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
IMMEDIATE HEALTH 401(K) PLAN number (PN) »
1c Effective date of plan
07/01/1987
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) 31-1204097
IMMEDIATE HEALTH ASSOCIATES, INC 2C Plan Sponsor's telephone
number
614-794-0481
575 COPELAND MILL ROAD SUITE 1D 2d Business code (see
WESTERVILLE, OH 43081 instructions)
621111

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN  Filed with authorized/valid electronic signature. 10/04/2018 KIRK A. HUMMER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual 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 ‘ 161
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) 122
a(2) Total number of active participants at the @nd of the PIAN YA .............cvvveerverrivserissressesssssssses s esssssssssesessessseen, 6a(2) 98
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 60
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 158
€ 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 158
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 69 158
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEH ......cvoceoesiesieeeseeeesiss et ses st ees et es st s s et ettt ees ettt ees et ettt es sttt s st ettt s 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........., 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 2J 2K 2R 2T 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 ®) 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 Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2017
Department of Labor )
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
IMMEDIATE HEALTH 401(K) PLAN plan number (PN) Y 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
IMMEDIATE HEALTH ASSOCIATES, INC 31-1204097

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
STANDARD 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
93-0242990 69019 802969 158 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 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

Fees and other commissions paid

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

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

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

this report.

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

4 Current value of plan’s interest under this contract in the general account at year end..................cccococceveroverreenennnn. 4 494609
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 »N/A
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
®) 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) |X| deposit administration (2 D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 706292
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1) 104243
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3) 13403
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5) 11978
» LOAN PAYMENTS TRANSFER FROM TRUST
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6) 129624
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d 835916
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 154791
(2) Administration charge made by Carfier...........ccccovevveeeeeeeeeeeeeeeseeeennn] 7e(2) 548
(3) Transferred to separate account .1 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceesecee et 7e(4) 185968
p LOAN ISSUES TRANSFER TO TRUST
(5) TOAl ARAUCHONS .......c..cvoeeeeeeeeeeee oo e s s s ee s e s en s s s seeneeneenes s 7e(5) 341307
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f 494609
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

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

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes 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?;:trsngcﬁrityaAg: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
IMMEDIATE HEALTH 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)

IMMEDIATE HEALTH ASSOCIATES, INC 31-1204097

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
STANCORP FINANCIAL GROUP

93-1253576
(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
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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)

STANCORP FINANCIAL GROUP

93-1253576
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

by the plan. If none,
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-.

formula instead of
an amount or
estimated amount?

12151819
50 60

NONE

3219

Yes No D

Yes D No

2870

Yes |:| No

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

CHARLES SCHWAB

42-1558009
(o) © (A NG . @ ON
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
1959 NONE 0 8698
Yes NOI:I YesD No Yes[l No

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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

@)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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

(¢))

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

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

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

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

STANCORP FINANCIAL GROUP

19 60

2608

(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.

CHARLES SCHWAB TRUST CO

42-1558009

SUBTA FEES

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

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CHARLES SCHWAB TRUST COMPANY

19 59

8698

(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.

STANDARD RETIREMENT SERVICES

25-1838406

CUSTODIAN FEES

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

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

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

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2017

This Form is Open to Public

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

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

IMMEDIATE HEALTH ASSOCIATES, INC

D Employer Identification Number (EIN)

31-1204097

Part |

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFESs)
(Complete as many entries as needed to report all interests in DFES)

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

RELIANCE ADVISORY TRUST PORTFOLIOS

RELIANCE TRUST COMPANY

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

c ey sosoon |9 E  c | Comaue ol e A OO o8 o

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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

2017

» 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
IMMEDIATE HEALTH 401(K) PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
IMMEDIATE HEALTH ASSOCIATES, INC

D Employer Identification Number (EIN)
31-1204097

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 2 4
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS ... 1b(1) 0 1285
(2) Participant CONTBULIONS ...............coeveiereeeeeeseeseeseseseesees s s 1b(2)
(B) OHNBT ...ttt 1b(3)
C General investments:
Q) Interest-b_earing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) ..ttt
(2) U.S. GOVEINMENT SECUNES. ........eeverereeeeeeeeeeseseeeeeseeeeesseseseseseeeseeeeeeseneees 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEU ..o 1c(3)(A)
(B) AlLOtNET .....cooviceiiceeeeeee e 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred... lc(4)(A)
(B) COMMON ..., 1c(4)(B)
(5) Partnership/joint venture interests .................... 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PartiCiPants) ............ccceveeveeereeresresesesseeessensenseeen. 1c(7)
(8) PartiCIPANT IOANS ..ottt 1c(8) 89507 92785
(9) Value of interest in common/collective truStS............c.eeveveriereereieeiens 1c(9) 83219 1250074
(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) 10922998 11097895
(0 Yabe i e n rarcs compary goner secount (ot |11
(15) ONET ...ttt 1c(15) 3740746 3903626

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.............cccceveveevveee e, le
f Total assets (add all amounts in lines 1a through 1€)..........c.cccovevveueeeennnnn. 1f 15542764 16840278
Liabilities
g Benefit Claims PAYADIE ...........cvveviiieeiiieieee e 1g
N Operating PAYADIES ...........ooeeeeeeeeeeeeeeeeee e 1h
| ACQUISItION INAEDIEANESS ... 1i
J Other ABIlItIES. .........vveveceecee e 1j
K Total liabilities (add all amounts in lines 1g throughdj).........ccocveeeereverenenn. 1k 0 0
Net Assets
| Net assets (subtract line 1k from iN€ 1) .........ccvveveveveeereeeeereeee oo, ‘ 1l ‘ 15542764 16840278
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) 318878

(B)  PAtCIDANES ...t ees e en s ene s 2a(1)(B) 609696

(C) Others (INCIUAING FONOVETS) .........veiveeeeereeeeeeeeeeeeee e eseeeees 2a(1)(C) 260069
(2) NONCASh CONADULIONS ........voveveeeeeeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............... 2a(3) 1188643
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) 3841

LG T L 1T OO RRRRRN 2b(1)(F) 13404

(G) Total interest. Add lines 2b(1)(A) through (F) .......ccoevvvevererererernenen, 2b(1)(G) 17245
(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) 750800

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 750800
(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) 0
(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) 0
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts........................ 2b(6) 86197

(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) 1097100
Lo @ {1 1 Toto 2/ = 2c 95127
d Total income. Add all income amounts in column (b) and enter total..................... 2d 3235112
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 1934159

