)

870

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

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

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

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

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

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

O amDANeS (.G, MBI ) e 20(10) 35389
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 147797
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 2828

(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) 2828
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) 6288

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

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

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

(5) Total administrative expenses. Add lines 2i(1) through (4)........ccccveverrnnen, 2i(5) 6288
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 9116

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d 2k 138681
| Transfers of assets:

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

(2) From this Plan.........c.cooiiiiiiiieii et 21(2) 708451

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:VONLEHMAN CPA & ADVISORY FIRM (2) EIN: 31-0905417

d The opinion of an independent qualified public accountant is not attached because:
Q) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Part IV |Compliance Questions

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

During the plan year: Yes No Amount

a  Was there afailure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until

fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.).................... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the

close of the plan year or classified during the year as uncollectible? Disregard participant loans

secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is X

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




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

Yes No Amount

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

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

€  Was this plan covered by a fidelity DONA?...........ooiiiii e s 4e X 100000

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: 0

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)

SHEAKLEY HUMAN RESOURCES RETIREMENT SAVINGS PLAN 41-2227998 001

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
TOTAL HOMECARE SOLUTIONS, LLC 401(K) PLAN plan number
(PN) 4 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
TOTAL HOMECARE SOLUTIONS, LLC 20-8585162

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): 35-0472300

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 outgtqr?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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@VonLehm an

CPA & ADVISORY FIRM

INDEPENDENT AUDITORS' REPORT

The Trustees of
Total Homecare Solutions, LLC 401(k) Plan
Cincinnati, Ohio

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of Total Homecare Solutions, LLC
401(k) Plan (the Plan), which comprise the statements of net assets available for benefits as of
December 31, 2016 and 2015 and the related statements of changes in net assets available for benefits
for the years 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 material misstatement, whether due to fraud or
error.

Auditors’ Responsibility

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

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department of Labor’s (DOL) Rules and Regulations for
Reporting and Disclosure under the Employee Retirement Income Security Act of 1974 (ERISA), the Plan
administrator instructed us not to perform, and we did not perform, any auditing procedures with respect
to the information summarized in the Limited Scope Audit note, which was certified by The Lincoln
National Life Insurance Company/Lincoln Life and Annuity Company of New York, the custodian of the
Plan, except for comparing the information with the related information included in the financial
statements. We have been informed by the Plan administrator that the custodian holds the Plan’s
investment assets and executes investment transactions. The Plan administrator has obtained a
certification from the custodian as of and for the years ended December 31, 2016 and 2015, that the
information provided to the Plan administrator by the custodian is complete and accurate.

Disclaimer of Opinion
Because of the significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we

have not been able to obtain sufficient appropriate audit evidence to provide a basis for an audit opinion.
Accordingly, we do not express an opinion on these financial statements.

VonlLehman & Company Inc.  Kentucky Ohio Indiana  800.887.0437  vicpa.com
810 Wright's Summit Parkway, Suite 300  Fort Wright, KY 41011 859.331.3300 F 859.331.4358



The Trustees of
Total Homecare Solutions, LLC 401(k) Plan
Page 2

Report on Form and Content in Compliance With DOL Rules and Regulations
The form and content of the information included in the financial statements, other than that derived from
the information certified by the custodian, have been audited by us in accordance with auditing standards

generally accepted in the United States of America and, in our opinion, are presented in compliance with
the DOL'’s Rules and Regulations for Reporting and Disclosure under ERISA.

Vonletman & &m/aa/(y e,

Fort Wright, Kentucky
October 12, 2017



TOTAL HOMECARE SOLUTIONS, LLC 401(k) PLAN
STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS

December 31,

2016 2015
ASSETS
Investments at Fair Value
Mutual Funds $ - $ 503,682
Notes Receivable From Participants - 26,593
Contributions Receivable
Employee Contributions - 380
Employer Contributions - 39,115
Total Contributions Receivable - 39,495
Net Assets Available for Benefits $ - $ 569,770

See accompanying notes.



TOTAL HOMECARE SOLUTIONS, LLC 401(k) PLAN
STATEMENTS OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS

Years Ended December 31,

2016 2015
Additions to Net Assets Attributed to
Investment Income
Net Appreciation in Fair Value of Investments $ 35,389 $ -
Interest Income on Notes Receivable From Participants 870 1,320
Contributions
Employee 65,110 56,563
Employer 46,428 39,115
Total Contributions 111,538 95,678
Total Additions 147,797 96,998
Deductions From Net Assets Attributed to
Net Depreciation in Fair Value of Investments - 9,025
Benefits Paid to Participants 2,828 -
Administrative Expenses 6,288 4,892
Total Deductions 9,116 13,917
Net Increase 138,681 83,081
Transfer of Plan Assets Due to Merger (708,451) -
Net Assets Available for Benefits
Beginning of Plan Year 569,770 486,689
End of Plan Year $ - $ 569,770

See accompanying notes.



