Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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.

2017

This Form is Open to Public

Inspection
Part | | 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: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of

a single-employer plan D a DFE (specify)
B This returnireport is: |:| 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 Ifthe plan is a collectively-bargained plan, check here. . . .......... .. ... ... .. i ..

participating employer information in accordance with the form instructions.)

D Check box if filing under: 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 001
PEREGRINE HEALTH SERVICES, INC. 401(K) PLAN number (PN) »
1c Effective date of plan
01/01/2007
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) 57-1220867
PEREGRINE HEALTH SERVICES, INC. 2C Plan Sponsor's telephone
number
614-459-2656
1661 OLD HENDERSON ROAD 1661 OLD HENDERSON ROAD 2d Business code (see
SUITE 400 SUITE 400 instructions)
COLUMBUS, OH 43220 COLUMBUS, OH 43220 621111

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.

SIGN  Filed with authorized/valid electronic signature. 08/08/2018 PAUL DAUERMAN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
:IIE%'\IIE Filed with authorized/valid electronic signature. 08/08/2018 PAUL DAUERMAN
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 sighing as DFE

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

Form 5500 (2017)
v. 170203
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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 this plan, 4b EIN
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
5 Total number of participants at the beginning of the plan year 5 ‘ 1343
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 YEAT ...............ccoveeverviveeereeeisesee oo 6a(l) 1116
a(2) Total number of active participants at the end 0f the PIAN YEAI ...........ccc..iverireerriereieriseeeeseseeses s 6a(2) 1179
b Retired or separated participants reCeiVing DENEMILS ..............c.cccvvuiueiieeieeeeiee ettt s e en e s senen 6b 0
C Other retired or separated participants entitled to future DENEFItS .........cciciii i 6¢c 44
d  Subtotal. Add INES BaA(2), BD, AN BC........c.cveveveeeeeieeeeeeieeeeeeeeeteestet et e e eeee et e e s e st et es s eeeaeaet et esenneessesessesenneesseeensessnenseens 6d 1223
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........c.ccocieiiiiiiiicnies 6e 0
T TOtal. A lINES BA ANA BE. .....eoeeeeoeeeee et e ens s es s senssnes 6f 1223
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThIS HEM) ..v..evveeecveeeeee ettt es et ee st e et es et e et en e e ee et et ens et s eeeesne et enseeens st ansneesns et s st esnssssnentesneetensntesnensenensned 69 381
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEH ......cvoceoesiesieeeseeeesiss et ses st ees et es st s s et ettt ees ettt ees et ettt es sttt s st ettt s 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 3D 3H
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(2) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) R (Retirement Plan Information) 1) H (Financial Information)
2) |:| | (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan ©) -1 A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)
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Part Il | 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.) cooomieoiereiiene e e [] vyes [] 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 2017 Form M-1 annual report. If the plan was not required to file the 2017 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
OMB No. 1210-0110

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA). 2017

» File as an attachment to Form 5500.

» 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 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
PEREGRINE HEALTH SERVICES, INC. 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)
PEREGRINE HEALTH SERVICES, INC. 57-1220867
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

VOYA RETIREMENT INSURANCE AND ANNUITY CO.

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
71-0294708 86509 GH2949 381 01/01/2017 12/31/2017

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

2101 466

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

DAVID HYLAND

1447 COMMONWEALTH DR
BLACKLICK, OH 43004

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose (e) Organization code

2101

3

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

CAPITAL RETIREMENT PLAN SERVICES

501 CORPORATE DR, STE. 215
MCMURRAY, PA 15317

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
466| VOYA SERVICE PROGRAM FEES 5
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017

v. 170203
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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

this report.

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

4 Current value of plan’s interest under this contract in the general account at year end..................cccococceveroverreenennnn. 4 35030
5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5 1264050
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PAIH t0 CAITIET ........c.cviveieeeee et eee ettt s s s st s s s e en st n et n et et st esneeten s s seeetensnen s 6b
C  Premiums due but unpaid at the end Of the YEAI ........ccoiiiiiiiiii e 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 POIICY, ENLET AMOUNT...........cueiiiiiiie ittt e st e e snn e e naneees
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 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) |:| deposit administration (2 D immediate participation guarantee
(3) |:| guaranteed investment 4 other P VARIABLE ANNUITY
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 24487
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1) 58922
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3) 851
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4) 3990
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5)
4
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6) 63763
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d 88250
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 1895
(2) Administration charge made by Carfier...........ccccovevveeeeeeeeeeeeeeeseeeennn] 7e(2) 48
(3) Transferred to separate account .1 7e(3) 50646
(4) Other (SPECIfY DEIOW)..........oveeeeeeeeeeeeeeeeeeeeeeee o] 7e(4) 631
) FEES
(5) TOAl ARAUCHONS .......c..cvoeeeeeeeeeeee oo e s s s ee s e s en s s s seeneeneenes s 7e(5) 53220
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f 35030
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Part Ill | 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) b D Dental C D Vision d D Life insurance
e D Temporary disability (accident and sickness) ~ f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM..........ouiuiiiiiieiiiiieic e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceeeiieeniiineninnes 9a(2)
(3) Increase (decrease) in unearned pPremium reServe.............c.ooooeevevenenn. 9a(3)
(4) Earned ((1) + (2) = (3)) ceovereereererreieeeeeereeeeseeseeessestessessesesresresresaessessesessens 9a(4)
b Benefit charges (1) Claims Paid ...........c.cceveveverreieeeeeees e esenseeeens
(2) Increase (decrease) in claim reserves .
(3) Incurred claims (AAd (1) AN (2)) «.vevevereeeiereeeteeeteteee et ee et ete et e e etet et et e e etese et etesssteseesetessetesessesessetessssesensateseas 9b(3)
(4) ClAIMS CRAIGET........cuieeiiieteit ettt ettt ettt et et et s ese et e te st e s ese st et e s e e s ese s et ese s e s st e ns et et e s ebenseaete st esesessetenses 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....veevveeriieeeeestee et etees et e eesese e s seeteesssesseaeteesaaeneas 9c(1)(A)
(B) Administrative service or Other fEes ............ccccoeveueeereieeerieereeeana, 9c(1)(B)
(C) Other Specific aCQUISIION COSES ..........coveevereeeeeeeeeeeeeeeesieeieeeeeesineae 9c¢(1)(C)
(D) OthEI EXPENSES ......vveeeeveeeeeeteeeeeete e eete et ete et ete et eae e eaesreeeaeaaean 9c(1)(D)
(E) TAXES .iuviueeiiitiiierieiterteteste st ss e etesteste st et esesaesbe st esseseebestesaessenseneaaearens 9c(1)(E)
(F) Charges for risks or other CONtiNGENCIES ..............ccvevveereeerrrrerrenn. 9c(1)(F)
(G) Other retention ChAIGES ........oveveveeeeeereeeeeeeeeseeeereeee e 9c(1)(G)
(G IS 1E= =110 OO 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeviieene 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIIM TESEIVES .....evevieteteee ettt ettt et ettt et ete et et e ss et et e et et et et et e et ete st et ese et ebe s et eseebes et ess st et et etens st etesetesseterensne 9d(2)
(3) ONEY TESBIVES ...ttt etttk ettt ettt ettt s e et e e e b e st e e et e s e b e st e s et e s e b e st e s e s e s e s b ese s s et e s e b ene s ete st e ses e e eteneee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in lin€ 9¢(2).).....cccccccvveevivrericnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAITIET ...........ccvviiiiiiee e esee e ser e e e e sreeesnaeee 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. ...........ccc.cceeeenueen. 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 If the answer to line 11 is “Yes,” specify the information not provided. P




: H R OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500) 2017
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bgr?;zt?§2c3rityaAZ:ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
PEREGRINE HEALTH SERVICES, INC. 401(K) PLAN plan number (PN) 3 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

PEREGRINE HEALTH SERVICES, INC. 57-1220867

Part | | Service Provider Information (see instructions)

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
VOYA RETIREMENT INSURANC & ANNUITY

71-0294708
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2017

v.170203
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 55

00) 2017

Page 3 -

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

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

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

VOYA RETIREMENT INSURANCE & ANNUITY

71-0294708
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
27 SERVICE 949
PROVIDER

Yes No D

Yes No D

Yes |:| No

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

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

(¢))

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:I No D

Yes D No D

Yes |:| No D

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

)

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

@)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

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

(¢))

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

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

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

VOYA RETIREMENT INSURANCE & ANNUITY

27

949

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

VOYA RETIREMENT INSURANCE & ANNUITY

71-0294708

INVESTMENT ADVISORY

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

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

MORNINGSTAR

27

664

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

VOYA RETIREMENT INSURANCE & ANNUITY

36-3297908

INVESTMENT ADVISORY

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

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

DFE/Participating Plan Information

OMB No. 1210-0110

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

2017

P File as an attachment to Form 5500.

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

Inspection.
For calendar plan year 2017 or fiscal plan year beginning ~ 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
PEREGRINE HEALTH SERVICES, INC. 401(K) PLAN plan number (PN) > 001

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

D Employer Identification Number (EIN)
57-1220867

Part |

(Complete as many entries as needed to report all interests in DFES)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFESs)

a Name of MTIA, CCT, PSA, or 103-12 [E: VOYA INTERMEDIATE BOND PORT |

b Name of sponsor of entity listed in (a):

VOYA RETIREMENT INSURANCE & ANNUITY CO.

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 71-0294708-000 code 103-12 IE at end of year (see instructions) 22568
a Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS AM BALANCED R3
b Name of sponsor of entity listed in (a): VOYA RETIREMENT INSURANCE & ANNUITY CO.
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
- - - ! ! ! 92141
C EIN-PN 71-0294708-000 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE;: VANGUARD VIF-DIVERSIFIED VAL PORT
b Name of sponsor of entity listed in (a): VOYA RETIREMENT INSURANCE & ANNUITY CO.
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- N N ' ' ' 7842
C EIN-PN71-0294708-000 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: VOYA OPPENHMR GLOBAL PORT |
b Name of sponsor of entity listed in (a): VOYA RETIREMENT INSURANCE & ANNUITY CO.
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- N N ! ! ! 26812
C EIN-PN 71-0294708-000 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: ARIEL APPRECIATION FUND INV
b Name of sponsor of entity listed in (a): VOYA RETIREMENT INSURANCE & ANNUITY CO.
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 71-0294708- P N TRl 12004
C EIN-PN 0294708-000 code 103-12 IE at end of year (see instructions) 00
a Name of MTIA, CCT, PSA, or 103-12 [E: AMERICAN FUNDS GROWTH FND R3
b Name of sponsor of entity listed in (a): VOYA RETIREMENT INSURANCE & ANNUITY CO.
d Entity P | € Dollar value of interest in MTIA, CCT, PSA, or
- N N ’ ' ’ 105640
C EIN-PN 71-0294708-000 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS EUROPACIFIC R3
b Name of sponsor of entity listed in (a): VOYA RETIREMENT INSURANCE & ANNUITY CO.
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 39256
C EIN-PN71-0294708-000 code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2017
v.170203
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Name of MTIA, CCT, PSA, or 103-12 |E:

VOYA SOLUTION 2025 PORT ADV

Name of sponsor of entity listed in (a):

VOYA RETIREMENT INSURANCE & ANNUITY CO.