(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) 1934159
f Corrective distributions (SE€ INSITUCHONS) ...........cevrvereevereeeieeeeeeeeeessieseeeerenens 2f 220
g Certain deemed distributions of participant loans (see instructions) 29
N INEEIESE EXPENSE ...ttt 2h
i Administrative expenses: (1) Professional fees .........cooovevvevoeoeeeereseresene. 2i(1)

(2) Contract adminiStrator fEES.........cccueiiiiiiiiiec e 2i(2) 3219

(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) 3219
| Total expenses. Add all expense amounts in column (b) and enter total........ 2j 1937598

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d 2k 1297514
| Transfers of assets:

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

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

‘ Part Ill ‘Accountant’s Opinion

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

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [ ] unquaiified  (2)[ | Qualiied @) [X| Disclaimer @)[ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? Yes D No

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

(1) Name:REA & ASSOCIATES (2) EIN: 34-1310124

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




Schedule H (Form 5500) 2017 Page 4- |1

Yes No Amount
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccccccvevvieeeviieeeviineens 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is
Lo 1113 L 1) OSSO RT 4d X
€  Was this plan covered by @ fidelity DONG? ..........c.oieviiiieieiceeeee ettt teeere e 4e | X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
Fraud OF AISNONESLY? ..ottt e et e st e e sbe e e et e et e e e snbeeeaannes 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer? ..........ccccveeeriiriieiienieeneenneens 4q X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?................... ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for formMat reqUIrEMENTS.) .........uii i 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIrEMENTS.) ..........ii it e b ereee s 4j X
K  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control 0f the PBGC?..........ceiiiiie e eiiie et e ree e e s ee e see e snaeeenes ak X
I Has the plan failed to provide any benefit when due under the plan? ... 4 X
M If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) et E et n e st n e e e e am X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3. ......cccoiiieeiiiiieenieee e 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

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

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

D Not determined

. (See instructions.)



SCHEDULE R Retirement Plan Information OMB No. 12100110

(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2017
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
IMMEDIATE HEALTH 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)
IMMEDIATE HEALTH ASSOCIATES, INC 31-1204097
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
105 (U o1 o] OO P TSV PR OUPPURPUPPROPRRY
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): 42-1558009
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
WBAT c. ettt ettt ettt e et ettt ettt e bt ehteeateeehte e te e st e enbe ek eeen st e eh s e eA bt et teenbe ek eeeRteeeheeeR st eht e et e ke e enbeeabeeenbeeanteenteeateeenbeenreeanraen
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¢ be met by the funding deadline?..............cccveveevvveveveenennns 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 Il 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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Rea s associates

October 3, 2018

To the Plan Administrator and Participants
Immediate Health 401(k) Plan
Westerville, Ohio

INDEPENDENT AUDITOR’S REPORT

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of the Immediate Health 401(k)
Plan (the “Plan”), which comprise the statements of net assets available for benefits as of December
31,2017 and 2016, the related statements of changes in net assets available for benefits for the years
then ended, and the related notes to the financial statements.

Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements in
accordance with accounting principles generally accepted in the United States of America; this
includes the design, implementation, and maintenance of internal control relevant to the preparation
and fair presentation of financial statements that are free from material misstatement, whether due to
fraud or error.

Auditor’s Responsibility

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

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department of Labor's Rules and Regulations for
Reporting and Disclosure under the Employee Retirement Income Security Act of 1974, the Plan
Administrator instructed us not to perform, and we did not perform, any auditing procedures with
respect to the information summarized in Note 3, which was certified or provided by the Charles
Schwab Bank’s Business Trust Division, the custodian of the Plan, except for comparing this
information with the related information included in the financial statements. We have been informed
by the Plan Administrator that the custodian holds the Plan's assets and executes transactions. The
Plan Administrator has obtained certifications from the custodian as of and for the years ended
December 31, 2017 and 2016, that the information provided to the Plan Administrator by the
custodian is complete and accurate.

CPAs and business consultants

An independent firm associated with Moore Stephens




Disclaimer of Opinion

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

Other Matter

The supplemental Schedule of Assets Held for Investment Purposes at End of Year as of December
31, 2017, is required by the Department of Labor's Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974 and is presented for the
purpose of additional analysis and is not a required part of the financial statements. The supplemental
schedule ‘is the responsibility of the Plan’s management. Because of the significance of the matter
described in the Basis for Disclaimer of Opinion paragraph, we do not express an opinion on the
supplemental schedule.

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

The form and content of the information included in the financial statements and supplemental
schedule, other than that derived from the information certified or provided by the custodian, have
been audited by us in accordance with auditing standards generally accepted in the United States of
America and, in our opinion, are presented in compliance with the Department of Labor's Rules and
Regulations for Reporting and Disclosure under the Employee Retirement Income Security Act of
1974.

ORI N

Rea & Associates, Inc.
Dublin, Ohio



IMMEDIATE HEALTH 401(K) PLAN

STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS
AS OF DECEMBER 31, 2017 AND 2016

2017 2016
ASSETS:
INVESTMENTS, at fair value:
Registered investment companies (mutual funds) 11,097,899 10,923,000
Self directed brokerage account 3,903,626 3,740,746
Common collective trust 1,250,074 83,219
Total investments at fair value 16,251,599 14,746,965
INVESTMENTS, at contract value:
Guaranteed investment contract 494,609 706,292
Total investments 16,746,208 15,453,257
RECEIVABLES:
Notes receivable from participants 92,785 89,507
Employer contributions receivable 1,285 -
Total receivables 94,070 89,507
Total assets 16,840,278 15,542,764
NET ASSETS AVAILABLE FOR BENEFITS 16,840,278 15,542,764

The accompanying notes are an integral part of these financial statements.
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IMMEDIATE HEALTH 401(K) PLAN

