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

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

D f the T

|ﬁ?§ﬁg}e£é\?e;ui S'SS?C“JV sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 20 17

Department of Labor » Complete all entries in accordance with

Employee Benefits Security . .
Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation 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
' participating employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report 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 4 D
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
BUCKEYE AMBULANCE, LLC 401(K) PLAN number (PN) »
1c Effective date of plan
01/01/2017
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) 45-5077555
BUCKEYE AMBULANCE, LLC 2C Plan Sponsor’s telephone
number
937-435-1584
2360 W. DOROTHY LANE, SUITE 203 2d Business code (see
DAYTON, OH 45439 instructions)
485990

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. 09/24/2018 DERECK PRISTAS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
:IIE%'\IIE Filed with authorized/valid electronic signature. 09/24/2018 DERECK PRISTAS
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 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 ‘ 179
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) 179
a(2) Total number of active participants at the @nd of the PIAN YA .............cvvveerverrivserissressesssssssses s esssssssssesessessseen, 6a(2) 182
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 3
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 185
€ 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 185
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 27
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 3
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........., 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 2J 2K 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(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 ®) I:I 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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2017

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
BUCKEYE AMBULANCE, LLC 401(K) PLAN plan number (PN) Y 001

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

BUCKEYE AMBULANCE, LLC

45-5077555

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

JOHN HANCOCK LIFE INSURANCE COMPANY

(©) 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
01-0233346 65838 127150 28 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

0

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

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

CAPITAL PENSION GROUP, LLC

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 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 Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end..................cccococceveroverreenennnn. 4 73097

5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5

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 () D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1)
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3)
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(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)
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfier............cocoooieeeeeeeeeeeeeeeeeeeeeees] 7e(2)
(3) Transferred to separate account .1 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceeseceeieeeeie et 7e(4)
4
(5) TOAI AEAUCHONS ...ttt et e et ee e e e et e e s s en s e s e et et en e s esneenees 7e(5)
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f




Schedule A (Form 5500) 2017 Page 4

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
BUCKEYE AMBULANCE, LLC 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)

BUCKEYE AMBULANCE, LLC 45-5077555

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

JOHN HANCOCK LIFE INSURANCE COMPANY RETIREMENT PLAN SERVICES, ET9
P.O. BOX 600
BUFFALO, NY 14201-0600
01-0233346
(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 5500) 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)

(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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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 (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) 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:




H : R OMB No. 1210-0110
SCHEDULE H Financial Information °
(Form 5500)
Department of the Treasur This schedule is required to be filed under section 104 of the Employee 2017
rernal Reventio Service. Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).
Depalftment of_Labor B )
Employee Benefits Security Administration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation 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
BUCKEYE AMBULANCE, LLC 401(K) PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
BUCKEYE AMBULANCE, LLC

D Employer Identification Number (EIN)
45-5077555

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) 1605
(2) Participant CONTBULIONS ...............coeveiereeeeeeseeseeseseseesees s s 1b(2) 6147
(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)
(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) 0 73097
(14) Value of funds held in insurance company general account (unallocated |~ ;v
[o70] 11 =Tt ) PRSP P EP U PPPPPPRN
(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 0 80849
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 39363

Total liabilities (add all amounts in lines 1g throughdj)......c..cccceeeevieievienanas 1k 39363
Net Assets

Net assets (subtract line 1k from line 1f).......ccccooveriiieiriiiiniee e ‘ 1l ‘ 0 41486

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) 17725
(B)  PAtCIDANES ...t ees e en s ene s 2a(1)(B) 64512
(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) 82237

Earnings on investments:

(1) Interest:

(A) Intert_ast-bearing cas_h (including money market accounts and 2b(1)(A)
certificates of dePOSIL) .......coviriiiriiie e
(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)

(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 26()(C)
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(a) Amount (b) Total

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

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

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

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

TP ANES (0.0, MUl TGSt 20(10) 1751
Lo @ {1 1 Toto 2/ = 2c
d Total income. Add all income amounts in column (b) and enter total..................... 2d 83988
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 4411

(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) 4411
f Corrective distributions (S€€ INSITUCHONS) ...........ccovrveveeerereeeeeeeeeeieeeseeeseerienas 2f 38091
g Certain deemed distributions of participant loans (see instructions) 29
N INEEIESE EXPENSE ...ttt 2h
i Administrative expenses: (1) Professional fe€S .........cccocviverieeeeeroeoreseneen, 2i(1)