EIN-PN  71-0294708-000 d Entity =] € Dollar value of interest in MTIA, CCT,_PSA, or 297541
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 [E: VOYA SOLUTION 2035 PORT ADV
- . VOYA RETIREMENT INSURANCE & ANNUITY CO.
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- 71-0294708- N ' ' 353693
EIN-PN 0294708-000 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: VOYA SOLUTION 2045 PORT ADV
I . VOYA RETIREMENT INSURANCE & ANNUITY CO.
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- N - ' ' ' 79583
EIN-PN - 71-0294708-000 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: VOYA SOLUTION INCOME PRT ADV
Lo . VOYA RETIREMENT INSURANCE & ANNUITY CO.
Name of sponsor of entity listed in (a):
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
- - - N ' ! 139168
EIN-PN 71-0294708-000 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: VOYA US STOCK INDEX PORT INST
- . VOYA RETIREMENT INSURANCE & ANNUITY CO.
Name of sponsor of entity listed in (a):
EIN-PN  71-0294708-000 d Entity P € Dollar value of interest in MTIA, CCT,_PSA, or 55966
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: LOOMIS SAYLES SM CAP VALUE FND RET
- . VOYA RETIREMENT INSURANCE & ANNUITY CO.
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- 71-0294708-000 Ny T 4849
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: VOYA SOLUTION 2055 PORT ADV
- . VOYA RETIREMENT INSURANCE & ANNUITY CO.
Name of sponsor of entity listed in (a):
EIN-PN  71-0294708-000 d Enity P € Dollar value of interest in MTIA, CCT,_PSA, or 19630
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 [E: VOYA SOLUTION 2030 PORT ADV
- . . VOYA RETIREMENT INSURANCE & ANNUITY CO
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- N N ' ' ' 2032
EIN-PN  71-0294708-000 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: VOYA SOLUTION 2040 PORT ADV
- . VOYA RETIREMENT INSURANCE & ANNUITY CO
Name of sponsor of entity listed in (a):
d Entity =] € Dollar value of interest in MTIA, CCT, PSA, or
- N N ' ' ' 5325
EIN-PN - 71-0294708-000 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

2017

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
PEREGRINE HEALTH SERVICES, INC. 401(K) PLAN plan number (PN) > 001

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

D Employer Identification Number (EIN)
57-1220867

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), 1g, 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 ..o la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS ... 1b(1)
(2) Participant CONTBULIONS ...............coeveiereeeeeeseeseeseseseesees s s 1b(2)
(B) OHNBT ...ttt 1b(3)
C General investments:
Q) Interest-b_earing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) ..ttt
(2) U.S. GOVEINMENT SECUNES. ........eeverereeeeeeeeeeseseeeeeseeeeesseseseseseeeseeeeeeseneees 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEU ..o 1c(3)(A)
(B) AlLOtNET .....cooviceiiceeeeeee e 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred... lc(4)(A)
(B) COMMON ..., 1c(4)(B)
(5) Partnership/joint venture interests .................... 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PartiCiPants) ............ccceveeveeereeresresesesseeessensenseeen. 1c(7)
(8) PartiCIPANT IOANS ..ottt 1c(8)
(9) Value of interest in common/collective trustS..........coocveeeiieiiiiiee e 1c(9)
(10) Value of interest in pooled separate acCoUNtS...........c.coevevevevevereereeennnn. 1c(10) 1117752 1264050
(11) Value of interest in master trust investment accounts .............cc.ccceeeeee. 1c(11)
(12) Value of interest in 103-12 investment entities ..............cccovovevereernnnn. 1c(12)
(13) \f/uaritég)of interest in registered investment companies (e.g., mutual 1c(13)
o) e e oot | 16) 24487 35030
(15) ONET ...ttt 1c(15)

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

Schedule H (Form 5500) 2017
v.170203
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1d

Employer-related investments: (a) Beginning of Year (b) End of Year

(1) EMPIOYET SECUNHES ...v.vcvevecerireeerceeieseeeeeeeae s eessae s tes s sene s s e 1d(1)

(2) EMPIOYET FAI PrOPEILY ....voveceveeeeereeeteeeseeseeeetenes e see e s s snes 1d(2)

Buildings and other property used in plan operation...........ccccceevevvveeviere e, le

Total assets (add all amounts in lines 1a through 1€).........c.ccccoveevevecvrennenes. 1f 1142239 1299080
Liabilities

Benefit Claims PAYADIE .........o.covovivieeeeeieeeee et 1g

OPErating PAYADIES ..........oveeeeeeeeeeeeeeeeeeeee e 1h

ACQUISItION INAEDIEANESS ...oovveie et ree et e e eaee s 1i

Other IADIIHIES........c..cvoveeceeeee e 1j 531

Total liabilities (add all amounts in lines 1g throughlj)......c.ccceevvevieereeveeennnn. 1k 531
Net Assets

Net assets (subtract line 1k from line 1f).......ccccooveriiieiriiiiniee e ‘ 1l ‘ 1141708 1299080

Part Il [Income and Expense Statement

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

a

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

Income (@) Amount (b) Total

Contributions:
(1) Received or receivable in cash from: (A) EMPIOYErS.........cccocovvrvevrneen. 2a(1)(A)

(B)  PAtCIDANES ...t ees e en s ene s 2a(1)(B) 176192

(C) Others (INCIUAING FONOVETS) .........veiveeeeereeeeeeeeeeeeee e eseeeees 2a(1)(C)
(2) NONCASh CONADULIONS ........voveveeeeeeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............... 2a(3) 176192
Earnings on investments:
(1) Interest:

) Ceriicatos of Gepost) o o B A ] 220 851

(B) U.S. GOVEINMENE SECUMLES .........voeeeeeeeeeeseesieseesesiesieseseesseseenesnes 2b(1)(B)

(C) Corporate debt INSIIUMENTS.............cevreerereeereereeieeseeseeessenesenseeseeens 2b(1)(C)

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

(E)  PartiCipant I0@NS.............cvviveeerreeseereeeeseesesessesseseseessnesseseseesenessenend 2b(1)(E)

LG T L 1T OO RRRRRN 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F) .......ccoevvvevererererernenen, 2b(1)(G) 851
(2) Dividends: (A) Preferred StoCK..........ccvvrerereeerereeseesesesesesssesseesesessnes 2b(2)(A)

(B)  COMMON SLOCK .......ovieeeeeeeseeee e eeee e eneen s 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....ovviieiee et eeesee et se s n s s sttt s s st n et eneeeas 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ..................... 2b(4)(A)

(B) Aggregate carrying amount (S€e iNStructions) ..............ccceeeveervenenen. 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)

(B) OHNET oottt 2b(5)(B)

) A 165 25N A B (B) e e 2)(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) 171629

(8) Net investment gain (loss) from master trust investment accounts ........... 2b(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 (€.g., mutual fuNdS).........cccoveiiiireiiie e
Lo @ {1 1 Toto 2/ = 2c
d Total income. Add all income amounts in column (b) and enter total..................... 2d 348672
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 182328

(2) To insurance carriers for the provision of benefits .............cccococovveveveeen.. 2e(2)

(B) OMNET oo 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3)......ccceveeueeeeveveruerenen. 2e(4) 182328
f Corrective distributions (SE€ INSITUCHONS) ...........cevrvereevereeeieeeeeeeeeessieseeeerenens 2f 6197
g Certain deemed distributions of participant loans (see instructions) 2g
N INEEIESE EXPENSE ...ttt 2h
i Administrative expenses: (1) Professional fees .........cooovevvevoeoeeeereseresene. 2i(1)

(2) Contract adminiStrator fEES.........cccueiiiiiiiiiec e 2i(2) 850

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

() ONEI ..ottt 2i(4) 1925

(5) Total administrative expenses. Add lines 2i(1) through (4).......cccccceeeneeen. 2i(5) 2775
| Total expenses. Add all expense amounts in column (b) and enter total........ 2j 191300

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d 2k 157372
| Transfers of assets:

(1) TO NS PIAN......eecveeeeeeee e 21(1)

(2) FIOM thiS PIAN c....vovceceeeeeeeeee et 21(2)

‘ Part Ill ‘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) [ ] unquaiified  (2)[ | Qualiied @) [X| 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:PLANTE & MORAN, PLLC (2) EIN: 38-1387951

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.

‘ 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, 41, 49, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4.

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 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)...........c.c....... 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
CRECKEE.) ..o e 4b
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Yes No Amount
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccccccvevvieeeviieeeviineens 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 Il if “Yes” is
Lo 1113 L 1) OSSO RT 4d X
€  Was this plan covered by @ fidelity DONG? ..........c.oieviiiieieiceeeee ettt teeere e 4e | X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
Fraud OF AISNONESLY? ..ottt e et e st e e sbe e e et e et e e e snbeeeaannes 4f X
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? ..........ccccveeeriiriieiienieeneenneens 4q 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?................... ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for formMat reqUIrEMENTS.) .........uii i 4i X
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.) ..........ii it e b ereee s 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?..........ceiiiiie e eiiie et e ree e e s ee e see e snaeeenes ak X
I Has the plan failed to provide any benefit when due under the plan? ... 4 X
M If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) et E et n e st n e e e e 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. ......cccoiiieeiiiiieenieee e 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... D Yes D No

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

D Not determined

. (See instructions.)