STATEMENTS OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS

FOR THE YEARS ENDED DECEMBER 31, 2017 AND 2016

2017 2016
ADDITIONS TO NET ASSETS:
Investment income:
Interest and dividends $ 792,356 $ 481,681
Net appreciation in fair value of investments 1,250,272 368,796
Total investment income 2,042,628 850,477
Contributions:
Participant 609,696 679,354
Employer 318,878 342,370
Rollovers 260,069 316,780
Total contributions 1,188,643 1,338,504
Interest income participant loans receivable 3,841 2,699
Total additions 3,235,112 2,191,680
DEDUCTIONS FROM NET ASSETS:
Distributions paid to participants 1,934,404 251,365
Administrative expenses 3,194 10,746
Total deductions 1,937,598 262,111
NET INCREASE IN NET ASSETS AVAILABLE FOR BENEFITS 1,297,514 1,929,569
NET ASSETS AVAILABLE FOR BENEFITS, beginning of the year 15,542,764 13,613,195
NET ASSETS AVAILABLE FOR BENEFITS, end of the year $ 16,840,278 $ 15,542,764

The accompanying notes are an integral part of these financial statements.
4



NOTE 1:

IMMEDIATE HEALTH 401(K) PLAN

NOTES TO THE FINANCIAL STATEMENTS

DESCRIPTION OF RETIREMENT PLAN

The following description of the Immediate Health 401(k) Plan (the “Plan) provides only
general information. Participants should refer to the Plan agreement for a more complete
description of the Plan’s provisions.

General

The Plan is a defined contribution plan covering all full-time employees of Immediate Health
Associates, Inc. (the “Sponsor’”) who have one year of continuous service and are age twenty-one
or older. It is subject to the provisions of the Employee Retirement Income Security Act of 1974
(ERISA).

Contributions

Participants may contribute to the Plan up to 100% of their pre-tax annual compensation, as
defined in the Plan, subject to the maximum permitted by the Internal Revenue Service (IRS).
Participants may also contribute amounts representing distributions from other qualified defined
benefit or defined contribution plans (rollover). Designating all or a portion of their elective
deferral as a Roth elective deferral post-tax is another option available to participants. Elective
deferrals of 3% are automatically made to the accounts of Plan participants who fail to make an
election. The employer will make a safe harbor contribution each year equal to 3% of
compensation as defined by the Plan. Contributions are subject to certain limitations.

Participant Accounts

Each participant’s account is credited with the participant’s contribution, employer safe harbor
contribution and earnings thereon. Allocations are based on participant earnings or account
balances, as defined. The benefit to which a participant is entitled is the benefit that can be
provided from the participant’s vested account.

Investment Options
Upon enrollment in the Plan, a participant may direct contributions to a variety of investment
options with varying risks. The plan also permits certain participants to invest in self-directed
brokerage accounts.

Participants may change their investment options anytime via the telephone or internet.

Vesting
Participants are immediately vested in their contributions and employer safe harbor contributions,

plus actual earnings thereon.

Notes Receivable from Participants

Participants may borrow from their account a minimum of $1,000 up to a maximum equal to the
lesser of $50,000 or 50% of their account balance. Loan terms range from one to five years or up
to ten years for the purchase of a primary residence. The loans are secured by the balance in the
participant's account and bear interest at a rate commensurate with local prevailing rates as
determined by the Plan Administrator. Principal and interest are paid ratably through payroll
deductions. :




NOTE 1:

NOTE 2:

IMMEDIATE HEALTH 401(K) PLAN

NOTES TO THE FINANCIAL STATEMENTS

DESCRIPTION OF RETIREMENT PLAN (CONTINUED)

Payment of Benefits

On termination of service due to death, disability, retirement or other reasons, a participant may
elect to receive either a lump-sum distribution and/or equal installments of the participant’s
vested interest in his or her account. The Plan also permits distributions due to hardship under
certain circumstances.

SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Basis of Accounting
The financial statements of the Plan are prepared using the accrual method of accounting.

Estimates

The preparation of financial statements in conformity with generally accepted accounting
principles requires the Plan Administrator to make estimates and assumptions that affect certain
reported amounts and disclosures. Accordingly, actual results may differ from those estimates.

Investment Valuation and Income Recognition
Investments are reported at fair value (except for the fully benefit-responsive investment contract,

which is reported at contract value). Fair value is the price that would be received to sell an asset
or paid to transfer a liability in an orderly transaction between market participants at the
measurement date. The Plan’s Trustees determine the Plan’s valuation policies utilizing
information provided by the investment custodians and insurance company. See Note 4 for
discussion of fair value measurements.

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

Notes Receivable from Participants

Notes receivable from participants are measured at their unpaid principal balance plus any
accrued but unpaid interest. Delinquent participant loans are reclassified as distributions based
upon the terms of the plan document.

Payment of Benefits
Benefits are recorded when paid.

Administrative Expenses
Administrative expenses paid by the Plan relate to recordkeeping fees; all other expenses incurred

in administering the Plan are paid by the Plan Sponsor and are excluded from these financial
statements.

Subsequent Events

In evaluating events that may have a material impact on the financial statements, the Plan has
considered activities through October 3, 2018, the date the financial statements were available to
be issued.




NOTE 3:

NOTE 4:

IMMEDIATE HEALTH 401(K) PLAN

NOTES TO THE FINANCIAL STATEMENTS

INFORMATION SUPPLIED BY CUSTODIAN

Certain information related to cash, investments and notes receivable from participants disclosed
in the accompanying financial statements and supplemental schedule, including investments and
notes receivable from participants held at December 31, 2017 and 2016, and net appreciation in
fair value of investments, interest and dividends for the years ended December 31, 2017 and
2016, was obtained or derived from information supplied to the Plan Administrator and certified
as complete and accurate by the Charles Schwab Bank’s Business Trust Division (the custodian
of the Plan).

FAIR VALUE MEASUREMENTS

Generally accepted accounting principles have established a framework for measuring fair value.
That framework provides a fair value hierarchy that prioritizes the inputs to valuation techniques
used to measure fair value. The hierarchy gives the highest priority to unadjusted quoted prices
in active markets for identical assets or liabilities (Level 1 measurements) and the lowest priority
to unobservable inputs (Level 3 measurements).

The three levels of the fair value hierarchy under are described below:

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

Level2  Inputs to the valuation methodology include:
e Quoted prices for similar assets or liabilities in active markets;
e Quoted prices for identical or similar assets or liabilities in inactive markets;
o Inputs other than quoted prices that are observable for the asset or liability;

e Inputs that are derived principally from or corroborated by observable market
data by correlation or other means.

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

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

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

Following is a description of the valuation methodologies used for assets measured at fair value.
There have been no changes in the methodologies used at December 31, 2017 and 2016.