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

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

() ONEI ..ottt 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4).......cccccceeeneeen. 2i(5)
| Total expenses. Add all expense amounts in column (b) and enter total........ 2j 42502

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d 2k 41486
| Transfers of assets:

(1) TO RIS PIAN. ..o 21(2)

(2) FTOM IS PIAN ..ot 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: (2) EIN:

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 10000
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
BUCKEYE AMBULANCE, LLC 401(K) PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BUCKEYE AMBULANCE, LLC 45-5077555

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): 01-0233346

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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Department of the Treasury " This form Is required to be flled for employee hensfit plans under sectlons 104
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seclions 6057(b), and 6058(a) of the Internal Revenue Code (the Code).

Department of Labor

Employee Benefits Securil: »
P )fl‘\dmlnislrallan Y » Complete all entrles In accordance with

the Instructions to the Form 5500.

2017

Pension Benefit Guaranty Corperation This Form Is Opan to Publlc

Inspection
rtl5| Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A This returnireport Is for: a multiemployer plan; D a multiple-employer plan (Fllers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

E] a single-employer plan; a DFE (specify) ____
B This return/report is: . the first return/report; the final return/report;
an amended return/report; a short plan year return/report (less than 12 months).
C |Ifthe plan is a collectively-bargained plan, checkhare .« « + « « « v ¢ v v v v 0 o b e e e e e e e P D
D Check box if filing under: E Form 5558; D automalic extension; D the DFVC program;

D special extension (enter description)
| Basic Plan Information === enter all requested information

1a  Name of plan 1b Three-digit plan
Buckeye Ambulance, LLC 401 (k) Plan number (PN) b 001
' 1¢ Effective date of plan
01/01/2017
2a  Plan sponsors name (employer, If for a single-employer plan) ) 2b Employer Identification
Mailing address (include room, apt., suite no. and slreet or P.O. Box) . : Number (EIN)
Cily or town, state or province, country, and ZIP aor foreign postal code (If foreign, see instructions)
. 45-5077555
Buckeye Ambulance, LLC 2C Plan Sponsor's telephone
number
(937) 435-1584
2360 W, Dorothy Lana, Suite 203 2d Business code (see
Instructions)
US Dayton OH 45439 ' 485990

Cautlon: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable catse Is established.

Under penaltles 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 bellef, It is true, correct, and complete.

Signature of plan adminlstrator Date Enter name of individual signing as plan administrator
tD»L Pi’ 9-24-1% Derecw Yistas
Signature of employer/plan sponsor Date Enter name of Individual signing as employer or plan sponsar
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reductlon Act Notice, see the Instructions for Form 5500. Form 5500 (2017)

v. 170203

oEP 26 201



Form 5500 (2017) Page 2

3a Plan administrator's name and address E] Same as Plan Spansor

3b Administrator's EIN

3¢ 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,
anter the plan sponsor's name, EIN and the plan name and the plan number from the last return/report:

a Sponsor's name
C Plan name

4b EIN

4d PN

5 Total number of participants at the beginning of the plan year

179

6 Number of parlicipants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),

6a(2), 6h, 6¢, and 6d).
a(1) Total number of active parlicipants at the beginning of the planyear .« + « v« o« ¢ o o e v 6a(1) 179
a(2) Total number of active participants at the end of the planyear v v v« v v e e e e e e 6a(2) 182
b Relired or separaled patticipants recelving benafits S T T T A .| 6b 0
¢ Other relired or separated participants entitled to future benefits e L L4 3
d Sublotal. Add lines 6a(2), 6b, aNA BE. « + .+« 4 . 4 . e e e e e b w e e e e e s e 6d 185
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits i i v owwww s a) Be 0
£ Total A Ines 8AANIBE  « » o + o o o b b b e ke e e e e e O 185
d Number of participants with :account balances as of the end of the plan year (only defined contribution plans

complete thISEM)  « v v v+« v o e e e e e e e e e e e e e e 69 27
h Number of particlpants who terminated employment during the plan year with accrued benefits that were