TOTAL HOMECARE SOLUTIONS, LLC 401(k) PLAN
NOTES TO THE FINANCIAL STATEMENTS

NOTE 1 — DESCRIPTION OF THE PLAN

The following description of Total Homecare Solutions, LLC 401(k) Plan (the Plan) provides only
general information. Participants should refer to the Plan document and the summary plan description
for a more complete description of the Plan's provisions.

General

The Plan is a defined contribution plan covering all employees of Total Homecare Solutions, LLC (the
Company) who have one year of service, which includes having worked at least 1,000 hours, and are
age twenty-one or older. Employees will have the opportunity to become a participant on the first
“entry date”, January 1 or July 1 of each year, once that employee satisfies those requirements. The
Plan is subject to the provisions of the Employee Retirement Income Security Act of 1974 (ERISA).

Employee Contributions

Each year, participants may contribute up to limits as defined in the Plan, not to exceed amounts
determined by the Internal Revenue Service. 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 certain other retirement plans as described in the Plan document.
Participants direct the investment of their contributions into any combination of several investment
options offered by the Plan.

Employer Contributions

The Company may make matching contributions, as well as a profit sharing contribution to the Plan.
These amounts will be determined by the Company’s Board of Directors on an annual basis. For both
the years ended December 31, 2016 and 2015, the Company elected the safe harbor match provision
and made matching contributions equal to 100% of the first 3% of a participant’'s compensation
contributed to the Plan, and 50% on the next 2% of a participant’s compensation contributed to the
Plan. There was no profit sharing contribution for either 2016 or 2015. Contributions are subject to
certain statutory limitations.

Participant Accounts

Each participant's account is credited with the employee’s elective deferrals and allocations of (a) Plan
earnings (losses), including a charge for an allocation of administrative expenses paid by the Plan and
(b) employer contributions. Allocations are based on participant earnings, account balances, or
specific participant transactions, as defined in the Plan. The benefit to which a participant is entitled is
the benefit that can be provided from the participant's vested account.

Notes Receivable from Participants

Participants may borrow from their accounts a minimum of $1,000 up to a maximum equal to the
lesser of $50,000 or 50% of the participant’s vested account balance. Generally, notes are repayable
through payroll deductions over periods up to 60 months. The notes are collateralized by the balance
of the participant’s account and bear interest at a reasonable rate.



TOTAL HOMECARE SOLUTIONS, LLC 401(k) PLAN

NOTE 1 - DESCRIPTION OF THE PLAN (Continued)
Vesting

Participants are immediately vested in their 401(k) elective deferrals, rollover contributions and safe
harbor match, plus actual earnings thereon. Vesting in the remainder of their accounts is based on
years of service as defined in the Plan. Vesting begins upon the completion of the second year of
service, and a participant is 100% vested after six years of credited service.

Forfeitures

Forfeitures on non-vested account balances will be used to reduce future employer contributions or to
pay Plan expenses.

Payment of Benefits

On termination of service due to death, disability, retirement or termination of employment from the
Company, a participant may elect to receive either a lump sum amount equal to the value of the
participant’s vested interest in his or her account or any other form of payment included in the Plan
document. However, participants with a vested balance of less than $5,000 will receive a lump sum
amount equal to the vested portion of their account. Participants with a vested balance in excess of
$5,000 may remain in the Plan, but they may not make additional contributions.

Administrative Expenses

Certain expenses of maintaining the Plan are paid by the Plan, unless otherwise paid by the
Company. Expenses paid by the Company are excluded from these financial statements.
Investment-related expenses are included in net appreciation (depreciation) of fair value of
investments.

NOTE 2 - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES
Basis of Accounting

The Plan prepares its financial statements in conformity with accounting principles generally accepted
in the United States of America (U.S. GAAP).

Use of Estimates

The process of preparing financial statements in conformity with U.S. GAAP requires the use of
estimates and assumptions regarding certain types of assets, liabilities, revenues, and expenses.
Certain estimates relate to unsettled transactions and events as of the date of the financial statements.
Other estimates relate to assumptions about the ongoing operations and may impact future periods.
Accordingly, upon settlement, actual results may differ from estimated amounts.

Investment Valuation and Income Recognition

Investments are reported at fair value. Fair value is the price that would be received to sell an asset or
paid to transfer a liability in an orderly transaction between market participants at the measurement
date. The Plan’s Investment Committee determines the Plan’s valuation policies utilizing information
provided by the investment advisers, custodian, and insurance company (see Fair Value
Measurements and Plan Merger notes).

Purchases 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 (depreciation)
includes the Plan’s gains and losses on investments bought and sold as well as held during the year.



TOTAL HOMECARE SOLUTIONS, LLC 401(k) PLAN
-~ = "~ == === = = === =

NOTE 2 — SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES (Continued)
Payment of Benefits
Payments of benefits are recorded when paid.
Notes Receivable from Participants

Notes receivable from participants are measured at their unpaid principal balance plus any accrued
but unpaid interest. Interest income is recorded on the accrual basis. Related fees are charged
directly to the borrowing participant’s account and are included in administrative expenses and are
expensed when they are incurred. No allowance for credit losses has been recorded as of either
December 31, 2016 or 2015. If a participant ceases to make loan repayments and the Plan
administrator deems the participant loan to be in default, the participant loan balance is reduced and a
benefit payment is recorded.