IMMEDIATE HEALTH 401(K) PLAN

NOTES TO THE FINANCIAL STATEMENTS

NOTE 4: FAIR VALUE MEASUREMENTS (CONTINUED)

Mutual Funds: Valued at the net asset value (NAV) of shares held by the plan at year end. NAV
is based on the value of underlying assets owned by the fund, minus its liabilities and then
divided by the number of shares outstanding. NAV is a quoted price in an active market.
Common Collective Trust: Valued based on the NAV of units of the collective trust. The NAV, as
provided by the trustee, is used as a practical expedient to estimating fair value. The NAV is
based upon the fair value of the underlying investments comprising the trust less its liabilities.
This practical expedient is not used when it is determined to be probably that the fund will sell the
investment for an amount different than the reported NAV.
Self-directed brokerage accounts: These accounts consist of cash, common stock and mutual
funds. Common stock is valued at the closing price reported on the active market on which the
individual securities are traded. Mutual funds are valued at the net asset value (NAV) of shares
held by the plan at year end. NAV is based on the value of underlying assets owned by the fund,
minus its liabilities and then divided by the number of shares outstanding. NAV is a quoted price
in an active market.
The preceding method described may produce a fair value calculation that may not be indicative
of net realizable value or reflective of future fair values. Furthermore, although the plan believes
its valuation method is appropriate and consistent with other market participants, the use of
different methodologies or assumptions to determine the fair value of certain financial
instruments could result in a different fair value measurement at the reporting date.
The following table sets forth by level, within the fair value hierarchy, the Plan’s assets at fair
value as of December 31, 2017:

Description Level 1 Level 2 Level 3 Total

Mutual funds $11,097,899 h) - $ - $11,097,899

Self-directed brokerage

accounts 3,903,626 - - 3,903,626

Investments valued at NAV

as a practical expedient (a) 1,250,074

Total assets at fair value $16,251,599
The following table sets forth by level, within the fair value hierarchy, the Plan’s assets at fair
value as of December 31, 2016:

Description Level 1 Level 2 Level 3 Total

Mutual funds $10,923,000 $ - $ - $10,923,000

Self-directed brokerage

accounts 3,740,746 - - 3,740,746

Investments valued at NAV

as a practical expedient (a) 83,219

Total assets at fair value $14,746,965



NOTE 4:

NOTE 5:

IMMEDIATE HEALTH 401(K) PLAN

NOTES TO THE FINANCIAL STATEMENTS

FAIR VALUE MEASUREMENTS (CONTINUED)

(a) In accordance with Subtopic 820-10, certain investments that were measured at net
asset value per share (or its equivalent) have not been classified in the fair value
hierarchy. The fair value amounts presented in this table are intended to permit
reconciliation of the fair value hierarchy to the line items presented in the statement of
net assets available for benefits.

GUARANTEED INVESTMENT CONTRACT

The Plan has entered into a traditional fully benefit-responsive guaranteed investment contract
with Standard Insurance Company (The Standard) totaling $494,609 for 2017 and $706,292 for
2016. The Standard maintains the contributions in a general account. The account is credited with
earnings on the underlying investments and charged for participant withdrawals and
administrative expenses. The guaranteed investment contract issuer is contractually obligated to
repay the principal and a specified interest rate that is guaranteed to the Plan. The crediting rate is
based on a formula established by the contract issuer but may not be less than 1 percent annually.
The crediting rate is reviewed on a quarterly basis for resetting.

The guaranteed investment contract does not permit the insurance company to terminate the
agreement prior to the scheduled maturity date.

This contract meets the fully benefit-responsive investment contract criteria and therefore is
reported at contract value. Contract value is the relevant measure for fully benefit-responsive
investment contracts because this is the amount received by participants if they were to initiate
permitted transactions under the terms of the Plan. Contract value, as reported to the Plan by The
Standard, represents contributions made under the contract, plus earnings, less participant
withdrawals, and administrative expenses. Participants may ordinarily direct the withdrawal or
transfer of all or a portion of their investment at contract value. The Plan's ability to receive
amounts due is dependent on the issuer's ability to meet its financial obligations. The issuer's
ability to meet its contractual obligations may be affected by future economic and regulatory
developments.

Certain events may limit the ability of the plan to transact at contract value. Such events include
termination of the contract, spin-offs, divestitures, layoffs, corporate relocation, partial or total
plan termination, retirement incentive programs, and the liberalization of plan withdrawal or
transfer rules. Upon occurrence of any of these events, a market value adjustment or other
withdrawal restrictions may apply. No events are probable of occurring that might limit the ability
of the Plan to transact at contract value with the contract issuers and that also would limit the
ability of the plan to transact at contract value with the participants.

In addition, certain events allow the issuer to terminate the contract with the Plan and settle at an
amount different from contract value. Such events include (1) the Plan’s failure to abide by state
or federal law, (2) failure to render performance necessary to comply with the terms of the
contract, (3) failure to maintain assets of at least $25,000, (4) plan disqualification, and (5) failure
to adopt the plan in a reasonable period of time.



NOTE 6:

NOTE 7:

NOTE 8:

NOTE 9:

IMMEDIATE HEALTH 401(K) PLAN

NOTES TO THE FINANCIAL STATEMENTS

RELATED PARTY TRANSACTIONS

Certain Plan investments at December 31, 2017 and 2016 are managed by The Standard who
serves as the Plan’s third party administrator and, therefore, these transactions qualify as party-in-
interest transactions.

PLAN TERMINATION

Although it has not expressed any intent to do so, the Company has the right under the Plan to
discontinue its contributions at any time and to terminate the Plan subject to the provisions of
ERISA.

TAX STATUS

The Plan Administrator has not applied for a determination letter from the IRS because the Plan
adopted a prototype plan sponsored by Charles Schwab Trust Co., which has received a favorable
opinion letter from the IRS. Therefore, the Plan Administrator and the Plan’s tax counsel believe
that the Plan is currently designed and being operated in compliance with the applicable
requirements of the Internal Revenue Code and that the Plan was qualified and the related trust
was tax-exempt as of the financial statement date. Therefore no provision for income taxes has
been included in the Plan’s financial statements.

U.S. GAAP requires plan management to evaluate tax positions taken by the Plan and recognize a
tax liability (or asset) if the Plan has taken an uncertain position that more likely than not would
not be sustained upon examination by the IRS. The Plan is subject to routine audits by taxing
jurisdictions; however, there are currently no audits for any tax periods in progress.