1586 thEN J0D%L VESIEd « « » v v w s » » v o b 4 8 5 5 % s w s v s« w v s v s 2 o «}6h 3
7 Enter the total number of employers obligated ta contribute 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:

2E 2F 2G 2J 2K 3D

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)

(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code sectlon 412(e)(3) insurance conlracls
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 lo indicate which schedules are altached, and, where indicated, enter the number altached. (See instructions)
a Pension Schedules b General Schedules

(1) E R (Retirement Plan Information) (1) E H (Financlal Information)

(2) I:l MB (Multiemployer Defined Benefit Plan and Certain Money (2) 1 (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) ___ 1 A(insurance Information)
actuary @) C (Senvice Provider Information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6)

G (Financial Transaction Schedules)



Farm 5500 (2017) Page 3

Form M-1 Gompliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See Instructions and 29 CFR
2520401-2) « 4« o .+ » o« o []Ves No

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

11b Is the plan currently in compliance with the Form M-1 filling requirements? (See instructions and 29 CFR 2520.101-2.) o A I____l Yes D No

11¢ Enter the Recaipt Confirmation Cade 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 Recelpt Confirmalion 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 valld Receipt Confirmalion Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500) OMB No. 1210-0110

Depariment of tha Treasury This schedule Is required to be filed under section 104 of the
Inlernal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 7

Deparment of Labor
Employee Benefils Security Administration

Pension Benefit Guaranty Carporation

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information This Form is Op.en 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
Buckeye Ambulance, LLC 401 (k) Plan plan number (PN) > 001

C  Plan sponsor's name as shown an line 2a of Form 5500 D Employer Identification Number (EIN)

Buckeye Ambulance, LLC 45-5077555

Information Goncerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts [l and |11 can be reported on a single Schedule A.

1 cCoverage Information:

(a) Name of insurance carrier

John Hancock Life Insurance Company

ol
BBl (¢) NAIC () Contract o (e) Approximate numbe(;‘ of Policy or contract year
(b) EIN code identificati ber persons covared at end of ) From (@) To
entilication numbe policy or contract year
01-0233346 65838 127150 28 01/01/2017 12/31/2017

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

(a) Total amount of commissions paid (b) Total amount of fees paid
0 0

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

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

Capital Pension Group, LLC

Fees and other commissions pald

(h) Amount of sales and base
commissions paid {c) Amount (d) Purpose {e) Organization cade

=

{a) Name and address of the agent, broker, or other person

(b) Amount of sales and base Fees and other commisslons paid
commissions paid (c) Amount {(d) Purpose (e) Organization code
Eor Paperwork Reductlon Act Notlce, sea the Instructions for Form 5500. Schedule A (Form 5500) 2017

v, 170203



Schedule A (Form 5500) 2017

Page 2 1]

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

Orgargfgaﬂon
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions pald

(c) Amount

(d) Purpose

Orgarg?gatlon
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpase

Orgar@anon
cade

(b) Amount of sales and base
commissions paid

Fees and other commissions pald

(c) Amount

(d) Purpose

)
Org%é%gtlon

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

{d) Purpose

Orgacrgiggtion




Schedule A (Form 5500) 2017 Page 3

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

4 Current value of plan's interest under this contract in the general account at yearend . . . . . . . . . 4 73,097

5 Current value of plan's interest under this contract In separate accounts at year end O 5

6 Contracts With Allocated Funds:
a State the basis of premium rates b

b Premiums pald O CAITIEr '« « o « « v v e e e e e h e e e e e e e e e 6b
C  Premiums due but unpaid at the end of the year e e e e e w W W W W @ 5 s & & % m e 6¢c
d I the carrier, servics, or other arganization incurred any specific costs in connection with the acquisition

or retention of the contract ar policy, enteramount « « « < = ¢ 0 s 0 e e e e e e e 6d

Speclfy nature of costs >

e Type of contract (1) D individual policies (2) D group deferred annuity
@ [] other (specify) »

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts Wilh Unallocated Funds (Do not include portions of these contracts malntained in separate accounts)

a Type on contract (1) D deposit adminlstration 2) D immediate participation guarantee
(3) D guaranteed investment (4) D other »

b Balance at the end of the previous year  « « « + o o+ < «
C Additions: (1) Contributions deposlted during the year . . . .
(2) Dividends and credits R EE RN
(3) Interest credited during the year R
(4) Transferred from separate account e
(5) Other (specify below) N
> .
(6) Totaladditions  + « « « o ¢ o 0 e e e e e e
d Total of balance and additions (add lines 7b and 7¢(6)). . . .