Net Assets Available for Benefits

Net assets available for benefits at both December 31, 2016 and 2015 included $-0- allocated to the
accounts of persons who, prior to that date, had withdrawn from participating in earnings and
operations of the Plan.

Tax Status

The Plan is currently operating under a prototype plan document that has been accepted under
Section 401 of the Internal Revenue Code for use by employers for the benefit of their employees.
This prototype document received a favorable opinion letter from the Internal Revenue Service, dated
March 31, 2008. The Plan has been amended since receiving this opinion letter. A determination letter
has not been received specific to the Total Homecare Solutions, LLC 401(k) Plan. However, the Plan
administrator believes the Plan is currently designed and being operated in compliance with the
applicable requirements of the Internal Revenue Code. Therefore, no provision for income taxes has
been included in the Plan’s financial statements.

U.S. GAAP requires the Plan administrator to evaluate tax positions taken by the Plan and recognize a
tax liability (or asset) if the Plan has taken an uncertain position that more than likely would not be
sustained upon examination by the Internal Revenue Service. The Plan administrator has analyzed
the tax positions taken by the Plan and has concluded that, as of both December 31, 2016 and 2015,
there are no uncertain tax positions taken or expected to be taken that would require recognition of a
liability (or asset) or disclosure in the financial statements. Currently, the prior three years are open
under Federal statutes of limitations and remain subject to review and change. The Plan is not
currently under audit nor has it been contacted by any taxing authority.

Subsequent Events

The Plan has evaluated subsequent events through October 12, 2017, which is the date the financial
statements were available to be issued.



TOTAL HOMECARE SOLUTIONS, LLC 401(k) PLAN

NOTE 3 - FAIR VALUE MEASUREMENTS

The framework for measuring fair value provides a fair value hierarchy that prioritizes the inputs to
valuation techniques used to measure fair value. The hierarchy gives the highest priority to unadjusted
quoted prices in active markets for identical assets or liabilities (Level 1 measurements) and the lowest
priority to unobservable inputs (Level 3 measurements). The three levels of the fair value hierarchy
under FASB ASC 820 are described as follows:

LEVEL 1 — Inputs to the valuation methodology are unadjusted quoted prices for identical assets or
liabilities in active markets that the Plan has the ability to access at the measurement date.

LEVEL 2 - Inputs to the valuation methodology include quoted prices for similar assets or liabilities
in active markets, quoted prices for identical or similar assets or liabilities in inactive markets,
inputs other than quoted prices that are observable for the asset or liability, and inputs that are
derived principally from or corroborated by observable market data by correlation or other means. If
the asset or liability has a specified (contractual) term, the Level 2 input must be observable for
substantially the full term of the asset or liability.

LEVEL 3 - Inputs to the valuation methodology are unobservable and significant to the fair value
measurement.

The asset’s or liability’s fair value measurement level within the fair value hierarchy is based on the
lowest level of any input that is significant to the fair value measurement. Valuation techniques used
need to maximize the use of observable inputs and minimize the use of unobservable inputs.

Following is a description of the valuation methodology used for assets measured at fair value. There
have been no changes in the methodology used at either December 31, 2016 or 2015.

Mutual Funds — Valued at the quoted Net Asset Value (NAV) of the shares held by the Plan at year
end as reported by the fund.

The preceding method described may provide a fair value calculation that may not be indicative of net

realizable value or reflective of future fair values. Furthermore, although the Plan believes its valuation

method is appropriate and consistent with other market participants, the use of different methodologies
or assumptions to determine the fair value of certain financial instruments could result in a different fair
value measurement at the reporting date.

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

Level 1 Level 2 Level 3 Total

Mutual Funds $ - $ -3 -5 -

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

Level 1 Level 2 Level 3 Total

Mutual Funds $ 503,682 $ - % - % 503,682

For both the years ended December 31, 2016 and 2015, there were no significant transfers between
Levels 1 and 2 and no transfers in or out of Level 3.
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NOTE 4 - LIMITED SCOPE AUDIT

Certain information related to investments disclosed in the accompanying financial statements,
including investments held at December 31, 2016 and 2015, and the net appreciation (depreciation) in
fair value of investments for the years then ended, was obtained or derived from information supplied
to the Plan administrator and certified as complete and accurate by The Lincoln National Life
Insurance Company/Lincoln Life and Annuity Company of New York, the custodian of the Plan.

NOTE 5 - PLAN MERGER

On December 31, 2016, the Total Homecare Solutions, LLC 401(k) Plan was merged into the
Sheakley Human Resources Retirement Savings Plan, a multiemployer plan. The transferred net
assets have been recognized in the accounts of the Sheakley Human Resources Retirement Savings
Plan as of December 31, 2016, at their balances as previously carried in the accounts of the Total
Homecare Solutions, LLC 401(k) Plan.

