Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea§ury B en Eﬂt PI an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2017
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . ]
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending  12/31/2017
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This return/report is for: list of participating employer information in accordance with the form instructions.)
|:| a one-participant plan D a foreign plan
B This return/ ti ) )
IS returnreport 1s |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: |:| Form 5558 D automatic extension |:| DFVC program
|:| special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
CHILDREN'S HEALTH CENTER OF COLUMBUS, INC. RETIREMENT PLAN plan number
(PN) 001
1c Effective date of plan
09/01/2010
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 64-0837075

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

CHILDRENS HEALTH CENTER OF COLUMBUS, INC. 2C Sponsor's telephone number

662-329-2955

2d Business code (see instructions)

114 LEHMBERG ROAD
COLUMBUS, MS 39702 621111

3a Plan administrator's name and address [X| Same as Plan Sponsor. 3b Administrator's EIN

3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN

C Plan Name

5a Total number of participants at the beginning of the Plan YEar .................cociioeeeeeeeeeeeeeeeeeee e 5a 29
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 30
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 13

[oToTaa] o111 (TR {0 ESTN1 (=02 TR

d(1) Total number of active participants at the beginning of the plan year 5d(1) 22
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 22
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

ThAN 1000 VESTEA ...ttt e e ettt ettt e e e e ettt e e e e e e ettt e e e eeesenataeeeeeennbaeeeeaesaansssseeaeeesannrbeneeeas

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, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, 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.

SIGN Filed with authorized/valid electronic signature. 06/20/2018 SABRINA MCDOW
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2017)

v.170203
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6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCHIONS.) ........ooiiiiiiiiiiiiiiiee e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and CONItIONS.)........ccuuiiiiiiiiiii s Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes |:| 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.)

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS .....cuecviiviiviieeieeietieteeieieeeteete ettt e et 7a 103538 115963
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 103538 115963
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1)
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 9655
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 14041
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 23696
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 10125
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 1146
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 11271
i Netincome (loss) (subtract line 8h from line 8c).. 8i 12425
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2 2K 3D 2G 2F 2T
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
[T 1= 131 PSPPSR 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.)......cviveveriieisieitetitetett ettt sttt b et sese e es s nsssesese s enn e 10b X
C Was the plan covered by a fidelity BONd? ... 10c X 300000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUd OF GISNONESTY? ..........oeivviieeeeeeceee et eeee st n st enenees s s s nesened 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (SEE INSIIUCTIONS.) .....ueiiiiiiie ittt sae e ebeee s 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocccoveeeveveeereneneninnns) 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccccccoee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.10L-3.) 1ovveieiitieeieeete sttt ettt ettt 10h X

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3..........cccceeviiiiiienieniieieenie 10i
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[Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB I:I Yes D No
(FOrm 5500) ANd N 118 DEIOW) ....eveiiieeiie ettt e e et e e ettt e et e e e et eaeene e eanteeaaanteeesnneeeesseaesnseeeennnenennseeesnneeees]

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40........................] ‘ 1la ‘

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes No
L1 PSP

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a |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 letter ruling
GrantiNg the WAIVET. ........iiiiiiiiiiiiiiii ettt ettt st et e ear e st eseeeareesteesnne Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for this PIAN YEAT ..............c.cccevevruieeeeeeeeeeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e, 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccviiiniiiiiiniiiiiiiiiece 12c

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE BIMOUNT) ...ttt ettt e et et eee e et e e e et e ettt eetd ettt ee e et e eee e e sh e e aet £ et e asreeabeeenneenrreaireenees

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.............c.cccccoovvciciiiinnennn. D Yes D No D N/A

‘Part VI | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny Plan YEAr? ...........ccccoceeveeveeeeeeeeeeeeeee e D Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoiiiiiiiii e, 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the I:I Yes No
[l LT ge I oY o =T T O PP

C 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.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 2 a0
Dopartmont of the Treasury Benefit Plan
trtomal Rovenuo Servica This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2017
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal
Employoo Bonofis Socurty Administrason Revenue Code (the Code). T'g: ;?‘:'l‘:‘ Lﬁ 093:“”
Ponaion Banafil Guaranty Corporation » Complete all entries in accordance with the Instructions to the Form 5500-SF.