H H OMB No. 1210-0110
SCHEDULE R Retirement Plan Information °
(Form 5500) 2017
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
Deparment of Labor 6058(a) of the Internal Revenue Code (the Code).
r \ A This Form is Open to Public
Employee Benefits Security Administration b FEile as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
PEREGRINE HEALTH SERVICES, INC. 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)
PEREGRINE HEALTH SERVICES, INC. 57.1220867

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): 71-0294708

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
= R
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .....c.eveevererreeenn. D Yes D No D 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 6al
deficiency not Waived) .......................................................................................................................................
b Enter the amount contributed by the employer to the plan for this Plan YEar..........cccccvevevveviesierseseeeenns 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 @ NEgativVe aMOUNL) ..........ooi it 6C
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢c be met by the funding deadline?..............ccoevvvicrivinicenee. 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 et 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
BOX. 1f NO, CHECK ThE “NO” BOX. .....o.eieececeieieiseeeeeceete ettt ee st se st nsn e D Increase I:I Decrease D Both I:I 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?................. D Yes D No
11 a Does the ESOP hold any Preferf@d STOCK? ........ccooovoviveveueuceieeceeeeeeeteteeeeeesesesseete et sees s s esss et eesseseasesseas s es et esesessassessnesesassseesaesneees D Yes D No
b  Ifthe ESOP has an outstanding 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” I0N.) ....cciiiiiiiie e e s e e e et e e et eeaaeeeeas
12  Does the ESOP hold any stock that is not readily tradable on an established SECUFtIeS MArKEL? ...........cco.covoivervreeesreereseeseesresenen []ves [] no
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2017

v. 170203
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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

(o3

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

(o3

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

(o3

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

o

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

(on

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 YEAT .....voeeeeeeeeeees ettt e et es e e en s s ee st eee st en e s en st en s seeneen e 14a
b The plan year immediately preceding the CUITeNt PIAN YEAI.............cceuevrueveceeieeeeeeeeeeeeee e 14b
C  The second PreCeding PIAN YEAI ........ccc.uii itttk e et e et e et b e e esb e e e e bbeaeanbreeenaneeas l4c
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 ...........ccccoecveennnneen. 15a
b The corresponding number for the second preceding PIAN YT ...............cococoeeeeeeeeeeeeeieeeeeeeeeeeeeeseeeeeeeeee 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 .........cccccecveeviiieeviieesiiee e 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 €MPIOYETS ........iiiiiiiiiiiie ittt et e e sttt e e e e s e e esbreesaneeesaneeesannes

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. ......uiuieii e e s s e e et

| 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 t0 be INCIUAE @S AN AHACHMENT ..........ciiiii e e st e et e e e st e e e saeeee e teeeaseeeeassaeeaasteeesssaeeesseeeansseeeasseeeensseeennseeeansseeeasseeeennseeennneeennnn

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)

a

b

Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

Provide the average duration of the combined investment-grade and high-yield debt:

|:| 0-3 years D 3-6 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years |:| 18-21 years |:| 21 years or more
What duration measure was used to calculate line 19(b)?

D Effective duration D Macaulay duration D Modified duration |:| Other (specify):
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Plante & Moran, PLLC

plante Sure 100

250 8. High Street
Columbus, OH 43215

moran Tel: 614.849.3000

Fax: 614.221.3535
plantemoran.com

Independent Auditor's Report

To the Plan Administrator
Peregrine Health Services, Inc. 401(k) Plan

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of Peregrine Health Services, Inc. 401(k) Plan
(the "Plan"), which comprise the statement of net assets available for benefits as of December 31, 2017 and 2016
and the related statement of changes in net assets available for benefits for the year ended December 31, 2017,
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.

Auditor’s 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
Note 3, which was certified by Voya Retirement Insurance and Annuity Company (the "Custodian"), except for
comparing such 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 related
transactions. The plan administrator has obtained a certification from the Custodian as of December 31, 2017 and
2016 and for the year ended December 31, 2017 that the information provided to the plan administrator 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.

Other Matter

The supplemental schedule of assets held at end of year as of December 31, 2017 is required by the DOL's Rules
and Regulations for Reporting and Disclosure under ERISA and is presented for the purpose of additional analysis
and is not a required part of the financial statements. Because of the significance of the matter described in the
Basis for Disclaimer of Opinion paragraph, we do not express an opinion on this supplemental schedule.

Praxity"

MEMBER = *


Brittany.Harris
Columbus

Brittany.Harris
Praxity


To the Plan Administrator
Peregrine Health Services, Inc. 401(k) Plan

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

The form and content of the information included in the financial statements and supplemental schedule, 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 Department of Labor's Rules and Regulations for Reporting and Disclosure under ERISA.

7424&/ f 7)&4,«/, PLLL

Columbus, Ohio
July 24, 2018



Peregrine Health Services, Inc. 401(k) Plan

Statement of Net Assets Available for Benefits

December 31, 2017 and 2016

2017 2016
Assets - Participant-directed investment
Pooled separate accounts at fair value $ 1,264,050 $ 1,117,752
Unallocated insurance contract at contract value 35,030 24,487
Total assets 1,299,080 1,142,239
Liabilities - Other payables - 531

Net Assets Available for Benefits $ 1,299,080 $ 1,141,708

See notes to financial statements. 3



Peregrine Health Services, Inc. 401(k) Plan

Statement of Changes in Net Assets Available for Benefits

Year Ended December 31, 2017

Additions to Net Assets

Contributions $ 176,192
Investment income:
Interest 851
Net realized and unrealized gains on investments 171,629
Total investment income 172,480
Total additions 348,672
Deductions from Net Assets
Benefits paid directly to participants or beneficiaries 188,526
Administrative fees 2,774
Total deductions from net assets 191,300
Net Increase 157,372
Net Assets Available for Benefits
Beginning of year 1,141,708
End of year $ 1,299,080

See notes to financial statements. 4



Peregrine Health Services, Inc. 401(k) Plan

Notes to Financial Statements

December 31, 2017 and 2016

Note 1 - Plan Description

The following description of Peregrine Health Services, Inc. 401(k) Plan (the "Plan") provides only general
information. Participants should refer to the plan agreement for a more complete description of the Plan's
provisions.

General

The Plan is a defined contribution plan covering all full-time employees of Peregrine Health Services, Inc;
Edinburgh Care Resources, LLC; Peregrine Health Services of Edgerton, LLC; Peregrine Health Services
of Columbus, LLC; Peregrine Health Services of Cincinnati, LLC; and Health Care Ventures of Ohio, LLC
(collectively, the "Company") who have completed six months of service and are age 21 or older. The
Plan is subject to the provisions of the Employee Retirement Income Security Act of 1974 (ERISA).

Contributions

Each year, participants may contribute an amount of pretax annual compensation, as defined in the Plan,
subject to maximum tax-deferred limitations established by the Internal Revenue Code. Participants may
also make contributions to the Plan in the form of a rollover of funds from another qualified plan.

The Plan provides for employer matching and profit-sharing contributions to the Plan in an amount equal
to a stated percentage of eligible compensation, as determined by the Company. During 2017 and 2016,
there were no employer matching or profit-sharing contributions made to the Plan.

Participant Accounts

Each participant's account is credited with the participant's contributions and allocations of the Company's
contributions and plan earnings and charged with an allocation of administrative expenses. Allocations are
based on participants’ compensation or account balances, as defined. The benefit to which a participant is
entitled is the benefit that can be provided from the participant's vested account. Participants may direct
the investments of their account balances into various investment options offered by the Plan.

Vesting

Participants are immediately 100 percent vested in employee salary and rollover contributions and any
income or loss thereon. Vesting in the Company's contribution portion of their accounts, plus actual
earnings thereon, is based on years of service. Participants vest in contributions made by the Company 20
percent after two years of service and an additional 20 percent each year thereafter until they become fully
vested after six years of service.

Benefit Payments

Distributions are payable upon the retirement, death, disability, or termination of employment in the form of
a lump-sum amount equal to the vested balance of a participant's account.

Forfeitures

If a participant is not fully vested on his or her termination date, the nonvested amount of the account is
forfeited. Forfeitures are used to reduce future company contributions of the Plan. There were no
forfeitures at December 31, 2017 or 2016.

Party-in-interest Transactions

Certain plan assets are in investment funds managed by Voya Retirement Insurance and Annuity
Company or its affiliates. Voya Retirement Insurance and Annuity Company is the custodian of the Plan;
therefore, these transactions qualify as party-in-interest transactions, as defined under ERISA guidelines.



Peregrine Health Services, Inc. 401(k) Plan

Notes to Financial Statements

December 31, 2017 and 2016
Note 1 - Plan Description (Continued)

Termination

While it has not expressed any intent to do so, the Company has the right under the Plan to discontinue its
contributions at any time and to terminate the Plan subject to the provisions set forth in the plan
agreement and ERISA. Upon termination of the Plan, participants become 100 percent vested in their
account balances.

Note 2 - Summary of Significant Accounting Policies
Investment Valuation

The Plan's investments are stated at fair value, except the fully benefit-responsive unallocated contract
valued at contract value. Contract value represents deposits made to the contract, plus earnings at
guaranteed crediting rates, less withdrawals and fees.

The pooled separate accounts are valued at net asset value per share (NAV) or its equivalent of the
funds, which is based on the fair value of the funds' underlying assets. There are no redemption
restrictions or unfunded commitments on these investments. See Note 5 for additional information.

The methods described above may produce fair value estimates that may not be indicative of net
realizable value or reflective of future fair values. Furthermore, while the Plan believes its valuation
methods are 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.

Benefit Payments

Benefits are recorded when paid.

Administrative Expenses

Various administrative costs are paid by the Company.
Use of Estimates

The preparation of financial statements in conformity with accounting principles generally accepted in the
United States of America requires management to make estimates and assumptions that affect the
reported amounts of assets and liabilities and disclosure of contingent assets and liabilities at the date of
the financial statements and the reported amounts of additions and deductions during the reporting period.
Actual results could differ from those estimates.

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 financial statements.

Subsequent Events

The financial statements and related disclosures include evaluation of events up through and including
July 24, 2018, which is the date the financial statements were available to be issued.



Peregrine Health Services, Inc. 401(k) Plan

Notes to Financial Statements

December 31, 2017 and 2016

Note 3 - Unaudited Information

Voya Retirement Insurance and Annuity Company (the "Custodian") holds the Plan's investments and
executes all investment transactions. The investment balances and related investment income and losses
included in the accompanying financial statements and supplemental schedule of assets held at end of
year are based solely on information certified by the Custodian.

Note 4 - Tax Status

The Plan, as adopted, is a volume submitter plan, which does not require an application for a
determination letter from the Internal Revenue Service (IRS). The volume submitter plan has received a
favorable notification letter from the IRS dated March 31, 2014. The Plan has not individually sought its
own determination letter. However, the plan administrator believes that 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 made in the accompanying financial statements.