The changes in net assets of the Plan is included in the accompanying statements of changes in net
assets available for benefits. A summary of the transferred net assets follows:

Investments, at Fair Value $ 673,916
Receivables

Employer Contributions 34,535

Total 3 708,451

NOTE 6 - FORFEITURES

For both the years ended December 31, 2016 and 2015, no forfeitures were used to pay Plan
expenses or to offset employer contributions. There were no unallocated forfeitures as of December
31, 2016 and 2015.

NOTE 7 — PARTY-IN-INTEREST TRANSACTIONS
Certain Plan investments are shares of mutual funds or other investments managed by Lincoln
Financial Group. The Lincoln National Life Insurance Company/Lincoln Life and Annuity Company of

New York is the custodian as defined by the Plan; therefore these transactions qualify as party-in-
interest transactions.

These party-in-interest transactions are exempt from the prohibited transaction rules of ERISA.

NOTE 8 — RECONCILIATION OF NET ASSETS WITH PARTICIPANTS’ ACCOUNTS

December 31,

2016 2015
Balance of Participants' Accounts $ - 9 530,275
Contributions Receivable - 39,495
Net Assets Available for Benefits $ - $ 569,770
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NOTE 9 — RISKS AND UNCERTAINTIES

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



Form 5500 Annual Return/Report of Employee Benefit Plan WIEIRIHRR, TETRED
This form is required to be filed for employee benefit plans under sections 104 i

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 201 6

Department of Labor » Complete all entries in accordance with

Employee Benefits Security 3 .
Administration 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 D 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 @ the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, Check NEre. . . ... .. .. .ottt e » D
D Check box if filing under: E{] Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
TOTAL HOMECARE SOLUTIONS, LLC 401 (K) PLAN number (PN) » 001
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) 20-8585162
TOTAL HOMECARE SOLUTIONS, LLC 2C Plan Sponsor's telephone
number
(513) 277-0915
2722 E KEMPER RD 2d Business code (see
instructions)
CINCINNATI OH 45241 621610

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 attachmentg, 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.

SE%E | é i T i j 2/7/_ ;//77 ADAM SHOEMAKER

Signature of plan administrator Date Enter name of individual signing as plan administrator

7 7
IGN 7 =i g ,

I-?ERE L ,./-—"/’véu:bﬂ/ — /"/Z@ az g o / /ﬁ/ﬁ//; ADAM SHOEMAKER

Signature of en'[p,loy'érlplan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE

Signature of DFE Date Enter name of individual signing as DFE
Preparer's name (including firm name, if applicable) and address (include room or suite number) Preparer’s telephone number
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2016)

v. 160205
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3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 Ifthe name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name,
EIN and the plan number from the last return/report:
a Sponsor's name
5  Total number of participants at the beginning of the plan year 148
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans compléte only lines 6a(1), :
6a(2), 6b, 6¢, and 6d). .
a(1) Total number of active participants at the beginning of the PIAN YEAK .......c...v.evrevierereeeeeeeeeeee et eeeesesereesreeeeessnees 6a(1) 164
a(2) Total number of active participants at the end Of the PIAN YEAT ..........ccruiviirieiiciriereeseseesssensss st ises s 6a(2) 0
b Retired or separated participants reCeivINg DENETIS. .......v.iiriivereiiereevss et esee et e et e s reneen 6b 0
C Other retired or separated participants entitled to futture DENES............cci it e 6¢c 0
A Subtotal. Add INES BA(2), B, ANG BC..........rueceecreetereeeeeces ettt teesessceses e erees e set s ba et e eees et ees s e st s essesesse s e seetesereeees 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ......ccccoevccvencoiinein e 6e 0
F o TOtl. A NS B ANG BE. ......eeeoeeeceeeectceece ettt sttt s e st et es et et ree bt eee et ee et ses et arees s ee et enseeeeen 6f 0
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE thIS IEEIM) +.veveeeieeieerisieeeesseeseees s eesessess e sasesessersressessesessesereseeeosesessesnesseeeeennee et e enend 6g 0
h Number of participants that terminated employment during the plan year with accrued benefits that were
1858 thaN 100% VESIEU ..uiviviriciinsieissiserississseessstenstsestsetsesesessatesesaessesseemassseesstonsstss st anteessestssssstetststsmssessesenssasesnesae 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 7
8a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 2J 2K 3D
b Ifthe plan provides weifare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) I Insurance
(2) Code section 412(e)(3) insurance contracts (2) I 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) [g] R (Retirement Plan Information) ) H (Finandial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money (2) 1 (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) 1 A (Insurance Information)
t — .
aciuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)
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 Partlll | 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 ptan year? (See instructions and 29 CFR
2520.101-2.) 1.vvvvreinssiesnsens s ensvess [] 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.) ........... [:l Yes [:I 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 Lab )
Employes Bonolis. ggcgrityaAg:nlnislration P 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

plan number (PN) » 001

TOTAL HOMECARE SOLUTIONS, LLC 401 (K) PLAN : .
C Plan sponsor's name as shown on line 2a of Form 5500 " | D Employer Identification Number (EIN)

TOTAL HOMECARE SOLUTIONS, LLC 20-8585162

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 |ll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