RISKS AND UNCERTAINTIES

The Plan invests in various investment securities. Investment securities are exposed to various
risks such as interest rate, market, and credit risks. Due to the level of risk associated with certain
investment securities, it is at least reasonably possible that changes in the values of investment
securities will occur in the near term and that such changes could materially affect participants'
account balances and the amounts reported in the statement of net assets available for benefits.
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IMMEDIATE HEALTH 401(K) PLAN

EIN: 31-1204097
FORM 5500 PLAN 001
AS OF DECEMBER 31, 2017

Schedule H, line 4i - Schedule of Assets (Held at End of Year)

%

Note:

Description of investment including maturity
date, rate of interest, collateral, par, or maturity

Identity of issue, borrower, lessor, or similar party value Cost Current Value
Personal Choice Retirement Account Self Directed Brokerage Account i $ 3,903,626
Dodge & Cox Income Fund Registered investment company hid 1,488,549
Mainstay Large Cap Growth Registered investment company . 1,557,136
American Beacon LargeCap Value Registered investment company hid 1,655,155
Vanguard 500 Index FD Admiral SHRS Registered investment company A 1,722,404
Vanguard Balanced Index FD Admiral Registered investment company »* 404,555
JP Morgan US Eqty RS Registered investment company hid 832,470
Standard Stable Asset Guaranteed investment contract A 494,609
Goldman Sachs Small Cap Value Fund Registered investment company i 648,264
MFS Intl Diversification R4 Registered investment company b 685,305
T Rowe Price Mid Cap Value Fund Registered investment company hid 609,316
Artisan Mid Cap Fund Registered investment company i 583,064
Hartford Small Cap Growth Y Registered investment company ** 426,043
Dodge & Cox Int'l Stock Fund Registered investment company e 485,638
Reliance Advisory Trust INV40 Port Common collective trust hid 166,097
Reliance Advisory Trust INV60 Port Common collective trust s 363,412
Reliance Advisory Trust INV70 Port Common collective trust hid 303,338
Reliance Advisory Trust INV80 Port Common collective trust b 417,227

Subtotal 16,746,208
Participant loans Maturity dates through 2029, interest rates hid 92,785

from 4.25% to 5.25%, secured by participant accounts.
TOTAL $ 16,838,993
Party-in-interest
Cost information has been excluded in accordance with Form 5500 instructions as all investments are participant directed.

This schedule is based on information which has been certified as complete and accurate by Charles Schwab Bank's Business Trust Division,
the custodian of the Plan.

See accompanying independent auditor's report.
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Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
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

l)lif:r?wg}?é\?;rmgf:.sgew sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2017
. DlePa""ge”‘ ‘f’{ LES‘W N » Complete all entries in accordance with
mP °’f§mis;fr;§0necu”y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part| | Annual Report ldentification 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 pian D a DFE (specify)
B This returnireport is: |:| the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . .. ... ... .. ittt e e i e » D
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
|:| special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Immediate Health 401 (k) Plan number (PN) » 001
1¢ Effective date of plan
07/01/1987
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) 31-1204097
IMMEDIATE HEALTH ASSOCIATES, INC 2C Plan Sponsor's telephone
number
. (614)794-0481
575 COPELAND MILL ROAD SUITE 1D 2d Business code (see
instructions)
WESTERVILLE OH 43081 621111

Caution: A penalty for the [ate or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penaities 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.

. ) - e / ’ .

SIIE%TE %[M /ﬂA/// ¢’ KIRK A. HUMMER

Signature of plg;-adnﬂﬁﬁtr'a:)r Date Enter name of individual signing as plan administrator
SIGN
HERE i

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN .
HERE

Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form §500. Form 5500 (2017)

v. 170203
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3a Plan administrator's name and address [X| Same as Plan Sponsor 3b Administrator's EIN
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, (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
€ Plan Name
5 Total number of participants at the beginning of the plan year 5 | 161
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, 6c, and 6d).
a(1) Total number of active participants at the beginning of the PIaN YEar .............eeerriiririneceieene e nnersreseerierecrene 6a(1) 122
a(2) Total number of active participants at the @nd of the Plan YEET ........cc.ciiiirriimicioie e cseseess e eseneees 6a(2) a8
b Retired or separated participants reCeIVING BENETILS. ..........cc.ccviiiiiriieesi sttt rescae st ssere ettt s s st sasasae s s 6b 0
C Other retired or separated participants entitled to future benefits...........c.ccccciiiiiiiii 6c 60
d  Subtotal. Add iNes Ba(2), BB, ANA BC........cccoviiivirireirieierireie e iere s cstars e eaeseeasass s sseesetareseasanasasssesesasasebanaresbsess s beresncasernen 6d 158
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............occcvvveiiviiccnen e 6e 0
T Total. AQd INES BA AN BE........cvviviviveeeieiieiiieeete ettt e ettt et ees e bbb ebe bt s s s es s e b s s s s tes a3 ee s s e s s s b s ers e reeneeesrras 6f . 158
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMIPIEEE LIS IEIM) ..o vt eeeeeee et ee e eees e toe e e e b aseser st bes e s b e sttt b e s et e maantsns st st e s ensassessesns et et essn st 6g 158
h Number of participants who terminated employment during the plan year with accrued benefits that were
€SS tAN 100% VESIEA 1.v.voieeiesiesiiesieesseresresesieresiessesseseessas sz sss s sebesesanessss st enssssssessesssessessssssssssesssssnsssssnssensssnssssnsas]_ON 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a [fthe 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 2R 2T 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 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) K R (Retirement Plan Information) (1) K] H (Financial Information)
(2) |:| I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan 3) @ —1 A (Insurance Information)
actuary (4) E] C (Service Provider Information)
3 [] sB (Single-Employer Defined Benefit Plan Actuarial () K D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) [] G (Financial Transaction Schedules)
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| Part 1l I 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.) 1overreeereesereeee e, [1 Yes [] No

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

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

11¢ Enter the Receipt Confirmation Code for the 2017 Form M-1 annual report. If the plan was not required to file the 2017 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation -Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1874 (ERISA).