Note 5 - Fair Value Measurements

Investments measured at net asset value (NAV) at December 31, 2017 and 2016 were as follows:

2017 2016
Equity investments (1) $ 344511 § 270,945
Fixed-income investments (2) 22,568 19,692
Retirement year-based investments (3) 896,971 827,115
Total $ 1,264,050 $ 1,117,752

(1) This class represents investments in actively managed pooled separate accounts that invest primarily in
equity securities, which may include common stocks, options, and futures. There were no unfunded
commitments or redemption restrictions.

(2) This class represents investments in actively managed pooled separate accounts that invest in a variety of
fixed-income investments, which may include corporate bonds, both U.S. and non-U.S. municipal securities,
interest rate swaps, options, and futures. There were no unfunded commitments or redemption restrictions.

(3) This class represents investments in actively managed pooled separate account with investments in both
equity and debt securities. The investments may include common stock, corporate bonds, U.S. and non-
U.S. municipal securities, interest rate swaps, options, and futures. There were no unfunded commitments
or redemption restrictions.

Note 6 - Unallocated Insurance Contract

The Plan has a benefit-responsive investment contract with Voya Retirement Insurance and Annuity
Company (Voya). Voya, the contract issuer, maintains contributions in a general account. The account is
credited with earnings on the underlying investments and charged for participant withdrawals and
administrative expenses. The investment contract issuer is contractually obligated to repay principal and a
specified interest rate that is guaranteed to the Plan. There are no reserves against contract value for
credit risk of the contract issuer or otherwise. The crediting interest rate is based on a formula agreed
upon with the contract issuer, but may not be less than 3.00 percent. Such interest rates are reviewed on
the contract year anniversary date.

Certain events limit the ability of the Plan to transact at contract value with the insurance company. Such
events include the following: (i) amendments to the plan documents (including complete or partial plan
termination or merger with another plan), (ii) changes to the Plan’s prohibition on competing investment
options or deletion of equity wash provision, (iii) bankruptcy of the plan sponsor or other plan sponsor
events (e.g., divestitures or spinoffs of a subsidiary) that cause a significant withdrawal from the Plan, or
(iv) the failure of the trust to qualify for exemption from federal income taxes or any required prohibited
transaction exemption under ERISA.



Peregrine Health Services, Inc. 401(k) Plan

Notes to Financial Statements

December 31, 2017 and 2016
Note 6 - Unallocated Insurance Contract (Continued)

The unallocated insurance contract does not permit the contract issuer to terminate the contract prior to
the scheduled maturity date.



Peregrine Health Services, Inc. 401(k) Plan

Schedule of Assets Held at End of Year

Form 5500, Schedule H, Line 4i
EIN 57-1220867, Plan No. 001
December 31, 2017

(a)(b) (c) (d) (e)

Identity of Issuer Description of Investment Cost Current Value
Voya Retirement Pooled separate accounts
Insurance and Annuity
Company
Ariel Appreciation Fund * $ 12,004
American Balanced Fund - Class R3-341 * 92,141
EuroPacific Growth Fund * 39,256
VOYA Intermediate Bond Portfolio - Class | * 22,568
VY Oppenheimer Global Portfolio * 26,812
VOYA Solution 2025 Portfolio * 297,541
VOYA Solution 2030 Portfolio * 2,032
VOYA Solution 2035 Portfolio * 353,692
VOYA Solution 2045 Portfolio * 79,583
VOYA Solution 2055 Portfolio * 19,630
VOYA Solution Income Portfolio * 139,168
Loomis Sayles Small Cap Value Fund * 4,849
The Growth Fund of America * 105,640
Voya U.S. Stock Index Portfolio - Inst 829 * 55,966
Vanguard Variable Insurance Fund * 7,843
VOYA Solution 2040 PortfolioAdv
* 5,325
Voya Retirement
Insurance and Annuity Unallocated insurance contract - VOYA
Company Fixed Account * 35,030
Total $ 1,299,080

*Cost information not required



E-SIGNATURE AUTHORIZATION

for
Peregrine Health Services, Inc. 401(k) Plan
57-1220867/001
For Plan Year 01/01/2017 through 12/31/2017

I/We, the undersigned, understand that a 5500 Series filing for the plan listed above must be
prepared, electronically signed and electronically transmitted to the EBSA Electronic Filing
Acceptance System (EFAST).

I/We authorize Capital Retirement Plan Services, Inc. to electronically sign the 5500 Series filing on
my/our behalf and to transmit that signed form to EFAST on or before the filing due date.

I/We understand that by granting this authority:

* A manually signed and dated Form 5500 that has been provided must be returned to Capital
Retirement Plan Services, Inc. before they can begin the electronic filing process. 1/We will relain
a copy of this manually signed form and any schedules and attachments in the plan records.

¢ Capital Retirement Plan Services, Inc. will not be responsible for any late filing penalty

assessed under ERISA should I/we not return the manually signed and dated Form 5500 prior
to the filing due date.
An electronic copy of the manually signed and dated Form 5500 showing my/our signatures will
be included in the electronic filing and will be posted by the EBSA to the Internet for public
disclosure.
Capital Retirement Plan Services, Inc. will maintain a copy of this written authorization in its
records,
Capital Retirement Plan Services, Inc. will notify all signers about any inquiries and
correspondence it receives about this filing from EFAST, EBSA, IRS or PBGC.
Capital Retirement Plan Services, Inc. shall not be deemed to be a plan fiduciary with respect to
this pldn solely on account of providing the electronic signature iling of the 5500 for the plan
yeaf ljisted above.

;/)V\ oS

Plar‘{ Administrator

e Pldn Sponsor

alelaoiz 2\ plon

\ ¥ N

Date Date



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

Department of the Treasury This form s required to be filed for emplaoyee benefit plans under sections 104
internal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1674 (ERISA) and
sections 6057(b), and 6058(a) of the Internal Revenue Code (the Code).

Department of Labor

Employee Benefits Securi
P i\dministralion ty » Complete all entrigs in accordance with

the Instructions to the Form §500.

2017

Pension Benefit Guaranty Cerporation This Form Is Open to Public

Inspection
| Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A This returnfreport Is for: D a multiemployer plan; D a m.ui.tiple.-employer p|a!n (Filers. chfecking this box :T1ust attach ? list of_
participating employer information in accordance with the form instructions.)
E| a single-employer plan; a DFE (specify)
B This returnfreport is: the first returnfreport; the final return/report;
an amended return/report; D a short plan year returnireport (less than 12 months).

C Ifthe plan is a collectively-bargained plan, check hareé &« v & & v« v« 4 & & & 4 & s o e v e 4 e s P D
D Check box if filing under: El Form 55658, D automatic extension; [I the DFVC program;
D special extension (enter description}

Basic Plan Information --- enter all requested information

1a Name of plan 1b Three-digit plan
Paregrinae Health Services, Inc. 401{k) Plan number (PN) » 001
1¢ Effective date of plan
01/061/2007
2a Plan sponsor's name (employer, If for a single-employer ptan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street or P.0. Box) . ) _ Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code {If foreign, see instructions)
57-1220867
Peregrine Health Services, Ina. 2¢ Plan Sponsor's telephone
number
{614) 459-2656
1661 Old Henderson Road 1661 Old Henderson Road 2d Business code (see
Suite 400 Suite 400 instructions)
US Columbus OB 43220 US Columbus OH 43220 621111

Caution: A penalty for thd late or incomplete filing of this returnireport will be assessed unless reasonable cause is established.
Under penalties of perju and other penalties set forth in the instructions, | declare that | have exarmined this retum/report, including accompanying schedules,

statements and attac 5 well as the electronic version of this returnfreport, and to the best of my knowledge and belief, it is true, correct, and complete.
w//A/VLf\ Q| e\ o] revs pavacean
8i nal of plah administrator Date R Enter name of individual signing as plan administrator
8 l%( QO\g Paul Dauerman
/s Signature of employer/plan spom Date Enter name of individual signing as employer or plan sponsor
gnature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Farm 5500. Form 5500 (2017)

v. 170203



Form 5500 (2017} Page 2

3a

Plan administrator's name and address Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's telephone
number

4  Ifthe name andior EIN of the plan sponsor of the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN and the plan name and the plan number from the last retur/report:
a Sponsor's name 4d PN
€ Plan name
8§ Total number of participants at the beginning of the plan year
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 8d).
a(1) Total number of active participanis at the beginning of the planyear . .+ + « + « « « + « « . . 6a(1) 1,116
a(2) Total number of active parlicipanis at the end of the planyear .« « .« + + « + o o o 0 . . . 6a(2) 1,179
b Retired or separated participants receiving benefits e e e e e e e e e e e s e e s e 6h 0
¢ Other retired or separated parlicipants entitled to future benefils e e e e e s e e e e e e e e 6¢c 44
d Subtotal. Addlines6a{2), 8D, aNEBC. . « « + 4 4 4 4 s s s s e e s et v e e e s 6d 1,223
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits e e e e s e 0
f Total AddlinesBAandBe .+ « « « &+ « + & &+ o b o4 e e s e e a e s s 6f 1,223
g Number of particlpants with account balances as of the end of the plan year (only defined contribution plans
complete thisfeM)  + + v 4 & & & 4 b e e e e e s e e e s e e e e e e e e e 6g 381
h Number of participants who terminated employment during the plan year with accrued banefits that were
lessthan 100% vested + & v v v+ o & » 4 s s s s w e e e m x4 e e w w e ek e s 6h 0
7 Enter the total number of employers obligated to coniribute to the plan (only multiemployer plans complete this item) 7

8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

2B 2F 2G 20 30 3H

b Ifthe plan provides welfare benefils, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Pian funding arrangement (check all that apply) 9b Plan benefit arrangement {check all that apply)
{f) Insurance {1} Insurance
(2) Code section 412(e)(3) insurance confracts (2) Code section 412{e)(3) insurance contracts
(3 Trust (3) Trust
{4) General assels of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 410b fo indicate which schedules are attached, and, where indicated, enfer the number attached, (See instructions)
a Pension Schedulss b General Schedules
&l . R {Retirement Plan information) ) EI H (Finangial 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 (lnsurance Information)
actuary {4} C (Service Provider Information})
{3) D 8B (Single-Employer Defined Benefit Plan Actuarial {5} D {DFE/Participating Plan Information)

Information) - signed by the plan actuary (6)

G (Financial Transaclion Schedulgs)
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| Form M-1 Compliance information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR

25201012) + « o+« « o« «[_] Yes No
If "Yes" is checked, complete lines 11b and 11c.

. o) ves [T Ne

11b Is the plan currently in compliance with the Form M-1 filling requirements? (See instructions and 28 GFR 2520.101-2.)