€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by carrier O
(3) Transferred to separate account P T
(4) Other (specify below) R R N
»
(5) Total dedUClions  + v+« & 4 e w e e e w e e e e e e e e e e e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) fromljine 7d) .« . . . o o+ o o o & » o 7f




Schedule A (Form 5500) 2017 Page 4

Welfare Benefit Contract Information

If more than one contract covers the same graup of employees of the same employer(s) or members of the same employee organization(s), the
informalion may be combined for reporting purposes if such canlracts 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 conlract type (check all applicable boxes)

a D Health (other than dental or vision) b [] Dental c D Vislon d D Life Insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment h D Prescription drug
i D Stop loss (farge deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (speclfy) »

9 Experience-rated contracts:
a Premiums: (1) Amountreceived . .« « « « + o b 0 e e a0 s 9a(1)
(2) Increase (decrease) in amountdue butunpaid .+ + . . 4 4 . 9a(2)
(3) Increase (decrease) in unearned premium reserve I 9a(3)
(4) Eamed (1) +#(2)=(3)  « v v 0 v e e v e e e e e e e e e s s e e
b Benefit charges (1) Clalms paid ~— + « « « « v+ 0 0 0 e e 9h(1
(2) Increase (decrease) in claim reserves T 9h(2)
(3) Incurred claims (add (1)and (2)) « « + v+ v e 0 e b e e e e e e e e
(4) Claimscharged —« « v v v o s e s e e e e e e e e e e e
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commisslons. . + « « « o« 4o e e a e e e e 9c(1)(A)
(B) Administrative service orotherfees + « « ¢« o < o . 9¢c(1)}(B)
(C) Other specific acquisitioncosts » .« + + « « + o . o . 9¢(1)(C)
(D) Olher oXpenses « « « « « « o o o e v e e e e 9¢(1)(D)
(B) Taxes . « « v o o o« o w e 4w e e e a0 0w 9c(1}E)
(F) Charges for risks or other contingencies — « + « + « « <« 9c(1)(F)
(G) Otherrelentioncharges + « + « + « o & + v 0 0 4 e 9¢(1)(G)
(H) Totalretention .+ + « v » o o v o« e e o iea e e e a e e 9c(1)(H)
(2) Dividends or retroaclive rate refunds. (These amounts were D paid in cash, or D credited.) . . . 9¢(2)
d Status of policyhalder reserves at end of year: (1) Amount held to provide benefits after retirement e 9d(1)
(2) ClAIMIESEIVES + « « v + + 4 o o 0 o e e e e e e e e e e e 9d(2)
(3) ONEITESEIVES « » + + « & o & + & 4 S ow h e e e s e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) o W e s 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier G & @ § W oW ow oot s w o om & & F 10a
b If the carrler, service, or ather arganization incurred any specific costs in conneclion with the acqulsition or
retention of the contract or palicy, other than reported in Part |, line 2 above, report amount R 10b

Specify nature of costs P

) | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? . e ﬂ Yes ﬂ No
12 If the answer to line 11 is “Yes," specify the information not provided. »




SCHEDULE C Service Provider Information Gl He; 21010
(Form 5500)

Department of the Treasury This schedule is required lo be flled under section 104 of the Emplayee 2017
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
fLab -
Emp,oyeegggg'r}r‘g*ggu"nm;,;,mmbn » File as an attachment to Form 5500, This Form Is Open to Public
Pensian Benefit Guaranly Corparation lnspectlon.
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
Buckeye Ambulance, LLC 401(k) Plan tan number (PN » 001

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Buckeye Ambulance, LLC 45-5077555

Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who racelved, 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)  v.ecvveeionns [1Yes [] 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
raceived only eligible indirect compensation. Complete as many enlries as needed (see instructions).