LINCOLN FINANCIAL ADVISORS

(e) Approximate number of Policy or contract year
b) EIN (c) NAIC ‘ (d). 'Co‘ntract or d at end of
(b) code identification number pe&s)ﬁ:; gf!ﬁ:ﬁ ra?t ;/a:aro {f) From (g) To
35-0472300 65676 GP 76788 16 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
4,786 0

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
LINCOLN FINANCIAL ADVISORS
1300 S CLINTON ST STE #150

FORT WAYNE IN 46802-9999

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

4,786 4

(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

commissions paid (c) Amount {d) Purpose

Organization
code

e 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

commissions paid (c) Amount ~ (d) Purpose

Organization
code

other person to whom commissions or fees were paid

N

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

Fees and other commissions paid

()

{b) Amount of sales and base

commissions paid (c) Amount (d) Purpose

Organization
code

= = oS TR T T R S

{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

commissions paid (c) Amount (d) Purpose

Organization
code

Y - R i SR G s ¥ T e o G
(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 codo
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Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at Year end.........c..cc....oveeerreosrrerrsrerionner 4
5 Current value of plan’s interest under this contract in separate accounts at Year end ...............c..c.co.vvevrererecsrernennen 5
6 Contracts With Allocated Funds:

~a State the basis of premium rates »

D Premiums Paid t0 CAITIBT.......cc..cii v isie it vt sttt sr st e sres s sam sttt ss b s st es st ens st snsess 6b

C  Premiums due but unpaid at the end of the Year...........cc.cviiiiinii e 6c

d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amouNt. ... e

Specify nature of costs P

e Type of contract: (1) I:l individual policies 2) D group deferred annuity
(3) l:] other (specify) P

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) |:| deposit administration ) D immediate participation guarantee
(3) |:| guaranteed investment 4) I:l other b

b Balance at the end OF the PreVIOUS YEAN...........c..ccuiiiririererrereiiresoeeeesensetsesssstsssestseeeeeseseeseseseeseseveseesessoeeeeeeneeene
C  Additions: (1) Contributions deposited during the year
(2) Dividends and credits ......ccccorveennne. e e e na e ns .
(3) Interest credited dUring the Y&ar.........ccecv o
(4) Transferred from separate acCOUNt..........ccoeivivniniiincnic e
(B) Other (SPeCIfy DEIOW) «.c.vciiieeeiiieiiiecir e ere s enn e ern e
14

(6)Total additions :
d Total of balance and additions (add lines 7b and 7¢(6)). ......cc.oevvrerrerrereerrrnrssisnsines
€ Deductions:

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

(2) Administration charge made by Carrier ...........cccovviimercniccieaiennen

(8) Transferred to separate aCCOUNt........c.ccvvriiiieenicnnien e

(4) Other (SPeCify DEIOW) .c..oviiiiiiriiiiienencin e s

14

(5) Total deductions
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..........c.covevvvvveiereesisieseesveseseesenrenes | 7f
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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 D Health (other than dental or vision) bD Dental c|:| Vision d |:| Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt rECEIVET........ovvivirririirenie i res s ga(1)
(2) Increase (decrease) in amount due but UNPaid.......ccoevevreriiiiriciinninean, 9a(2)
(3) Increase (decrease) in unearned premium reserve ............... [T 9a(3)
(4) Earned ((1) +{2) = (3))veerrmrrierrimreariereinineieeassetessesinsieraneessesaesnese e snense e enrareensens
b Benefit charges (1) Claims Paid ........cccecriiieieiiieieee e sesress s 9b(1)
(2) Increase (decrease) in Claim reSEIVES........c..ovvreecerieerireisees e 9b(2)
(3) Incurred claims (add (1) AN (2)) ....oviiieiieiier e e s e e s e sa bbb e b st et

(4) ClaiMs ChAIGEA .. c.uviereireiiiir ettt s a et e sesas s et s st st e s b e raebe st e tessats saeiaeesestennsasastesansstestensestetees
C Remainder of premium: (1) Retention charges (on an accrual basis) -

(A) COMMISSIONS ....vevvriveriensieresieseeiet ettt e e st s s bbb s s eaenve 9c(1)}(A)
(B) Administrative service or other fees... .. 9¢(1)(B)
(C) Other specific aCUISIION COSES ........cvvivvereeeceereeeeriensecsriseesieeesd 9¢(1)(C)
(D) Other EXPENSES.....c..vviveieceeres st ssiestsssessis s seeesesessasssssesseseenens 9c¢(1)(D)
(E) TAXES .tieeeiiieie ittt ettt sttt et e ba s e e r b nes 9c(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention GhAIGES .........vreeeererirerreeisenssseseesseeseeeenes .| 9c(1)(G)
LG )L = =1 1) o OO OO OO 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.)....cooiiiiniis 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .. 9d(1)
{2) ClaIM FESBIVES .....evceciiciimeiimreisie e eie et ens s eee et et bt sase b S s s b E e bbbt s he e b b e e bt e sesra s ate et eeabessnsne 9d(2)
(B) OtNET TESEIVES. .. eevieiitiiriiteitssseseesie e st asstr e es et es s s te st eseabeeas e saas et b bab e ersestar st s seest st abestesa s et sre et se et senenaes 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)....cccceevevvcvrereinnnnn, 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 0 CAIMEr ... ea e e eas e 10a

b Ifthe 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.ceveeenes 10b
Specify nature of costs.

Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ I:l Yes |:| No

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




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

TOTAL HOMECARE SOLUTIONS, LLC 401 (K) PLAN plan number (PN) » 001

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

D Employer Identification Number (EIN)

TOTAL HOMECARE SOLUTIONS, LLC 20-8585162

rtl | 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 1¢(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 |Es do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. Seen

Assets

structions.

a Total noninterest-bearing cash.......
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions...........
(2) Participant contributions.........
(3) Other......ccccovcveiiniiiiiiciee,

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 ....cccovcvveennennnn
(B) Allother........ccecvvvuvceiniinnn
(4) Corporate stocks (other than employer securities):

(a) Beginning of Year

(b) End of Year

1¢(3)(A)

1¢(3)(B)

(A) PIOIOITEU ....vocviivieiieess st sessass ettt ses st eene e 1c(4)(A)
(=) 701211 111e) 1 SO OO 1c(4)(B)
(5) Partnership/joint VENture INtErEstS ..........ou.vveeeerrerrreeneseseecesesseerarenens 1¢(5)
(6) Real estate (other than employer real property)... 1¢(6)
(7) Loans (other than to participants) .........cc.oevrsireereisiviiesieeeesiseeisises e 1¢(7) 26,593 0
(8) PartiCipant 08NS ..........c.evvivveeverierereseis st eess s et ss s eeans 1¢(8)
(9) Value of interest in common/collective trusts .............ccvvrveveiveneisinnenns 1¢(9)
(10) Value of interest in pooled separate accounts 1¢(10)
(11) Value of interest in master trust investment accounts ..............cccevevvr.n. 1c(11)
(12) Value of interest in 103-12 investment entities...............c..covvvvvevieneen, 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual 1c(13)
FUNAS ).ttt ettt s eaer st s 503,682 0
(14) Value of funds held in insurance company general account (unallocated 1c(14)
CONETACES) .. veviei ettt ettt end e reane
{15) OtNBE ...ttt es et s e ettt sen et es et e ee e e e tenranseee 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) EMPIOYEr SECUIHES .....cvvvveeveeceereeres et sses st isesssssens st sesesessenss 1d(1)
(2) EMPlOYEr real PrOPEItY ........ccvvviieesieerercieseesse e ees s e sessss st 1d(2)
€ Buildings and other property used in plan operation ...........cceerviceiiievnnninen 1e
f Total assets (add all amounts in lines 1a through 1€) ........ccccevvrrvreerirrirnnns 1f 569,770 0
Liabilities
g Benefit claims payable 19
D Operating PAYADbIES ...........ccocviirieiieereciesis st 1h
[ ACQUISIION INAEDIEANESS ......cvvcvviv et 1
J Other ADIHES ... s s 1
Kk Total liabilities (add all amounts in lines 1g through1j) ........ccceevvvverrenrerecrnnnns 1k 0 0
Net Assets
| Net assets (subtract line 1k from lINe 1) ......cccouvirierinierieiininiissens s esseeeens I 1 | 569,717 0| 0

vrtkll\ 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 |Es do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions: . - 7
(1) Received or receivable in cash from: (A) Employers 2a(1)(A) 46,428
(B)  PartiCIDANS......ovivveitieees et eess s bseesitass e 2a(1)(B) 65,110
(C) Others (INCIUAING FOOVETS) .....vveeieiieeereeriesiesesesreseeseessesvesreeens 2a(1)(C)
(2) NOncash CONtHBULIONS .........vevviieiriieiisisscines et et sssnns 2a(2) .
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............ 2a(3) 111,538

b Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and

certificates of dePOSIt)........ccccvriieiiicri 2b(1)(A)
(B) U.S. GOVernment SECUNHIES ............cooeervverermineceresrsrennscersrienseeennns 2b(1)(B)
(C) Corporate debt iNStrUMENtS..........cccvvevieeeeeeeeieeeec e e 2b(1)(C)
(D) Loans (other than to participants)................cccceervrerevrrsvcinsierennenien 2b(1)(D)
(E)  Participant 08NS .....c..c.vvieeecieeesiiniinisceosesessseeeesssee s s eeeesssesesenes 2b(1)(E)
(F) 2b(1)(F) , .
(G) Total interest. Add lines 2b(1)(A) through (F)......ccccocoviiiiiiiiinncnna. 2b(1)(@) | o 870
(2) Dividends: (A) Preferred StOCK.......c...c.cvevvriiereririeieereesseisseresssesesenanns 2b(2)(A) l -
(B)  COMMON SEOCK.....vvveeverrrinneesirissriesssesssses et sseanssseensesesnsonss 2b(2)(B)
(C) Registered investment company shares (e.g. mutual funds)........... 2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D)
(B) RENES ..ot e s
(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)
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...................... 2b(5)(A)

(=) TR0 11 SO OTP PO 2b(5)(B)
(C) Total unrealized appreciation of assets.