41¢ Enter the Receipt Confirmation Code for the 2017 Form M-1 annual report. If the plan was not required to file the 2017 Form M-t annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required fo be filed under the Form M-1 filing requirements. {Failure to
enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information

{(Form 5500)

Department of the Treasury

This schedule is required to be filed under section 104 of the

OMB No. 1210-0110

Internal Revanue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 7

Deparimont of Labor > File as an attachment to Form 5500,

Employee Benafils Security Administration

Pension Benefit Guaeranly Corporation

P Insurance companies are required to provide the information !
pursuant to ERISA section 103(a)(2). Inspection.

This Form is Open to Public

For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending 12/31/2017

A Name of plan
Peregrine Health Services, Inc. 401(k) Plan

B Three-digit
plan number (PN) »

C Plan sponsor's name as shown on line 2a of Form 6500

Peregrine Health Services, Inc.

D Empioyer identification Number (EIN)

57-1220867

Information Concerning Insurance Confract

Goverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts i and Il can be reported on a single Schedule A.

1 __Coverage information:

{a} Name of insurance carrier

VOYA Ratiremant Insurance and Annuity Co.

(c) NAIC {d) Contract or (e) Approximate number of Policy or contract year
{b) EIN code identification number persons covered at end of {f) From (@) To
policy or contract year
71-0294708 86509 GH2949% 381 1/1/2017 12/31/2017

2 insurance fee and commission information. Enter the fotal 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

2,101

466

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

{a) Name and address of ihe agent, broker, or other person to whom commissions or fees were pald

David Hyland

1447 Commonwealth Dr
US Blacklick OH 43004
(b) Amount of sates and base Fees and other commissions paid
commissions paid {¢) Amount {d) Purpose (e) Organization code
2,101 3

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

Capital Retirement Plan Services

501 Corporata Dr, Stae. 215
US McMurray PA 15317
{b) Amount of safes and base Fees and other commissions paid
commissions paid () Amount {d) Purpose {e) Organization code
Voya Service Program Faas
466 5
For Paperwork Reductlon Act Notice, see the Instructions for Form 5500, Schedule A (Form 5500) 2017

v. 170203
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{a) Name and address of the agent, broker, or other person to whom commissions or fees were pald

{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose

Ofgalg?ga!ion
code

e

(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 pald ora rg?).alion
commissions paid {c) Amount (d) Purpose 9 code

a} Name and address of the agent, broker or other person fo whom gommissions or fees were paid

{b} Amount of sales and base Feas and other commigsions paid
commissions pait {c} Amount {d} Purpose

e) .
Org%lggggtion

i e LR

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

(b) Amount of sales and base Fees and other commissions paid

o
commissions paid (¢} Amount (d) Purpose Org%fglggﬁﬂn

B = 5

{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

8)
commissions paid {c) Amount {d) Purpose O’g%’g'ég“"”
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nvestment and ontract 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 P v e e e s 4 35,030
5 Current value of plan's interest under Ihis contract in separate accounts at year end T 5 1,264,050
6 Contracis With Allocated Funds:

a  State the basis of premium rates  »

b Premiumspaidtocarmier « o o & » 4 & & 4 4 e 4 4w e s s w w e e e e s e 6b
€ Premiums due bui unpaid at the end of the year W e e v ek a e e e e s e e e e e e 6¢
d  Ifthe carrier, service, or other arganization incurred any spegific costs in connection with the acquisition

or relention of the contract or policy, enteramount . o« & & &+ 0 4w v s s e s e s e e 6d

Specify nature of costs »
e Type of contract (1) D individual policies (2} D group deferred annuily

3 [ ] other (specify) »

f If contract purchased, in whole or in part, to distribute benefits from & terminating plan check here » D
7 Contracts With Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts}

a Type on contract ] D deposit administration {2) D immediate participation guarantee
@ D guarantead investment ()] other »
Variable Annuity

b Ralance attheendofthe previous year . « + v o o o o
€ Additions: (1) Confributions deposited duringthe year . . . .
{2) Dividends and credits C r e r e e e e e e e
{3) Interest credited during the year s e b e e e e s
(4) Transferred from separate account v e s e e e e .
(5) Cther (specify below} e e e e e e e e e e
»

6) Totaladditions . . + + + « & ¢ & ¢ v e 4 0 e
d Total of balance and additions (add lines 7Thand 7¢(6)). . . . .
€ Deductions:

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

{2) Administration charge made by carrier s e e e e s e e e
(3) Transferred to separate account e e s e e e e a4 e
(4) Other (specify below) e e s e h e e e e e e e e e s
»>
feas

{5) Total deductions 7e(5) 53,220
f Balance at the end of the current vear (subtractline Te{S fromline 7d) o ., » o « o o o o o « . . If 35,030
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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 organizalion(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 trealed as a unit for purposes of this reporl.

8 Benefit and contract type (check all applicable boxes)

a [ Health {other than dental or vision) b [ ] pental c [ vision d [ ] Life insurance
e D Temporary disability (accident and sickness) f |:| L.ong-term disability g D Supplemental unemployment h D Prescription drug
i [] stop loss garge deductibte) j [] HMO contract k [ ] PPo contract I [] indemnity contract

m D Other {(specify) »

9 Experlence-rated contracts:

a Premiums: (1) AMOUNTECEIVEd  + « v 0 o » = & s o« o+ 4 4 s e 9a{1)

{2) Increase {decrease) in amount due butunpaid . . .« . . o . 9a(2)

{3) Increase (decrease) In unearned premium reserve e e e e s 9a(3})

@ Eamed (D +@-G) + « v o o b b e e e e e e e e e v e e .. .| 9a(4)
b Benefitcharges (f) Claims pald  + « « « « &+ = & & 0 e a e o4 s 9h(1t)

(2) Increase (decrease) in claim reserves e e e e e e e e e s 9h(2)

@) Incurredclaims (add (1) @nd (2))  + + + + 4 4 e e 4 e e e b w s a s e e s 9b(3)
(4) Claimscharged + « « « » + & b s s 4 e e e e e e e e s e e e e e 9h{4)
€ Remainder of premium: (1) Retention charges {on an accrual basis) --
(A) COMMISSIONS: « + & o s s = s s * &+ s & s & v o 4 9c{1)(A)
(B) Administrative service or otherfees .+ . « + .+ 4 e . 4 . 9c{1)(B)
(C) Ofther specific acquisition casts + « + « + « + v« « « o 4 9c(1}C)
(D) OErexpenses . + + = o« « o & & o o o+ & o s o 9c(1XD)
(B) TAXES . + o o o 0 o o o & v v o4 4w w s a s s 9c(1XE)
(F} Charges forrisks or other contingencies  « +« + « + + + + & 9c(1){F)
(G} Otherretentioncharges . + + « « = & = « « + & & v 9c{1HG)

(H) Totalretention . + o v + v v o o o o o v o v v v o v oo w o w a0 | 9c{1){H}
(2) Dividends or retroactive rate refunds. (These amounts were Dpaid in cash, or Dcredited.) . e . 9¢{2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . 9d{1)

(2) CIAIMIESBIVES « « + 4 & & o o o & o o o s 4 s 1 & & & s+ & o 4 0 a 9d{2)
(3) ONBITESEIVES « « o o & ¢ & « & & o+ o o s o v o = & « & 4 1 & v v v s 9d(3)

© Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2) ) s e e e e . ¢
10 Nonexperience-rated confracts:
a Total premiums or subscription charges paid to carrier e e s h h s w e e sy e e s 10a
b If the carrier, service, or other organization incureed any specific costs in connection with the acquisition or
relention of the contracl or policy, other than reported in Part |, line 2 above, report amount e e 10b

Specify nature of costs »

Part Provision of Information
11 Did the insurance company fail fo provide any information necessary to complete Schedule A? . a e H Yes ﬂ No
12 Ifthe answer to line 11 is "Yes," specify the information not provided. »




SCHEDULE C Service Provider Information OMS No. 1210.0110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2017
Internal Revenue Servica Retirement Income Security Act of 1974 (ERISA).
Empk}yeeEE?\:E}PSBQCIuorgilly;?doéinisiraticn P File as an attachment to Form §500. This Form is Open to Public
Pensign Benefit Guaranfy Corporaiion tnspection.
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit

Peregrine Health Services, Inc. 401(k} Plan plan number (PN)

C Plan sponsor's name as shown on line 2a of Form 5800 D Employer identification Number (EIN}
Peregrine Health Services, Inc. 57-1220867

i | Service Provider Information {see instructions)

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

1 information on Persons Receiving Only Eligible Indirect Compensation

a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they recelved only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and CONditions)  «vesesresasss [X] Yo8 [M] No

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

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

VOYA Retirement Insuranc & Annuity 71-0294708

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

) Entern

R e L e Gri e T = = e o
(b) Enter name and EIN or address of person who provided you disclosures on efigible indirect compensation

b

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 Schedule C {Form 5502)’%% ;
v.
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3 s e i R L S i 3 %
(b) Enter name and EIiN or address of person who provided you disclosure on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on e||g|b1e indirect compensation

T
{b) Enter name end EIN or address of person who previded you disctosures on eligible indirect compensation

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

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

(b) Enter name and EiN or address of person who provrded you drsclosures on eligible indirect compensatron

(b) Enter name and EIN or address of person who provrded you disclosures on elrgrble indirect compensallon

(b) Enter name and EIN or address of person who provided you disclosures on ehgrble mdrrect compensation
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Page3-[ 1]

2. Information on Other Service Providers Receiving Direct or Indirect Compensation, Except for these persons for whom you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

VOYA Retirement Insurance & Annuity 71-0294708
(b) (c}) (d) {e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you

organization, or
person known to be

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

compensation? (sources
other than plan or plan

compensation, for which the
plan received the required

service provider exciuding
eligible indirect

a formula instead
of an amount

a party-in-interest SpONSOry disclosures? compensation for which you or estimated
answered "Yes" to element amount?
{f. If none, enter -0-.
27 Service
Provider YesfX] No[] Yes [X] No[] Yes ] No[X]

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

(b}
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known fo be

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan

f
Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required

Enter total indirect
compensation received by
service provider excluding

eligible indirect

{h)

Did the service
provider give you
a formula instead

of an amount

a party-in-interest SpONsor) disclosures? compensation for which you or estimated
answered "Yes" to element amount?
(. If none, enter -0-.
Yes[ ] No[_] Yeos [ No[_] Yes [ No[_]
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) (0 , (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you

organization, or
person known to be

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

compensation? (sources
other than plan or plan

compensation, for which the
plan received the required

service provider excluding
eligible indirect

a formula instead
of an amount

a party-in-interest sponsor) disclosures? compensation for which you or estimated
answered "Yes" o element amount?
{N. If none, enter -0-,
Yes[ ] No[] yes ] No[] Yes [] No[ ]
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Service Provider Information {continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract adminisirator, consuiting, custedial, investment advisory, Investment management, broker, or recordkeeping services, answer the following
questions for {a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(&) Enter service provider name as it appears on line 2 (b) Service Codes {¢) Enter amount of indirect
(see instructions) compensation
Voya Retirement Insurance & Annuity 27 049
{d)Enter name and EIN (address) of source of indirect compensation {e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility

for or the amount of the indirect compensation.