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

John Hancock Life Insurance Company 01-0233346
Retirement Plan Services, ET9
P.0. Box 600

us Buffalo NY 14201-0600

S

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

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

S

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 550(1))7(2)2‘1]3
V.
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——

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

o= ===

(h) 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

= e

(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

oy =
S

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Schedule C (Form
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2. Information on Other Service Providers Receivin
answered “Yes" to line 1a above, complete as many entries as needed to list each person recelvi
(i.e., money or anything else of value) in connection with services rendered to the plan or their pos

g Direct or Indirect Compensation. Except for those persons for whom you
ng, directly or indirectly, $5,000 or more in total compensation
ition with the plan during the plan year. (See instructions).

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

(b)
Service
Code(s)

(c)
Relatlonship to
employer, employee
arganization, 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)

(f)

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
answerad "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[] No[]

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

(b)
Service
Cade(s)

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

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

(e)

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

(f)

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

g9
Enter total indirect
compensation received by
service provider excluding
eligible indirect

(h)

Did the service
provider give you
a formula instead

of an amount
or estimated

a party-in-interest sponsor) disclosures? compensation for which you
answered “Yes" to element amount?
(M. If none, enter -0-,
Yes[] No[] Yes [] No[] Yes [] No[]
L= TS ; IR |
ns
(b) (c) (d) (e) (f) (h)

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

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

by the plan. If nane,
enter -0-,

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

a formula instead
of an amount
or estimated

amount?

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 compensatlon, 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 yau 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 Cades
(see instructions)

(c) Enter amount of indirect
compensation

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

Se) Describe the indirect compensation, including any
ormula used to determine the service provider's eligibility
for or the amount of the Indirect compensation.

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

(c) Enter amount of Indirect

(b) Service Codes
compensation

(see instructions)

~ {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.

e

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

(c) Enter amount of indirect

(b) Service Codes
compensation

(see Instructions)

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

$e) 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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I 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

instructions)

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

Service
Code(s)

{(b)Nature of -

TR et

e o =2

formation that the service provider failed or refused to

(a) Enter name and EIN or address of service provider (see (h)Nature of | (c) Describe the in
instructions) Service provide
Code(s)

(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 falled or refused to
provide

S

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

{b)Nature of
Service
Code(s)

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

_——

(a) Enter name and EIN or add
instructions)

ress of service provider (see

(b)Nature of
Service
Cade(s)

(c) Describe the information that lh‘e:j service provider falled or refused to
provide
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Termination Information on Accountants and Enrolled Actuaries (see instructions)
‘| (complete as many entries as needed)

a Name:
c Position:
d  Address:

Explanation:

a Name:
c Position:
d  Address:
Explanation:

Name:

[+ Position:
d  Address:
Explanation:

Name:

a

[ Position:
d  Address:
Explanation:

a Name:
[ Position:
d Address:

Explanation:




SCHEDULE H Financial Information OMB No. 12100110
(Form 5500)
pupsrtimsntof e Traasury This schedule is required to be flled under section 104 of the Employee 201 7
Internal Revenue Servica Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Department of Labor _ Internal Revenue Code (the Code).
Spleyp B Adminisiah » File as an attachment to Form 5500, This Form Is Open to Public
Penslon Benefit Guaranly Corporation 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
Buckeye Ambulance, LLC 401 (k) Plan plan number (PN) » 001

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

Buckeye Ambulance, LLC

D Employer Identification Number (EIN)

45-5077555

Part| | Asset and Liability Statement
1

Current value of plan assets and liabllities 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 contalning the assets of more than one pla

n on a line-by-line basis unless the value Is reportable on

fines 1c(9) through 1c(14). Do not enter the value of that partion 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,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See i

Assets

PSAs, and 103-12 |Es do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,
S.

(a) Beginning of Year (b} End of Year

a Total noninterest-bearing cash

b Receivables (less allowance for doubtful accounts):

(1) Employer contributions

A 1b(1)

1,605

(2) Participant contributions

1b(2)

6,147

(3) Other

C General investments:

(1) Interest-bearing cash (include money market accounts & certificates
of deposit)

1¢(1)

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

(A) Preferred ...