Add 068 2D(5)(A) BN (B).e.vrevvvvrerrreereseeerresesresesesesseeeseeessssesenn

26(5)(C) |
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(a) Amount__

(b) Total

35,389

147,797

(6) Net investment gain (loss) from common/collective trusts 2b(6)
(7) Net investment gain (loss) from pooled separate acCOUNtS .........coverereene, 2b(7)
(8) Net investment gain (loss) from master trust investment accounts............ 2Db(8)
(9) Net investment gain (loss) from 103-12 investment entities ..................... 2b(9)
(10) Net inve.stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds)..........covveriircneiiinioe )
€ Other INCOME ...ttt bbb s 2¢
d Totalincome. Add all income amounts in column (b) and enter total..................... 2d
' Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............|

(2) To insurance carriers for the provision of benefits

(3) Other.....cooiiiipiiniiiiiecc e s
(4) Total benefit payments. Add lines 2e(1) through (3)........c.ocoevevviverecininnns)

Corrective distributions (see instructions) ..........cccoovevviniiniininiiiiice e
Certain deemed distributions of participant loans (see instructions)...............

oQ =

[NEErESt EXPENSE ... e s ettt e

Administrative expenses: (1) Professional fees..........cccecveveriiiveviiiine i,

(2) Contract administrator fees

(3) Investment advisory and management fees................ TP

(4) Other ..o s e

(5) Total administrative expenses. Add lines 2i(1) through (4)...........c.ecveeninn)

J Total expenses. Add all expense amounts in column (b} and enter total ........
Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d ...............

| Transfers of assets: .
{1) TO LIS PlaN . c.eciiieeeiecie e et
(2) From this plan

6,288

9,116

138,681

708,451

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):
(1) D Unquatified (2) D Qualified (3) E Disclaimer (4) |:| Adverse

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

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

(1) Name: VONLEHMAN CPA & ADVISORY FIRM

(2) EIN:31-0905417

n

No

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

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

v .
V | Compliance Questions

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

103-12 IEs also do not complete lines 4j and 4. MTIAs also do not complete line 4l,

During the plan year:

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

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
Lo 4 oTot =T 1 TP OO OSSR RRT R TT

Amount
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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.) ........ccovvvvvnvccrninniinnnnns

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 Il if “Yes” is
CRBOKE. ). cieeii i s

@  Was this plan covered by a fidelity BONG? ........cooiviiiiiiiii e e

f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF DISNONESTY? ...ooviieiei e e st r e e et ibbert s tes b e st e eeestan

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?........cccvoocveviie e

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?..................

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes" is checked, and
see instructions for format reqUIreMENES.) .........ccoiriivinriii e e

j  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 reqUIrEMENtS.) ......ccoci i e et

K  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? .......cccvciiiiiiiiimnriinecner e sinssene s ersses e 4k

| Has the plan failed to provide any benefit when due under the plan?...........c.coureivveneiveeeeersiseeens u X

m  |f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
282010723, ) ettt et e b et et Ae S 1a e e ke ebeaabe e st vaeesba e aeerreeehseateetesabans

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........cccovviv v,
O 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 fromM SBIVICET ... i e e s

5a Has a resolution to terminate the plan been adopted during the plan year or any pricr plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year............cocveviiin. @ Yes D No Amount: 0

B5b 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)

SHEAKLEY HUMAN RESOURCES RETIREMENT SAVINGS PLAN 41-2227998 001

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

i Trust Information
6a Name of trust 6b Trust's EIN

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




SCHEDULE R Retirement Plan Information _ OMB No. 1210-0110
(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
8058(a) of the Internal Revenue Code (the Code).
Department of Lab - . .
Employee B:r?:f[nr;;gcﬁrityaAginlnislraﬁon . This Form is Open to Public
b 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
TOTAL HOMECARE SOLUTIONS, LLC 401 (K) PLAN plan number
(PN) » 001 ]
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

TOTAL HOMECARE SOLUTIONS, LLC 20-8585162

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
INSEIUCHIONS 11uteiittit ettt et a et e bbbt 4 et et s e b e eas e s s eheea s eRe 1 4e e b e R0 e R e Eer e s bensessarnseeaesnsabe st sereatenen

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): 35-0472300

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 ptan 3
VBT L.tiieriests sttt et e cetnae e e s st e bt setebce e ae e e ateee et e e e ke E e b e eA s e A 4e e A teeebat s 4 e s be et ee et aeeaseaRe Rt e et b et baE e R AeaRresatsetesenessen e nteerts