Voya Retirement Insurance & Annuity 71-0294708 nvestment Advisory

e AR TR D e LS T T T
(@) Enter service provider name as it appears on line 2 {b) Service Codes {c) Enter amount of indirect
(see instructions) compensation
MorningStar
g i 664
{d)Enter name and EIN (address) of source of indirect compensation {e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility

for or the amount of the indirect compensation.

Voya Retirement Insurance & Annuity 36-3297908 Investment Advisory

s e R R =k i 4 S
{a) Enter service provider name as it appears on line 2 (b) Service Codes (¢} Enter amount of indirect
(see instructions) compensation
() Enter name and EIN {address) of source of indirect compensation ge) Describe the indirect compensation, including any
‘ormula used to determine the service provider's eligibility

for or the amount of the indirect compensation.
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Service Providers Who Eail or Refuse to Provide Information

4 provide, to the extent possible, the follawing information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.
{a) Enter name and EIN or address of service provider (see {b)Nature of| () Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

{a) Enter name and EIN or address of service prov:der {see {b)Nature of| (¢) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

(a) Enter name and EiN or address of service prov:der (see

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

{b)Nature of
instructions) Service provide
Code(s)

(a) Enter name and ElN of address of service provider (see (b) Nature of (c) Describe the information that the service provider faited or refused to
instructions) Service provide
Code(s)

(a) Enter name and EIN or address of service provrder (see

(b) Nature of

(¢) Describe the mformat[on that the service provider faited or refused to

instructions) Segrc(:e) provide
Code(s

S 5 S i Sl
(a) Enter name and EIN or address of service prowder (see
instructions)

(b) Nature of
Service
Code(s)

(c) Descrrbe the lnformanon that the service provider falled of refused to
provide




Schedule C (Form 5500) 2017 Page 6 - | |

Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name:

c Position:

d  Address:

Expilanation:

a Name:

C Position:

d  Address:

Explanation:

a

C Position:

d  Address:

Explanation:

a Name:

[ Pasition:

d Address:

Explanation:

a Name:

C Pasition:; :
d Address: ] ne:

R

Explanation:




SCHEDULE D DFE/Participating Plan Information

(Form 5500) OM2 No. 1210-0110

This schedule is required to be filed under section 104 of the Employee

Department of the Treasury
intemal Revenue Service Retirernent income Security Act of 1974 (ERISA). 201 7
Depastment of Labor N
Employee Benefilts Security Administration > File as an attachment to Form 6500. This Form is Open to Public
Inspection.

For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending 12/31/2017

A Name of plan B Three-digit

Peregrine Health Services, Inc. 401(k) Plan plan number (PN) >

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

Peregrine Health Services, Inc. 57-1220867

{ Information on interests in MTIAs, CCTs, PSAs, and 103-12 |Es (to be completed by plans and DFEs)
{Complete as many entries as needed to report all interests in DFEs)
a Name of MTIA, CCT, PSA, or 103-121E: VOYA Intermediate Bond Port I

b Name of sponsor of entity listed in {a): VOYA Retirement Insurance & Annuity Co.

d Entity P e Dollar value of interest in MTIA, CCT, PSA, or 39 BEB
i

¢ EIN-PN 71-0294708-000

a Name of MTiA, CCT, PSA, or103 12 IE Amearican Funds Am Balanced R3

b Name of sponsor of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

e Dollar value of interest in MTIA, CCT, PSA, or 92 141
103-12 |E at end of ear (see :nslrucuons) !

o

a Name of MTIA CCT, PSA, or103 121E Vanguard VIF-Diversified Val Port

b MName of sponsor of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

e Dollar value of inferest in MTIA, GCT, PSA, or 7 842
103- 12 IE at end of year (see lnstructlons) !

a_Name of MTIA CCT, PSA, 0!‘103 12 |E: VOYA Oppenhmr Global Port I

b Name of sponsor of entity listed in {a): VOYA Retirement Insurance & Annuity Co.

e Dollar value of interest in MTIA, CCT, PSA, or 26 BL2
103-12 |E at end of year (see instrugtions) !

a Name of MTIA CCT PSA, or103 12 1E: Arlel Appreca.atmn Fund Inv

b Name of sponsor of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

a Name of MTIA, CCT, PSA, or 103- 12|E Amera.can Funds Growth Fnd R3

b Name of spensor of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

Entity P e Dollar value of interest in MTIA, CCT, PSA, or 105 . 640
i

d
71-0294708-000
¢ EIN-PN 103 12 IE at end of year(see |nsiruclions)

a Name of MTIA, CCT, PSA, or103-12 IE Amerlcan Funds EuroPac:Lf:Lc R3

b Name of spansor of entity listed in (a): VOYA Retirement Insurance & Anpuity Co.

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
K 71-0294708-000 B ' ! ' 39,256
¢ EIN-PN code 103-12 IE al end of year (see instructions) !
- -
For Paperwork Reduction Act Notice, see the instructions for Form 5500. Schedute D {Form 5500) 2017

v, 170203
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a Name of MTIA, CCT, PSA, or 103-12 |E; VOYA Solution 2025 Port Adv

b Name of sponsor of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

d Entity

€@ Dollar value of interest in MTIA CCT, PSA, or

¢ EIN-PN 71-0294708-000 P 297,541

& Name of MTIA, CCT PSA, or103 12 |E; VOIA Solutlon 2035 Port Adv

b Name of sponsor of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

P

353,693

a Name of MTIA, CCT, PSA or103 12 IE: VOYA Solution 2045 Port Adv

b Name of sponsor of entity listed In (a): VOYA Retirement Insurance & Annuity Co.

d Entity
code

€ Doltar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see_:" structions

79,583

¢ EIN-PN 71-0294708-000

a Name of MTIA CCT, PSA or 103-12 |[E: VOYA Solution Income Prt Adv

b Name of sponsor of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

_1 03 12 IE at end of year (see instructions

¢ EIN-PN 71-0294708-000 139,168

a Name of MTIA CCT, PSA or 103 12 IE: VOYA US StOCk Ind@x port inst

b Name of sponsor of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

d Entily

¢ EIN-PN 71-0294708-000

a Name of MTIA CCT PSA, or103 12 IE: Loomls Sayles Sm Cap Value Fnd Ret

b Name of sponsar of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

e Dollar value of interest in MTIA, CCT, PSA, or

103-12 EE at end of year 568 instrucllons) 4,849

a Name of MTIA, CCT, PSA or103 12 IE Voya 301Ut10ﬂ 2055 Port Adv

b Name of sponsor of entity listed in (a): VOYA Retirement Insurance & Annuity Co.

d Entity
d

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year {see inslructions

P 19,630

¢ EINPN 71-0294708-000

a Name of MTIA, CCT F’SA or103 12 |E: Voya Bolution 2030 Port Adv

b Name of sponsor of entity listed in (a): ~ Voya Retirement Insurance & Annuity Co

e Dollar value of interest in MTIA, CCT, PSA, or
7103 12 IE at end_ ofw ear (see 1nstrucllons)

d Entity
code

¢ EIN-PN 71-0294708-000 2,032

a Name of MTIA, CCT, PSA, or 103- 12 1E Voya SOlUtloﬂ 2040 Port’. Adv

b Name of sponsor of entily listed in (a); ~ Voya Retirement Insurance & Annuity Co

€ Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN 71-0294708-000 103 12IE at end of year (see mstructrons)

Name of MTIA, CCT, PSA, or 103-12 |E:

a
b Name of sponsor of entity listed in {a):

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
¢ EIN-PN code 103-12 IE at end of year (see insiructions)
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Information on Participating Plans (to be completed by DFEs}
{Complete as many entries as needed to report all participating plans)

a Plan name

Name of
plan sponsor

€ EIN-PN

a Planname

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

C EIN-PN

Plan name

Name of
plan sponsor

C EIN-PN

a Planname

b Name of
plan sponsor

€ EIN-PN

a Planname

b Name of
plan sponsor

G EIN-PN

a Planname

b Name of
plan sponsor

G EIN-PN

a Planname

b Name of
plan sponsor

C EIN-PN

a Planname

b Name of
plan sponsor

a Planname

¢ EIN-PN

b Nameof
plan sponsaor

C EIN-PN

a Plan name

b Nameof
plan sponsor

C EIN-PN

a Planname

b Name of
plan sponsor

C EIN-PN




SCHEDULE H
(Form 5500)

Department of the Treasury
intamal Revenue Service

Department of Laber
Employes Bensfils Security Administration

Pension Benefit Guaranty Corporalion

Financial Information

This scheduls is required to be fited under section 104 of the Employee

Retiremeant Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

p File as an attachment to Form 5500,

OMB No, 1210-0110

2017

This Form is Open to Pubtic

Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017

A Name of plan

Peregrine Health Services, Inc. 401(k) Plan

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

Peregrine Health Services, Inc.

B Three-digit
plan number (PN}

§7-1220867

D Employer ldentification Number (EIN}

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 cne 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 1¢(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific doliar
benefit at a future date. Round off amounts to the nearest doflar. MT1As, CCTs, PSAs, and 103-12 |Es do not complete lines 1b(1), 1b{(2), 1¢(8), 1g, 1h,

and 1i. CCTs, PS

As. and 103-12 |Es also do not ¢o
Assets

mplete lines 1d and 1e. See instructions.