1¢(3)(A)

(B) Allother

1c(3)(B)

(4) Corporate stacks (other than employer securitles):

1e(@)A)

(A) Preferred
(B) Common 1¢(4)(B)
(5) Partnership/joint venture interests 1¢(5)
(6) Real estate (other than employer real property) B — oxivobeses 1¢(6)
(7) Loans (other than to participants) 1¢(7)
(8) Participant loans 1¢(8)
(9) Value of interest in common/collective trusts 1¢(9)
(10) Value of interest in pooled separate accounts 1¢(10)
{11) Value of interest in master trust investment accounts i v | 1c(11)
(12) Value of interest in 103-12 investment entities s | 16(12)
(13) Xje:::)of interest in registered investment companies (e.g., mutual 1c(13) 0 73,097
(14) Value of funds held in insurance company general account (unallocated | ¢ c(14)
contracts)
(15) Other . 1¢(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) Employer securities 1d(1)
(2) Employer real property vanves 1d(2)
@ Buildings and other property used in plan operation 1e
f Total assets (add all amounts in lines 1a through 1e) 1f 0 80,849
Liabilities
g Benefit claims payable ... 19
h Operating payables 1h
i Acquisition indebtedness i 1i
j Other liabilities wessiens 1) . 39,363
K Total liabilities (add all amounts in lines 1g through 1)) i 1k 39,363
Net Assets
| Net assets (subtract line 1k from line 1f) l 11 l 0 | 41,486

Income and Expense Statement

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

Income [ (a) Amount (b) Total

a Contributions:

(1) Recelved or receivable in cash from: (A) Employers s T—-— 2a(1)(A)
(B) Participants 2a(1)(B)
(C) Others (including rollovers) 2a(1)(C)

(2) Noncash contributions 2a(2)

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

b Earnings on investments:

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

certificates of deposit) 2b(1)(A)

(B) U.S. Government securities 2b(1)(B)
(C) Corporate debt instruments 2b(1)(C)
(D) Loans (other than to participants) 2b(1)(D)
(E) Participant loans 2b(1)(E)
(F) Other 2b{1)(F)
(G) Total Interest. Add lines 2b(1)(A) through (F) 2b(1)(G)

(2) Dividends: (A) Preferred stock 2h(2)(A)
(B) Common stock 2h(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}  wsssesssssnns e | 20(2)(D :

(3) Rents 2b(3

(4) Net gain (loss) on sale of assets: {A) Aggregate proceeds 2b(4)(A)
(B) Aggregate carrying amount (see instructions)  «uwesnes carstrersassasesiions w | 2b(4)(B)
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ...

(5) Unrealized appreciation (depreciation) of assets: (A) Real estate  wuennes | 2b(5)(A)
(B) Other « | _2b(5)(B)

(C) Total unrealized appreciation of assets.

2b(5)(C)
Add lines 2b(5)(A) and (B)
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/colieclive TUSES  wunnneussersniensnsnonsinn 2h(6)

(7) Netinvestment gain (loss) from pooled separate accounts wmssssssuessinne 2b(7)

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

(9) Net investment gain (loss) from 103-12 investment entities v 2h(9)

(10) Net investment gain (loss) from registered investment 2b(10)

companies (e.g., mutual funds) s : 1,751
¢ Other income 2¢
d Total income. Add all income amounts in column (b) and enter total  vwuseen 2d 83,988
Expenses

e Benefit payment and payments to provide benefils:
(1) Directly to participants or beneficlarles, Including direct rollovers e
(2) Toinsurance carriers for the provision of benefits

(3) Other
(4) Total benefit payments. Add fines 2e(1) through (3) svesemarensiomisnsninies
f Carrective distributions (see instructions)
¢ Certain deemed distributions of participant loans (see instructions)  «ensisens
h Interest expense
i Administrative expenses: (1) Professional fees
(2) Contract administrator fees v
(3) Investment advisory and management fees
(4) Other sxsessnes
(5) Total administrative expenses. Add lines 2i1(1) through (4) e et

j Total expenses. Add all expense amaunts in column (b) and enter total v 42,502

Net Income and Reconciliation

k Netincome (loss). Subtract line 2j from line 2d 41,486
| Transfers of assets:

(1) To this plan

(2) From this plan

Accountant’s Opinion

Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 6500. 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) [[] Unqualified (2) [[JQualified (3) [X] Disclaimer _ (4) [ ] Adverse

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

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

(1) Name: (2) EIN:

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) [X] 1t will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Compliance Questions

4  CCTs and PSAs do not complete Part V. MTIAs, 103-12 [Es, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 41. MTIAs also do hot complete line 4l.