» File as an attachment to Form 5500,

2017

» Insurance companies are required to provide the information

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A Name of plan ) B Three-digit
plan number (PN) » 001

Immediate Health 401 (k) Plan

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

IMMEDIATE HEALTH ASSOCIATES,

INC 31-1204097

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 1l and il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

STANDARD INSURANCE COMPANY

(c) NAIC (d) Contract or (e} Approximate number of Policy or contract year

b) EIN ok d at end of

(b) code identification number P egzﬁgj g:’zg:ﬁ ragt ;ga ro (f) From (g) To
93-0242990 69019 802969 158 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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

(c) Amount {d) Purpose

(e) Organization code

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

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 i (d) Purpose code
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Page 3

Partll | 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........cooevviiiiiiinieene 4 494,609
5 Current value of plan’s interest under this contract in separate accounts at year end 5
B Contracts With Allocated Funds:
a  State the basis of premium rates » N/A
D Premiums PaIA t0 CAMIEI......cocoiviriieteesiiee s erierstes et es et sebsss st s es s ss s srseseseees et es e s et b ettt eeneeneneseenes 6b
C  Premiums due but unpaid at the end of the year..........cccoi i 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ..o
Specify nature of costs P
€ Type of contract: (1) D individual policies ) D group deferred annuity
@) [] other (specify) ¥ :
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) @ deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end of the PreVIOUS YEAT...........cccooeiiviieiivieiiieeeeteteetiieaeteiee s tae et eeasereeteceseseeiestenestorersnrarsnsrssniee | 7b 706,292
C  Additions: (1) Contributions deposited during the year.............cccevvervrveennnd 7¢c(1) 104,243
(2) Dividends and CreditS .........cceeveevrivereiereseieseee e ses e eressnsnsnenseseseeeed 7¢(2)
(3) Interest credited dUring the YEar.............cccoeverveverinresiesierereerieressersererens 7¢(3) 13,403
(4) Transferred from SEPArate ACCOUNL..........cccorvivrieviererererieesiieesereiessiens s 7c{4)
(5) Other (SPECITY DEIOW) .....o.vvveeieieereeioressvretesssevss e ense e bnss s ens e ssen 7¢(5) 11,978
P Loan Payments
Transfer from Trust
(BYTOtAl AUAIIONS . cv..v.voveeeeeeeceeeeee et eeesensevtesbesseb s es s st an it ettt 7¢(6) 129,624
d Total of balance and additions (add iN@S 7b @NA 7C(B)). ...evrveerirreririiireerierirerereree s ceresiee e sessenenaes l 7d 835,916
e Deductions: IR
(1) Disbursed from fund to pay benefits or purchase annuities during year 7¢e(1) 154,791
(2) Administration charge made by CFHIEr.........occoviivveveeverveeieniecerreencecrennen] 7¢(2) 548
(3) Transferred to SEparate aCCOUNL........cccc.rieverinreriesseniessesnseienisneensencned 7¢(3)
{4) Other (SPECITY DIOW) .......oeevvveevesierieecreeeoneses s seesssss s ssssssssesrnsen 7e(4) 185,968
» Loan Issues ‘ ‘
Transfer to Trust
(5) TOAL ABAUCHIONS .....ovveeoerereeeeeseseessesseseesssesessssseesessessessesss e b s ss s se s s s b8 45828 RR b e b e n ettt 7¢(5) 341,307
f Balance at the end of the current year (subtract line 7e(5) from N 7d) ........coveveriniininnceieriricrereieeesnaneneeons [ 7f 494,609
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Part lll | 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) D Long-term disability g D Supplemental unemployment  h D Prescription drug
D Stop loss (large deductible) i D HMO contract k D PPO contract | I_—_I Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) Amount receiVed...........coooieiineiiicvniii e 9a(1)
(2) Increase (decrease) in amount due but unpaid.............cocrereicinneenn 9a(2)
(3) Increase (decrease) in unearned Premium rESEIVE ...........cvvvrevererveearss 9a(3) '
(8) EAMEA (1) # (2) = (3)) +vcerrreerererereererees s eseeeesseseses s esesseseseseeee sttt st sttt | 9a(4)
b Benefit charges (1) Claims Paid........cccccooviioimieerininsnnnsesesssesseenenes 9b(1)
(2) Increase (decrease) in Claim rESEIVES .............ceveiviiereierireeiereesne e 9b(2)
(3) Incurred claims (add (1) and (2))
(4) ClaIMS ChEIgeA ......oiiiiiiiii e e et e r b e et e s st ee s b
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMUSSIONS ....oviivieieiieiiiriteee i riteere s ete s eveersresiesaesesasseesesaeans 9c(1)(A)
(B) Administrative service or other fees........covvvoereirenivereveinnree s, 9c(1)(B)
(C) Other specific BCQUISIION COSES ..........evrurrrrrrriserirsers oo 9¢(1)(C)
(D) Other BXPENSES...c..eeiiirrertertiiiercetaie et te ettt o 9¢(1)(D)
(E) TAXES cvvoreeeveeeeeeeee st veereseseees et erss s ses s esssansess s sesnsesnond 9c(1)E)
(F) Charges for risks or other contingencies............cccoeovevieiniiinnns 9c(1)(F)
(G) Other retention charges 9c(1)(G)
(H) TOAI FRIENEION ........eeveveteecei ettt ettt b et ettt caa bt a et et et e e b e s e s eeebea s bt ebesen e ne bt arereresanrebraeran 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) ...cooenirneninne 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIM TESEIVES ... ccvevevevcieeeeeeecteteetete ettt e tees s e et et eas b s te st ea s s bbb e s e A et e s b et st e et e s e b e b e b s et b sean e senens 9d(2)
(3) Other reServes.........ocooveeerieeieeriereeeeesseee s .ol 9d(3)
€ Dividends or retroactive rate refunds due. (Do not |nc|ude amount entered in line 9¢(2).)........ccccccorvervnnnnnne 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmter........ccvvvirie i 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount............c.....ccocceni 10b

Specify nature of costs.

LPart v | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............

D Yes

E{]No

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




SCHEDULE C Service Provider Information OMB No. 1210-0110
(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).
D f Lab -
Employee B:r?:fﬁrsnggtczrilyaAgpninistration b File as an attachment to Form 5500. This Form is Op_en 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
Immediate Health 401(k) Plan plan number (PN) » 001
C Plan sporsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
IMMEDIATE HEALTH ASSOCIATES, INC 31~1204097

| 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).. .. ............ lg] 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
STANCORP FINANCIAL GROUP

93-1253576
(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 addfess 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 mare 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)

STANCORP FINANCIAL GROUP

93-1253576

(b) Service Code(s) 12 15 18 19 50 60

{¢) (d) (e) (f) (h)
Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
employer, employee compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(). If none, enter -0-.
NONE 3,219  Yes [y No[] Yes [| Nof] 2,870 Yes[] Nof
(a) Enter name and EIN or address (see instructions)
CHARLES SCHWAB
42-1558009
(b) Service Code(s) 19 59
(c) (d) (e) (f) (9) (h)

Relationship to
employer, employee
organization, or

Enter direct
compensation paid
by the plan. If none,

Did service provider
receive indirect
compensation? (sources

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

Did the service
provider give you a
formula instead of

person known to be enter -0-. other-than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
(f). If none, enter -0-.
NONE 0 Yes E NOD Yes D No@ 8,698]| Yes D NOE]
(a) Enter name and EIN or address (see instructions)
(b) Service Code(s)
(c) (d) (e) (f) (h)

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

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

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-.