{a) Beginning of Year

(b} End of Year

a Total noninterest-hearing cash

b Receivables (less allowance for doubtful accounts):

(1) Employer contributions

1b(1)

(2} Participant confributions
{3) Other

1b(2)

¢ General investmenis:

{1) Interest-bearing cash (include maney market accounts & certificates 1e{1)

of deposit)

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

(A} Preferred

1c(2}

“1e(3)(A)

(B} All other 1c{3)(B
(4} Corporate stocks (other than employer securities):
{A) Preferred 1c(4)(A)
{B) Common 1c(4)(B}
{5) Partnership/joint venture interests 1¢(5)
(8) Real estate (other than employer real property) 1¢(6)
{7) Loans (other than fo participants) 1c{7}
(8) Paricipant loans 1¢(8)
{9} Value of interest in common/callective trusts 16(9)
(10) Value of interest in pooled separale accounts 1c(1 0) 1,117,752 1,264,050
{11) Value of interest in master trust investment accounts 1e(11)
{12} Value of Interest in 103-12 investment entities weemensnssenssssssennrnnene | 16{12)
(13) Value of interest in registered investment companies (e.q., mutual
funds) 1e(13)
(14) Value of funds held in insurance company general account (unallocated 1c(14) 24,487 35,030
contracts)
{15) Other 1c{15}

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

Schedule H {Form 5500) 2017
v.170203



Schedule H (Form 5500) 2017

1d Employer-related investments:
{1} Employer securities

(2) Employer real property
e Buildings and other property used in plan operation ...

f Total assets (add all amounts in lines 1a through 1e)
Liabilities

Benefit claims payable

= e

Operating payables

i Acquisition indebtedness

Other liabilities

k Total liabilities (add all amounts in lines 1g through 1j)
Net Assets

I Net assets (subtract line 1k from line 1)

T

Page 2
(a) Beginning of Year (b} End of Year
1d{1)
1d(2)
1e
1f 1,142,239 1,299,080
1g
1h
i
1 531
1K 531
1 1,141,708 | 1,299,080

income and Expense Statement

2 Plan income, expanses, 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 carrfers. Round off amounts to the nearest dollar. MTlAs, CCTs, PSAs, and 103-12 IEs do not complete

tines 2a, 2b{1)(E), 2¢, 2f, and 2g.
Income
@ Contributions:
(1) Received or receivable in cash from: (A) Employers
(B) Paricipants
{C) Others (including rollovers)

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

b Earnings on investments:

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

(8) U.S. Government securities
(C) Corporate debt instruments

(D) Loans (other than to paricipants)

{E) Participant loans
(F) Other .
(G) Total interest. Add lines 2b{1){A) through (F}
{2) Dividends: (A) Preferred stock
{B) Common stock

(C) Registered investment company shares (e.g. mutual funds)
(D) Total dividends. Add lines 2b{2)(A), (B), and (C}  +n
(3} Rents
{4) Netgain (loss) on sale of assets: {A) Aggregate proceeds

(B) Aggregate camrying amount (See instructions)
{C} Subtract line 2b{4)(B) from line 2b(4)(A} and enter result oo
(5) Unrealized appreciation {depreciation) of assets: {A) Real estate e
{B) Other

(C) Total unrealized appreciation of assets.
Add lines 2b(5}(A) and (B}

2a(1)(A)

{a) Amount {b) Total

2a{1)(B)

176,192

2a(1)(C)

2a(2)

2a(3)

2b(1)(A)

176,192

2b(1)(B)

2b{1){C)

2b(1)(D)

2b(1)}(E)

2b(1)(F)
2b(1)(G)
2b(2)(A)

2b(2)(B)

2b(2)(C)
2b(2){D)

2b(3)
2b(4)(A)

2b(4)(B)
2h{4){C)
2b(5)(A)

2b(5)(B)

2b(5)(C)
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{b) Total
(6) Net investment gain (loss) from common/collective trusts 2b(6})
{7) Net investment gain (loss) from pooled separate accounts 2b(7) 171,629
(8) Net investment gain (loss) from master trust investment accounts 2h(8)
{9) Net investment gain (loss) from 103-12 investment entities 2h(9)
{10) Net inva§tment gain (loss) from registered investment 2b(10)
companies {e.g., mutual funds}
¢ Other income 2c
d Total income. Add all income amounts in column (b} and enter total v 2d 348,672
Expenses
e Benefit payment and payments to provide benefits:
{1} Directly to participants or beneficiaries, including direct rollovers 2e(1) 182,328
(2) To insurance carriers for the provision of benefits 2e(2)
{3) Other 2e(3)

182,328
6,197

{4) Total benefit payments. Add lines 2e(1) through (3)
Corrective distributions (see instructions)
Certain deemed distributions of participant loans (sae instructions} ..
Interest expense
Administrative expenses: (1) Professional fees
{2) Contract administrator fees
(3) Investment advisory and management fees
(4} Other
(8) Total administrative expenses. Add lines 2i(1) through {4)
j Totalexpenses. Add all expense amounts in column {b) and enter total ...
Net Income and Reconciliation _

K Net income (loss). Subtract line 2] from line 2d 157,372
| Transfers of assets: :
{1} To this plan .
(2) From this plan

- ™™

2,775
191,300

Accountant's Opinion

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
aftached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [} Unqualified (2 [ Qualified (3) [X] Disclaimer _ {4) [] Adverse

© Did the accountant perform a limited scope audit pursuant to 29 CFR 2620.103-8 and/or 103-12(cd)?

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

(1) Name: Plante & Moran, PLLC (2) EIN: 38-1387951

d The opinion of an independent qualified public accountant is not attached because:
(1) [] This form is filed for a CCT, PSA, or MTIA. (2) [ It will be attached to the next Form 5500 pursuant to 28 CFR 2520.104-50.

Compliance Questions

4 CCTs and PSAs do not completa Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 49, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 41. MT1As also do not complete line 41,

During the plan year: ] Amount

a4 Was there a fallure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 Continue to answer "Yes" for any prior year faliures until
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.} s

b Were any loans by the plan or fixed income obligations due the ptan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant's account balance. (Attach Schedule G (Form 5500) Part 1if "Yes” is
checked.)
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¢ Were any leases fo which the plan was a party in defauit or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if "Yes" is checked.)
d Were there any nonhexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 55Q0) Part Hl if "Yes" is
checked.)
Was this plan covered by a fidelity bond? 500,000
f Did the plan have a Joss, whether or not reimbursed by the plan's fidelity bond, that was caused by
fraud or dishonasty?
g Did the plan hold any assets whose current value was neither readily determinable on an
establishad market nor set by an independent third party appraiser? ...
h Did the blan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?  wuuuwwesinnn
i Did the plan have assets held for investment? (Attach schedule(s) of assets if "Yes" Is checked, and
see instructions for format requirements.)
i Woere 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.)
k Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC?
Has the plan falled to provide any benefit when due under the plan?
m If this is an individual account plan, was there a blackout peried? (See instructions and 28 CFR
2520.101-3.)
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.

Ba Has a resolution to terminate the plan been adopted during the plan year or any prior plan year? [7] Yes [x] No
If "Yes," enter the amount of any plan assets that reverted to the employer this year

5 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.)

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

5¢ I the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021.)?........[:] Yes [_JNo [_]Notdetermined
If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year (See instructions.}




Schedule H, line 4i

Schedule of Assets (Held At End of Year)

For the plan year beginning 01/01/201%7 andending 12/31/2017

Name of plan

Paregrine Health Services, Inc. 401{k) Plan

Employer identification Number Three-digit

57-1220867 ptan number » Qo1

{a) {b} Identity of issute, borrower, lessor, or similar pari {e) Dascription of investment including maturity datg, {d) Cost {e} Current value

rate of interest, collateral, par, or maturity vatus

* | VOYA Intermediate Bond Fund 22,568
* | American Funds Am Balanced Fund 92,141
* | Vanguard VIF Diversified Val Port 7,843
* | VOYA Oppanhnr Global Port I 26,812
* [Ariel Appreciation Fund Inve 12,004
* | American Funds Growth Fund R3 105,640
* | American Funds Europacific R3 39,256
* | VOXA Solution 2025 Port Adv 297,541
* | VOYA Solution 2035 Port Adv 353,692
* | VOYA Solution 2045 Port Adv 79,583
* | VOYA Solution 2055 Port Adv 19,630
* | VOYA Seolution Income Port Adv 136,168
* VOYR US Stock Index Port Inst 55,966
* | Loomis Sayles Sm Cap Value Rnd Ret 4,849
* | VOYA Solution 2030 Port Adv 2,032
* | VOYA Solution 204 Port Adv 5,325

VOYA Fixed Account 35,030




SCHEDULE R
(Form 5500)

Depariment of the Treasury
Internal Revenue Service

Department of | abor
Employes Benefits Securily Adminisiration

Retirement Plan Information OMB No. 1210-0110

2017

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

This Form is Open to Public

» File as an Attachment to Form 5500, Inspection,
Pansion Benefit Guaranty Corporation
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
Peraegrine Health Services, Inc. 401(k) Plan plan number
(PN) > 001

D Emp!oyer |dent|ﬂcat|cm Number {EIN)

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

Paregrine Health Services, Inc. 57-1220867
S 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
MSIUCHONS « 4+« « o o v & o o o & & » o 4 & » o s & s + o 1 o 4 v v v 4. s 1

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 ElNs of the two
payors who paid the greatest dollar amounts of benefils):

EIN(s): 71-0284708

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

year

@« s s s ® ® € ® 8 8 ®w » & s s ®w ® _® s w s » & s ® & & @ v

Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or

ERISA section 302, skip this Part)
Is the plan administrator making an elsction under Code section 412(d)(2) or ERISA section 302(d)(2)7? . 1 ves [ nNe TN

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

If a waiver of the minimum funding standard for a priot year Is being amortized in this
plan year, see instructions and enter the date of the ruling lefter granting the waiver. Date: Month Day

If you completed line 5, complete lines 3, 9, and 19 of Schedule MB and do not complete the remainder of this schedule.
a Enter the minimum required contribution for this plan year (include any prior year accumulaied funding

Year

6
deficiency notwaived) . . o . ¢ 0 4 0 0 e e s e e s s e s e s e e v e e s a

Enter the amount coniributed by the ernployer to the plan for this plan year e e e e e e e

6b

Subtract the amount in line 8b from the amount in line 6a. Enter the result

(enter a minus sign to the left of a negative amount) e e e s e e e e e 8¢

If you completed line 6c, skip lines 8 and 9.
Will the minimum funding amount reported on line 6c be met by the funding deadiine? . . . . . . . .