During the plan year:

a  Was there a fallure 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 faliures untif
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correclion Program.)  weessessesee

b Were any loans by the plan or fixed Income obligations due the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard particlpant loans
secured by participant's account balance. (Attach Schedule G (Form 5500) Part | if "Yes" is
checked.)
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Amount
¢ Waere 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 "Yos" Is checkad.)  aemmannsemimmssnse
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Altach Schedule G (Form 5500) Part 1l if "Yes" Is
checked.)
e Was this plan covered by a fidelity bond?
f DId the plan have a loss, whether or not relmbursed by the plan's fidelity bond, that was caused by
fraud or dishonesty?
g Did the plan hold any assets whose current value was nelther readily determinable on an
established market nor set by an independent third party appraiser?
h Did the plan receive any noncash contributions whose value was nelther readily
determinable on an established market nor set by an independent third party appraiser? o
i Did the plan have assets held for investment? (Attach schedule(s) of assets If "Yes" is checked, and
see instructions for format requirements.)
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.)
k Were all the plan assets eilher 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 perlod? (See instructions and 29 CFR
2620.101-3,)
n If 4m was answered “Yes," check the "Yas" box if you elther provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520,101-3.
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year? [1 Yes X1 No
If "Yes," enter the amount of any plan assets that reverted to the employer this year
5p If, during this plan year, any assels or llabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were
transferred. (See instructions.)
5h(1) Name of plan(s) 5h(2) EIN(s) 5b(3)PN(s)
5c Ifthe plan is a defined benefit plan, Is it covered under the PBGC insurance program (see ERISA seclion 4021.)2%eee[_1Yes [ ]No [] Not determined

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

(See Instructions.)
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Schedule of Assets (Held At End of Year)

For the plan year beginning

01/01/2017  and ending 12/31/2017

Name of plan
Buckeye Ambulance, LLC 401(k) Plan

Employer ldentification Number Three-digit

45-5077555 plan number P 001

(a)} (b) Identily of issus, borrawer, lessor, or similar part () %?chﬁ:?‘;:;:’":;‘s;?:gﬁ i‘r;:'l_:lg:_n[%g::rtit‘:;i;yafuaée (d) Cost (e) Current value
JH Life Insurance BR 2025 7,710
JH Life Insurance BR 2030 4,012
JH Life Insurance BR 2040 4,197
JH Life Insurance BR 2045 2,132
JH Life Insurance BR 2050 42,828
JH Life Insurance BR 2055 5,347
JH Life Insurance Global Bond 532
JH Life Insuxance Discipval 761
JH Life Insurancae VS Blucp 775
JH Life Insurance New World 306
JH Life Insurance VS IT VL 0 290
JH Life Insurance DFA Tava 298




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2017

This schedule is required to 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 Cade).

Dapartment of the Treasury
Internal Revenue Service

Department of Labor
Employee Benofits Securily Administration

This Form is Open to Public

» File as an Attachment to Form 5500. Inspectlon,
Pensfon Benefit Guaranly 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

Buckeye Ambulance, LLC 401 (k) Plan plan number

(PN) > 001
C Plan sponsar's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
Buckeye Ambulance, LLC - 45-5077555

Distributions
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
MSIFUCHONS « + « v+ ¢ o o v « o« v n b e e e e e e e e e e e e 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 EINs of the two .
payors who paid the greatest dollar amounts of benefits):

EIN(s): 01-0233346

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

T ST T T

3

Funding Information (If the plan is nat 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 sectlon 302(d)(2)?. . . [1 Yes 1 No 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 walver. 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 Enterthe minimum required contribution for this plan year (include any prior year accumulated funding 5
deficiency notwaived) v v v v o 0 e e e e e e e e e e e e e e e 2
Enter the amount conlributed by the employer to the plan for this plan year @ m o e e w e 6b
Subtract the amount in line 6b fram the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount) T I O 6¢
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6c be met by the funding deadline? . . . . . « . . [] Yes ] No ] wA
8 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 lan
Yy p! g pp ¢} d p P p . I:] Yes D No D N/A

administrator agree with the change? R S S T T T S VO ST ST ST SN S SN TR S S

Amendments

9  |fthis 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. Ifno, check the "NO"boX  « « v v & v s e s e s e e 4 [] increase [ pecrease  [] Both 1 No
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 unallocaled employer securitles or proceeds from the sale of unallocated securities used to repay any exemptloan? . . . [:] Yes []No