[Part1_| Annual Report identification Information

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017

and ending

12/31/2017

A This return/report is for: 3 single-employer pian
D a one-participant plan D a foreign plan

B his retumireport is D the first retum/report

U an amended return/report

D the final return/report

C Check box if filing under: U Form 5558 D automatic extension

[] special extension (enter description)

D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)

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

D DFVC program

[ Partll | Basic Plan information—enter all requested information

1a Name of plan 1b Three-digit
/! be
Children's Health Center of Columbus, Inc. Retirement Plan :’P:‘)n:m r[eot
1C Effective date of plan
09/01/2010

2a Plan sponsor's name (employer, if for a single-employer plan)

Malling 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)
Childrens Health Center of Columbus, Inc.

114 Lehmberg Road

Columbus MS 39702

2b Employer Identification Number
(EIN)64-0837075

2C Sponsor's telephone number
662-329-2955

2d Business code (see instructions)
621111

3a Plan administrator's name and address @ Same as Plan Sponsor.

3b Administrator's EIN

3c Administrator's telephone number

4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the PIAN YEAT.............ecevvereeerieeeeeeeee e reesesssseseessessssessessens 5a 29
b Total number of participants at the @Nd Of the PIBN YBAF ...............e.eeeeeereeseeeseeesersesssreseeeseessesesseessesmsessesserseres 5b 30
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
COMPIBLE LIS HEMY).........oorveneeieciecreeeeeese e ese s csece st e s bt sesas bt st sas s s e s sas s sas st e sassssases 13
d(1) Totat number of active participants at the beginning of the PIAN YEAF ........................eervveerreeveeesreesresmesssereonns 5d(1) 22
d(2) Total number of active participants at the end of the PIaN YEAr .......................eewerecverriesieensesessssessssssesseesssasions 5d(2) 22
© Numbser of participants who terminated employment during the plan year with accrued benefits that were less Se
AN 100% VESLEO ..........ooeuieeieireiiecseseseassses s esss s esesssssss s s mas R n e m s R e seess e apasasassassase] 0

Cautton: A penaity for the late or incomplete le'lng 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, if applicable, a Schedule

SBor _Schedu!e MB completed

1 [ S (2 I Zg’ {\ [sabrina McDow
Signature of(pl;n administrator D-ate ) Enter name of individual signing as plan administrator
SIGN
HERE SIgnature of emg!ommn sponsor Date Enter name of individual signing as employer or plan sponsor

For Paparwork Reduction Act Notico, sae the Instructions for Form §500-SF.

Form 5500-SF (2017)
v.170203



Form 5500-SF 2017
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6a Were all of the plan's assets during the plan year invested in eligible assets? (S0 INSLUCHONS.) .........cveeureerserirnesesersmsesssesersresssesses

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.).... e S
If you answered “No" to either line 8a or line 6b, the plan cannot use Form 5500-SF and must Instead use Form 5500.

C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 .....
If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year,

[ Yes [] No
[ Yes [] No

.[J Yes [JNo [] Not determined
. (Sea instructions.)