] Yes [No 7] NiA

If a change 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? T T T T N T T T

Amendments

If this is a defined benefit pension plan, were any amendments adopted during this pian

year that increased or decreased the value of benefits? If yes, check the appropnate
box. Ifno, check the "NO"BOX  « » o « « « v o & o b 4 a4 » [] Both

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.
Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt foan? . . . [ ] Yes
] Yes

[TlYes [INo

12 Does the ESOP hold any stock that Is not readily tradable on an established securities market? e e e e v e v v v [Yes [INo

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2017
v.170203

L Yes I Ne C nia

[] Decreass

[ Ne

[1 Increase

[ ] No
1 No

10

11 a Doesthe ESOP hold any preferred stock? . . . . . . e e e
b Ifthe ESOP has an outstanding exempt loan with the employer as Iender is such loan part of a "back-to-back” loan?
(See instructions for definition of "back-to-back" loan.) . e e e

L T R R e R e T R L e

L L T T R I . L . L3
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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 € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box ]
and see instructions regarding reguired alfachment, Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (if more than one rate appfies, check this box [_:] and see Instructions regarding required aftachment. Otherwise,

complete lines 13e(1) and 13e(2).)
{1) Contribution rate (in dollars and cents)
(2) Base unit measure: [ Hour[ i___l Weekly [] Unit of production [TlOther (specify):

Name of conrlbutlng emp[oyer

b EIN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under mare than one collective bargaining agreement, check box ]
and see instructions regarding required attachment. Otherwise, enfer the applicable date.} Month Day Year

€  Contribution rate information (i 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)

(?) Base um{measure 1 Hourly [:] Weekly ] Unit of preduction {:]Olher (spemfy)

Name of conlnbutmg employer

b EIN ¢ Doliar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box O
and see instruclions regarding reguired altachment, Otherwise, enter the applicable date.) Month Day Year

©  Contribution rate infarmation (if more than one rate appiies, 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 unit measure: O Hourty D Week!y [ unit of production [:]Other (specnfy)

Name of contnbutmg employer

b EIN ¢ Dollar amount confributed by employer

d Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box ]
and see instructions regarding required attachment. Otherwise, enter the applicable dafe.} Manih Day Year

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

compiete lines 13e(1) and 13e(2).}
(1} Contribution rate (in doliars and cents})

(2 Base umt measure: [ ] Hourly E] Weekly |:|Un|t of produclmn [other (specify):

Name ofcontrlbutmg employer

b EN € Dollar amount contributed by employer

d Date collective bargaining agreement expires (if employer contributes under more than one coliective bargaining agreement, check box ]
and see inslructions regarding required atiachment. 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 aftachment. Otherwise,

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

{2) Base unit measure: | Hourly ] Weekly [:]Unliofproductlon I___Iother(spemfy)

& Name of contributing employer

b EN ¢  Dollar amount coniributed by employer

d Date collective bargaining agreement expires (if employer contributes under more than one colfective bargaining agreement, check box i
and see jnsfructions regarding required attachment, Otherwise, enter the applicable dale.) Month Day Year

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

complefe lines 13e(1} and 13e(2}.)
(1} Contribution rate (in dollars and cenis}
(2} Base unit measure: [_] Hourly ] weekly ] Unit of production [_Jother (specify):
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14

Entter the number of participants on whose behalf no contributions were made by an employer as an employer of the

participant for:

A TheCUITENEYBAN. « + « v « & & + + o o o o + + = « « « « v s v o v v v s« - 14a
b The plan year immediately preceding the currentplanyear » « +« « +» + + + + = « +» + + + +» | 14b
C Thesecondprecedingplanyear .+ .« + + » « & s = + s o o x s v s s 4+ v s x| 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 planyear . . . . . . . 15a

b The corresponding number for the second preceding pfanyear . « + & + + + +« « + « » +» +» | 15b

16

Information with respect to any employers who withdrew fram the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding planyear . . + + + « « + « + & 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawnemployers  + + &« & v v 4 s s 5 s s s s a a a2 s

17

18

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 alACHMENE. + « « « « « & &+ . 0 e s w e e e e e e e e e e W ]

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

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
informationto be Included as AN aHACKMENE  + » » + v + + = « & & + 4 e+ 4 e e e e e e e e e e e e ]

19

If the total number of participants is 1,000 or more, complete lines (a) through (c)
& 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-yeild debt:

[Jo3years [ |36years []6-9years [ ]9-12years [ ] 12-15years [_] 15-18years [ ] 18-21years [ ] 21 years or more
€ What duration measure was used to calculate line 18(b)?

[] Effective duration  [_] Macaulay duration [ | Modified duration  [_] Other (specify):



SUMMARY ANNUAL REPORT
for
Peregrine Health Services, Inc. 401(k) Plan

This is @ summary of the annual report for Peregrine Health Services, Inc. 401(k) Plan, §7-1220867/001 for 01/01/2017
through 12/31/2017. The annual report has been filed with the Employee Benefits Security Administration, formerly known as
the Pension and Welfare Benefits Administration, as required under the Employee Retirement Income Security Act of 1974
(ERISA),

Basic Financial Statement

Benefits under the plan are provided by insurance. Plan expenses were $191,300. These expenses included $2,775 in
administrative expenses and $182,328 in benefits paid to participants and beneficiaries, and $6,197 in other expenses. A
total of 1,223 persons were participants in or beneficiaries of the plan at the end of the plan year, although not all of these
persons had yet eamed the right to receive benefits.

The value of plan assets, after subtracting liabilities of the plan, was $1,299,080 as of 12/31/2017, compared to $1,141,708
as of 01/01/2017. During the plan year the plan experienced an increase in its net assets of $157,372. This increase
includes unrealized appreciation or depreciation in the value of plan assets; that is, the difference between the value of the
plan's assets at the end of the year and the value of the assets at the beginning of the year or the cost of assets acquired
during the year. The plan had total income of $348,672, including employer contributions of $0, employee contributions of
$176,192, gains of $0 from the sale of assets and earnings from investments of $172,480,

Your Rights to Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are
included in that report:

1. An accountant's report;

2. Financial and information on payments to service providers,

3. Assets held for investment,

4. Insurance information including sales commissions paid by insurance carriers;

5. Information regarding any common or collective trusts, pooled separate accounts, master trusts or 103 - 12 investment

entities in which the plan participates,

To obtain a copy of the full annual report, or any part thereof, write or call the office of Peregrine Health Services, Inc., who
is Plan Administrator at 1661 QOld Henderson Road, Suite 400, Columbus OH 43220, (614) 459-2656. The charge to cover
copying cost will be $10.00 for the full annual report, or $0.25 per page for any part thereof.

You also have the right to receive from the plan administrator, on request and at no charge, a statement of the assets and
liabilities of the plan and accompanying notes, if any, or a statement of income and expenses of the plan and accompanying
notes, if any, or both. If you request a copy of the full annual report from the plan administrator, these two statements and
accompanying notes, if any, will be included as part of that report. The charge to cover copying costs given above does not
include a charge for copying of these portions of the report because these portions are furnished without charge.

You also have the legally protected right to examine the annual report at the main office of the plan at 1661 Old Henderson
Road, Suite 400, Columbus OH 43220 and at the LS Department of Labor in Washington DC, or obtain a copy from the US
Department of Labor upon payment of copying costs. Requests to the Department should be addressed to: Public
Disclosure Room, Room N-1513, Employee Benefits Security Administration, US Department of Labor, 200 Constitution
Avenue, NW, Washington DC 20210,



55 5 8 Application for Extension of Time OMB No. 1545-0212
o To File Certain Employee Plan Returns

{Rev. August 2012)

» For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Departmant of the Treasury £ Y i f :
Intornal Revenue Servica » Information about Form 5558 and its instructions is at www.irs.gov/form5558
1Sl Identification
A Name of filer, plan administrator, er plan sponsor (sea instructions) B Filer's identifying number (see instructions)
Paeragrine Health Services, Inc. Employer identification number {EEN)G digits X004
Number, street, and room or sulte no, {If a P.O, box, see instructions}) 57-1220867
1661 Old Henderson Road Suite 400 Social security number (SSN) (9 digits XXX-XX-XXXX}
City or town, slate, and ZIP code
Columbus OH 43220
c Plan year ending--
Plan name Plan y 3
number MM Db YYYY
Peregrine Health Services, Inc. 401{k} Plan 1) E 0 i 1 12 31 2017

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

1 [ Check this box if you are requesting an extension of time on line 2 fo file the first Form 5500 series return/report for the plan listed
in Part 1, C above.

2  trequest an extension of ime until__10 f 15 [ 2018 to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

3 Irequestanextension of ime until 16 / 15 [/ 2018 to file Form 8955-85A (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 dafe of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and {b) the date an line 2
and/or line 3 (above) is not later than the 15th day of the third month after the normal due date.

XA 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) imposingthetax . . . . . . . . « .+ . . »> | a l
b Enter the paymentamountattached . . . . . . . « « ¢ v o ¢ v o 000 e 0 . b
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date ., . > |c

5 State in detail why you need the extension:

Under penalties of perjury, | dectare that to the best of my knowledge and belief, the siatements made on this form are frue, correct, and complete, and that | am authorized
to prepare this application.

Signature » Date »

Form 5558 {Rev. 8-2012)



Schedule H, line 4i

Schedule of Assets (Held At End of Year)

For the plan year beginning 01/01/2017 and ending 12/ 31/ 2017

Name of plan

Peregrine Health Services, Inc. 401(k) Pl an

Employer Identification Number Three-digit

57- 1220867 plan number  » 001

(@) (b) Identity of issue, borrower, lessor, or similar part] © ?a'izcéiﬂ2?;3;:,“&'5?;{2?2& |’;1acrlug|rnr% ;ﬁ?y?’aﬁu&;e’ (d) Cost (e) Current value

* | VOYA I nt er medi at e Bond Fund 22,568

* | Aneri can Funds Am Bal anced Fund 92, 141

* [ Vanguard VIF Diversified Val Port 7,843

* [ VOYA Oppenhnr d obal Port | 26,812

* [Ariel Appr eci ati on Fund | nve 12, 004

* | Anerican Funds G owth Fund R3 105, 640

* [ Aneri can Funds Eur opacific R3 39, 256

* [ VOYA Sol ution 2025 Port Adv 297,541

* [ VOYA Sol ution 2035 Port Adv 353, 692

* [ VOYA Sol ution 2045 Port Adv 79, 583

* [ VOYA Sol ution 2055 Port Adv 19, 630

* | VOYA Sol ution | ncone Port Adv 139, 168

* | VOYA US Stock Index Port Inst 55, 966

* [ Loom s Sayl es Sm Cap Val ue Rnd Ret 4,849

* [ VOYA Sol ution 2030 Port Adv 2,032

* [ VOYA Sol ution 204 Port Adv 5, 325
VOYA Fi xed Account 35, 030