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 Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)7? ..vvccovverrrrrereirnrens |:| Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5 If awaiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the 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) .................................................. PSP OROTOPPOROIN
b Enter the amount contributed by the employer to the plan for this Plan YEar.........cooc.evvvvceereeieerceecresereceenen) 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 amouNt) .......c.c.cccvreiiiiviii e 6¢
If you completed line 6c, skip lines 8 and 9. .
7 Wil the minimum funding amount reported on line 6¢c be met by the funding deadling?............ovveveeeieenireerrevercrnens 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 D Yes D No I:I N/A

administrator agree with the Change? ...t st e saeseatees

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

bOX. 1f N0, ChECK the “NO” DOX......vivirereierieeietesiresiees ettt sies st ees s eteessaesnsseaeer e ses s D Increase I:l Decrease D Both D No
. Pa | ESOPs (ses instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code, sklp this Part.
10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ................ | | Yes l:l No
11 @  Does the ESOP hold any Preferred SLOCK? ........iiiiveiiriueiieesssisieesssestssstesessstes st sesensessesesesessesessesessarssesesaessessssessesesssassons : Yes D No
b Ifthe lESOP bas 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 “DACK-T0-DACK" I0BN.) .. ...cviiiieiriiiii ettt sttt ettt esae et esaae s esenos
12 Does the ESOP hold any stock that is not readily tradable on an established SECUNHES MAIKEL? .......e...eevreecoererereerereeeereereererenas D Yes I:l -No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2016

v. 160205
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l Part V l 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
i dollars See |nstruct|ons Complete as many entr/es as_ needed to reort all a //cab/e_em/ov ers i _

a Name of conlnbutmg 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 I:]
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 umt measure: l

] Other (specify):
7 S Y

a Name of contnbutmg 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 boxD
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate information (/f 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)

) Baseumtmeasure | ] Hourly

a Name of contrlbutmg employer .

b EIN € Dollar amount contributed by employer

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

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

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

a Name of contributing employer
b EIN € Dollar amount contributed by employer

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

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

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

(2) Base unlt measure: I Hourly I Unit of production l Other (specify):

a Name of conlrlbulmg 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 Iinstructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

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

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

2) Baseumtmeasure I Hourly

a Name of contrlbutmg employer
b EIN € Dollar amount contributed by employer

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

€ 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:

@ THE CUITENE YT ....viveeess ettt e ae st st s b1 e s et sss b bbbt et esb sttt s et nses 14a
b The plan year immediately preceding the GUITENt PIAN YEAT.......... ccieierierer et sr et seesresssseeerecsessesserens 14b
C  The second preceding PIAN YEAI ...t rae s b e abe e eses st ab et saesanesesrenren 14c

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 <1 | ORI 15a

b The corresponding number for the second preceding Plan YOI ..............vviueeevrivecerionsreeescoseereseesseserssevereasen 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 ........cc.ccocveviiiniiieonnn, 16a

b Ifline 16ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn employers

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 @HaChMENt. ... v s e s e e e s e e e et aarer e rr e raas

18 It 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 Ifthe 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 D 6-9 years D 9-12 years |:| 12-15 years [:] 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate line 19(b)‘?
D Effective duration D Macaulay duration D Modified duration |:| Other (specify):

20a Is the plan a 401(k) plan? [F “NO,” SKIP D ....vcuveiireeircecicticenesies st seses ettt sttt ses st e et D Yes |:| 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 apply: ........cociiiimivenerein e e e “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

e [ porcontage benofittest LI /A

es

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

22b |f 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 / / .




i m5558 Application for Extension of Time S Kl Tensscrms
g To File Certain Employee Plan Returns

(Rev. August 2012)

P~ For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Departmentofine Treasury » Information about Form 5558 and its instructions is at www.irs.gov/form5558
Internal Revenue Service
:lgd 8 Identification
A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer's identifying number (see instructions)
TOTAL HOMECARE SOLUTIONS, LLC Employer identification number (EIN) (9 digits XX-XXXXXXX)

Number, street, and room or suite no. (If a P.O. box, see instructions) 20-8585162

2722 E KEMPER RD

Social security number (SSN) (9 digits XXX-XX-XXXX)

City or town, state, and ZIP code

CINCINNATI OH 45241

¥ Plan name Plan Plan year ending—
number MM DD YYYY
TOTAL HOMECARE SOLUTIONS, LLC 401(K) PLAN 0io0 i1 12 31 2016

[EELIl Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed

1
in Part 1, C above.
2  Irequest an extension of time until 10 , 16, 2017 to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.
: : : 10 16 2017 ! : .
3  Irequest an extension of time until / / to file Form 8955-SSA (see instructions).

Note. A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if: (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and (b) the date on line 2
and/or line 3 (above) is not later than the 15th day of the third month after the normal due date.

xcledllli Extension of Time To File Form 5330 (see instructions)

4 |request an extension of time until / / to file Form 5330.
You may be approved for up to a 6 month extension to file Form 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposing thetax . . . . . . . . . . . b | a |
b Enter the payment amount attached. . . . . . . . . . . . . . . . . . . . . . P b
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendmentdate . . . B €

5  State in detail why you need the extension:

Under penalties of perjury, | deglére that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete, and that | am authorized
to prepare this application. ,_,;;’"

pd
Stgnature > gt 7 ///V/yid// Rated D 3 / [F
" MaA” Form 5558 (Rev. 8-2012)