11 a Does the ESOP hold any preferred SoCK? — + + « « « v 4 0 0 e e e e e e e e e [dYes [1No
b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "pack-to-back" loan? D Yes D No
(See instructions for definition of "back-to-back" loan.) T S
12 Does the ESOP hold any stack that is not readily tradable on an established securities market? . . . . « . . . . . - [1ves [C]No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R {(Form 5500) 2017

v.170203
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[ Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that cantributed 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 collactive bargaining agreement, check box |
and see instructions regarding required atlachment, Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate information (if more than one rate applies, chéck this box D and see inslructions regarding raquired attachment. Otherwise,

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

(2) Base unit measure; ] Hourly 1 weekiy [] Unit of production [CJother (specify):

a  Name of contributing employer

b EIN ¢ Dollar amount contributed by emplayer

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

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

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 E]
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Manth Day Year

e  Contribution rate information (if more than one rate applies, chack 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: [_] Hourly [ Weekly  [] Unit of production [Clother (specify):

a  Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

d  Date colleclive bargaining agreement expires (if employer contribules under more than one collective bargaining agreement, check box I:]
and see instructions regarding required allachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate Information (if more than one rate applies, check this box E] and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 138(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: Hourly [T weekly [ unit of production [CJother (specify):

— e e — )

a  Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under more than ane collective bargaining agreement, check box [:]
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate Information (if more than one rale applies, check this box |:] and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) .
(2) Base unit measure: |:| Hourly [1 weekly I:] Unit of production [:]Other (specify):

e — —_— — — —

a  Name of contrlbuting employer

b EIN C  Dollar amount contributed by employer

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

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

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

(2) Base unit measure: [_] Hourly [] weekly  []Unit of production [CJother (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:
aThecurrentyear...............................14a
b  The plan year immediately preceding the current planyear .+« v v v 0 0 e e e e e e e e 14b
C Thesecond preceding planyear .« « o+ « < o & s e e 4 e 4w e e 40 e v vk 14¢

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 currentplanyear . . « .+ . . . 15a
b The corresponding number for the second preceding plan year o B K1)
16 Information with respact to any employers who withdrew from the plan during the preceding plan year:
a  Enter the number of employers who withdrew during the preceding planyear « « .« « v v v o v 16a
b Ifline 16a is greater lhan.O, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn employers .+« + ¢« v v v v e 0 0 e e e e e e e v e
47 if assels and liabilities from another plan have been transferred ta or merged with this plan during the plan year, check box and see Instructions regarding

supplemental information to be included as anattachment. v« + « v 0 e e e e e e e e e e e |:]

18

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

If any liabilities to participants or thelr beneficiaries under the plan as of the end of the plan year consist (In whole ar In part) of liabilities to such participants
and beneficiarias under two or more pension plans as of immediately before such plan year, check box and see instruclions regarding supplemental
information lo be included as an attachment  « v« « v+ ¢ s 4 e s e e 4 4 s e+ & e e e e e e v b e v

19

If the total number of participants is 1,000 or mare, complete lines (a) through (c)
a Enter the percentage of plan assets held as: :

"Stock: % Investment-Grade Debt: ________ % High-YieldDebt: ____ % RealEstate: __ % Otheri_____ %
b Provide the average duration of the combined investment-grade and high-yeild debt:

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

[] Effective duration [C] Macaulay duration [ Modified duration ] other (specify):
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Schedule of Assets (Held At End of Year)

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

Name of plan

Buckeye Anbul ance, LLC 401(k) Pl an

Employer Identification Number Three-digit

45- 5077555 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
JH Life Insurance BR 2025 7,710
JH Life Insurance BR 2030 4,012
JH Life Insurance BR 2040 4,197
JH Life Insurance BR 2045 2,132
JH Life Insurance BR 2050 42, 828
JH Life Insurance BR 2055 5, 347
JH Life Insurance d obal Bond 532
JH Life | nsurance Di sci pval 761
JH Life | nsurance VS Bl ucp 775
JH Life Insurance New Vor | d 306
JH Life Insurance VS IT VL 0 290

JH Life | nsurance DFA Tava 298