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:] _No|:|

Yes D NoD

Yes D NoD
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| Part | [Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

STANCORP FINANCTAL GROUP

19 60

2,608

(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.

CHARLES -SCHWAB TRUST CO
42-1558009

SUBTA FEES

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CHARLES SCHWAB TRUST COMPANY

19 59

8,698

(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.

STANDARD RETIREMENT SERVICES
25-1838406

CUSTODIAN FEES

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part Il | Service Providers Who Fail or Refuse to Provide Information
4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete
this Schedule.
(a) Enter name and EIN or address of service provider (see (b) Nature of | (c) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position: .

d  Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Depariment of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2017

This Form is Open to Public

Inspection.
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
Immediate Health 401 (k) Plan plan number (PN) > 001
C Plan or DFE sponsor's name as shown on line 2a of Form 5500 D Empioyer ldentification Number (EIN)
IMMEDIATE HEALTH ASSOCIATES, INC 31-1204097
Part! | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)
(Complete as many entries as needed to report all interests in DFES)
a Name of MTIA, CCT, PSA, or 103-12 [E: RELTIANCE ADVISORY TRUST PORTFOLIOS
b Name of sponsor of entity listed in (a): RELIANCE TRUST COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN 46-6634600 001 code 103-12 |E at end of year (see instructions) 1,250,074
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 [E:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a): ”
¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 |E at end of year (see instructions)

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

Schedule D (Form 5500) 2017
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Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFEs)
(Complete as many entries as needed to report all participating plans)

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of ¢ EIN-PN

plan sponsor

Plan name

Name of C EIN-PN
plan sponsor.

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of ¢ EIN-PN
plan sponsor

Plan name

b Name of ¢ EIN-PN
plan sponsor

Plan name

Name of C EIN-PN

plan sponsor

Plan name

b Name of ‘ C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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

2017

) 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
Immediate Health 401 (k) Plan pian number (PN) » 001

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

IMMEDIATE HEALTH ASSOCIATES,

INC

D Employer Identification Number (EIN)
31-1204097

[Part I IAsset and Liability Statement

1 Current value of plan assets and liabilities at the beginn

ing and end of the plan year. Combine the value of plan assets held in more than one trust. Report

the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on

lines 1¢(9) through 1c(14). Do not enter the value o
benefit at a future date. Round off amounts to the neares

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

f that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
t dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ... 1a 2 4
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYET CONEIDUIONS ... cvvevosicieanrrmsiamisssissseensrernsseresssssssssasniins 1b(1) 0 1,285
(2) Participant contributions 1b(2)
() ONET ... veeeoeeeeeee v 1b(3)
C General investments:
(1) Interest-bgaring cash (include money market accounts & certificates 1¢(1)
of deposit).......covciiiinininnnen, .
(2) U.S. Government securities 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEFEITEA ....oovovveves e cesicnessssimsssss s 1¢(3)(A)
(B) ALOHNET .....oeevoeveeeosececeeesseeessissssssse s 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEFEITEA ..voev o eveeeersereseiiessesserss s 1c(4)(A)
(B) COMMON. covetevererrisesissereeseseesscessssssssss s s s 1c(4)(B)
(5) Partnership/joint venture interests ............eeeermrseienierscenmssrinnes 1c(5)
(6) Real estate (other than employer real property)... 1c(6)
(7) Loans (other than to particiPants) ..............ewviwsssrerersssmerseeresscsssiesns 1c(7)
(8) PAHICIDANE I08NS.......ovvvvevecesieeeeiesniimisnrsssisssassssssss e 1¢(8) 89,507 92,785
(9) Value of interest in common/collective trUSES .........coowwwrrmnereiiesinssirinnns 1¢(9) 83,219 1,250,074
(10) Value of interest in pooled separate accounts 1c(10)
(11) Value of interest in master trust investment accounts .............cccunnins 1c(11)
(12) Value of interest in 103-12 investment entities.............c.cooeveisiiin, 1c(12)
{13) Value of interest in registered investment companies (e.g., mutual 1¢(13)
FUNGS). .. v e cniei s s s 10,922,998 11,097,895
(14) Valu offunds held inInsurance company genera aceount (nalecee 1ot 706,292 494,609
(18) ONET ..vooooevvveeeeseveossss s ersescsmsses e s s 1c(15) 3,740,746 3,903,626

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. '
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(a) Beginning of Year

(b) End of Year

15,542,764

16,840,278

1d Employer-related investments:
(1) EMPIOYET SECUMHES .....vvvvceeerviernrisisnisssr s sesssisses s 1d(1)
(2) EMPIOYET 1€l PIOPEMY ......cevverimrrrrsisrnisssssssseres s 1d(2)
€ Buildings and other property used in plan 0peration ... 1e
f Total assets (add all amounts in lines 1a through 1e) 1f
Liabilities
g Benefit claims payable 1g
h Operating PAYAbIES .........ceicorimriirmmireiiisissss e 1h
i AcqUISItION INABDLEANESS .....covurveciesiccniaem s 1i
JOther HaDIIIES ......o.ovvcoeimiseeniisseess i 1
K Total liabilities (add all amounts in lines 1g through1j) ..o, 1k
Net Assets
| Net assets (subtract line 1K from e 1) ....oecererrrerrersecsrsvmsorrsonson TR

15,542,764

16,840,278

Part Ii |Income and Expense Statement

2

a

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

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

Contributions:

nearest doliar. MTAs, CCTs, PSAs, and 103-12 IEs do not

(a) Amount

(b} Total

{1) Received or receivable in cash from: (A) Employers.........c..occocinicncnn.