[ Part I | Financial Information

7 Plan Assets and Liabilities {a) Beginning of Year {b) End of Year
@ TOWIPIAN ASSOLS ..........ooveernreereeveeieesessesssssesssessesaseessessessssnssasecs 7a 103,538 115,963
b Total plan liabilities 7b
C Net plan assets (subtract line 7b from ling 78)................coorrvennn.ee. 7c 103,538 115,963
8 (ncome, Expenses, and Transfers for this Plan Year (a) Amount {b) Total
a Contributions received or receivable from:
(1) EMPIOYBTS ....ocvviveineereerenieneeerieriernressieressisroenrisnisseserseesressesseess 8a(1)
(2) PaRiCIDANLS...........ccveeeeereisiesresnesieessesrserenessssssessssessassrssnsssees 8a(2) 9,655
(3) Others (including rollovers)..............oooooceccriveirscnicicescnneneeno.| 82(3)
D Other iNCOME (10SS) .........c.v.eueerreerirseesrersirnsesssssesareressssesssessssessssres 8b 14,041
€ Total income (add lines 8a{1), 8a(2), 8a(3), and 8b)......................] 8¢ 23,696
d Benefits paid (including direct rollovers and insurance premiums
10 PrOVIdE BEREAS)..........cooeverencrriesiesiseseseeressssssensesesssessensssseesss 8d 10,125
€ Certain deemed and/or corrective distributions (see instructions) ...]| 8e
f Administrative service providers (salaries, fees, commissions)......|  8f 1,146
g Other expenses ..o 8g
h_Total expenses (add lines 8d, 8e, 8, and 8g) .......ccoococcoveciiiriinnen. 8h 11,271
i Netincome (loss) (subtract line 8h from line 8) ..............c...........| 8l 12,425
j Transfers to (from) the plan (see instructions)............cc.covveererrenees 8]
| Part IV | Plan Characteristics
9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2J 2K 3D 2G 2F 2T
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
[ Part vV I Compliance Questions
10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time pericd
described in 29 CFR 2510.3-1027? (See instructions and DOL's Voluntary Fiduciary Correction X
PPOGIAM) <.....ooviereerererarssasercoesoessiensiessessisssstsiesreesasesieshentessantosereessassoseresstasentesestensesteesaessansoteseran 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
reported ON N T0A.)........cccoericrierecrecrecnrcercrreerrreereerserseeseeseesseassessaernensenensensaneaseesierseeseessensenssanns 10b
€ Was the plan covered by a fidelity bond? ...........ccooeeeeeimeici e 10c | X 300,000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused X
Dy fraud OF QISRONESLY P .......ccoiiiitirirei ittt ssirssnesssestaseessetsessasesasatsresarsssenssonorsasssansaese 10d
€ Were any fees or commissions paid to any brekers, agents, or other persons by an insurance
carrier, insurance service, or other arganization that provides some or all of the benefits under X
the plan? (880 INSLIUCHIONS.}.......covieciiviiiiieiiiiniaiaiscressessssianiersotasessrsssnsssssocsssssessrosssarserasonsos 10e
f Has the plan failed to provide any benefit when due under the plan? ............cccccoouerernrennrcnnienrnnnns 10t X
@ Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........cccecocuvvenee 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.10M-3.) ..iiiieiiiiiiinieirrest st et e ba st e besaatesebb et e besebb s e s rnees et s be st tenersreeveteeesbrarerrareserarans 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3...........c.cceecviinveevnicrneennnrvnenne 101
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[Part Vi | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If “Yes," see instructions and complete Schedule SB

{FOrM 5500) aNd lIRE 118 DEIOW) ...covveiiirirreinririererieeirsrsresssorsssrorsesssssssssssasssnssossssssssssessassossastssssssrsstsasneesssarses

D Yes D No

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) tine 40

12 I this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
BRISA? ..ce oo eeeoeeeseereseee e essseeseeeeeseresssrse e sese e es s eteesrssers e et oo s oo s [ ves i no

(If “Yes,” complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

a [f 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 letter ruling

granting the Waiver. ... Month Day Year
It you completed line 12a, complete lines 3, 8, and 10 of Schedule MB (Form 5§500), and skip to line 13.
b Enter the minimum required CONtEDULION FOF ThIS PIAN YBAT ..............ce.vvveereereeenreerecreeneeesensienesssentensisessensessensernesesseses 12b
€ Enter the amount contributed by the employer to the plan for this plan year ................cccoveeivniniiiinnicncnniciiinnnss 12¢
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NBgative 8mMOUNt) ...

€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?....................c.ccoocvievoinnnnns

L] ves [] No l;] N/A

Pan vil | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? ..............coooeeveeveereeruereenen.

0

Yes E No

if “Yes,” enter the amcunt of any plan assets that reverted to the employer this Year ..............c.cceecevereereceeieerenvencenns

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONMIO] OF the PBGICT .......c.oociiniiniiiiitiitiitiieereeeeerteeneeeeseenresersssasesasssesssessessennessasssssesasrresrerseeressesrasnsrsnssansssassanssses

D Yes No

€ 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.)

13¢c{1) Name of plan(s). 13¢(2) EIN(s)

13¢(3) PN(s)