2a(1)(A)

318,878

(B)  PartiCiPants.........oeovierirnmniereriiii i

2a(1)(B)

609,696

2a(1)(C)

260,069

(C) Others (including rollovers) ...

2a(2)

(2) Noncash contribUtioNS .........oouveiireenii s
(3) Total contributions. Add fines 2a(1)(A), (B), (C), and line 2a(2)...............

2a(3)

1,188,643

Earnings on investments:

(1) Interest:

{(A) Interest-bearing cash (including mdney market accounts and
certificates of dEPOSIt)........ccccciririiiii i

(B) U.S. Government SECUMHIES .....evcieviiiiininii s
(C) Corporate debt INStrUMEntS......ccoovoiii
(D) Loans (other than to participants)............coiiiioenn
(E) Participant [0ans ........cocviieivieeeerininini s
(F) ONEI oot s
(G) Total interest. Add lines 2b{1)(A) through (F)

(2) Dividends: (A) Preferred stock
(B) COMMON SEOCK......ovivierimiiiiinneeti et
(C) Registered investment company shares (e.g. mutual funds)...........
(D) Total dividends. Add lines 2b(2){A), (B), and (C)

(3) RENES.....ciiiiceciiini et

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds........cccecenenne

(B) Aggregate carrying amount (see instructions).........c.coeoeuiienniies
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result .......coeee
{5) Unrealized appreciation (depreciation) of assets: (A} Real estate...........c.c.....

(B) ONET .ttt s
(C) Total unrealized appreciation of assets.

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D})

2b{1)(E)

3,841

2b(1)(F)

13,404

2b(1(G)

17,245

2b(2)(A)

2b(2)(B)

2b(2)(C)

750,800

2b(2)(D)

2b(3)

750,800

2b(4)(A)

2b(4)(B)

2b(4)(C})

2b(5)(A)

2b(5)(B)

Add lines 25(5)(A) AN (B)......rrvrvvvrmesssssrersssresseseerssaaseresssmsssmsss

2b(5)(C)
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c
d

T Q ~h

{10) Net investment gain (loss) from registered investment

(a) Amount

(b) Total

2b(6)

86,197

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

(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)

companies (e.g., mutual funds)

2b(10)

1,097,100

OtNET NCOMIB. e tvvieeeeiitireeereeessbtsresiae e e sbe e e siae s es bt sa e s asbraeene

2c

95,127

Total income. Add all income amounts in column (b) and enter total..................|

2d

3,235,112

Expenses

Benefit payment and payments to provide benefits:

2e(1)

1,934,159

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

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

2e(2)

(B) OENET et e

2e(3)

(4) Total benefit payments. Add lines 2e(1) through ().

2e(4)

Corrective distributions (see INStructions) ..oy

2f

Certain deemed distributions of participant loans (see instructions)...............J

29

INEETEST EXPENSE ...evevvivirimieeiar e s

2h

1,934,159

220

Administrative expenses: (1) Professional fees

2i(1)

(2) Contract administrator fees........coovvmiimni

2i(2)

3,219

(3) Investment advisory and management fees

2i(3)

() ORI cvoeeeeeree oo eeesesseeverressemisnresss s

2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4)......ccoocvniinennn]

2i(5)

Total expenses. Add all expense amounts in column (b) and enter total .......,

2

3,219

1,937,598

Net Income and Reconciliation

Net income (loss). Subtract line 2j from line 2d

Transfers of assets:
(1) Tothis Plan.......ccocvcmmie s

2k

21(1)

(2) From this plan

21(2)

1,297,514

Part lll | Accountant’s Opinion

3 Complete lines 3a throug
attached.

h 3¢ if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):

(1)[] Unqualified (2)[] Qualified (3) [x] Disclaimer (4)[ ] Adverse

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

Yes

DNo

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

(1) Name:REA & ASSOCIATES

(2) EIN:34-1310124

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) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Part IV | Compliance Questions

4

a

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

During the plan year:

Was there a failure to transmit to the pian any participant contributions within the time

period described in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.}.........c...cooee.

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

CRECKEA.) vveoreoeereseses s b b RS

Yes No Amount
4a X
4b X
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Yes No Amount
¢ 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.) v 4c hid
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 lit if “Yes” is
CRECKEW.) v vee e oL L4 8 4d X
@  Was this plan covered by a fidelity DONA? ........cocoumirrmimriiisiieriiscrc i s de| X 500,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
FTAUA OF GISNOMESIY? vvovuisrerermeeeret et b LR 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?.............ccviiiinnnn o 4g X
h Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?.................. 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format reqUIrEMENES.) ....civeiiiiriii s 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 FEQUIrEMENES.) ........oiveriiirnmiinisi i s 4j X
k  Were ali the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? ..........iiiiiiii e 4k X
I Has the plan failed to provide any benefit when due under the plan?..........oiciiiinns. 4]
m  If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.T0T-3.) 1.1 oveereeiesessessesseseeseneeesese s ansesisas a8 6 R R e 4m 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. .ooiiieee e 4n
Ba  Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:] Yes [g 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¢ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)7 ...... []Yes []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 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
Dopariment of Labor 6058(a) of the Internal Revenue Code (the Code). - 5 o
. N This Form is Open to Public
Employee Benefits Security Administration ) File 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
Immediate Health 401 (k) Plan plan number
(PN) 4 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
IMMEDIATE HEALTH ASSOCIATES, INC 31-1204097

Part | Distributions

All references to distributions relate only to payments of benefits during the plan year.

1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1
[T L0 [ (T £ 1< IO OTUREU T O PP PP PP TSP PP L EE PPN TETICLIIE 0

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): 42-1558009

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

Partli 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)? ..ovooovvvvsssvvnsss |:| Yes |:| No [| N/A
If the plan is a defined benefit plan, go to line 8,

5 If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
EFICIENCY NOE WAIVET ) ..evooorreeceioneecvesesiinss s
b Enter the amount contributed by the employer to the plan for this plan year............cccnns 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 a negative @MOoUNt) ... 6c
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline?..........cc..ccooiicininnrisninnan. [] Yes D No D N/A
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 plan
AAMINIStrator AGree With the CRANGE? .............oevrerrreess oo eress i s D Yes D No D NIA

Part 1l Amendments

9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate
DOX, £ 10, CNECK the “NO” BOX....ereeeeerrererereeeveeeeeeeseesssessessssessssssresessiensesimsssssisionmsssssssse [] increase  []Decrease  [] Both [] No

[ Part IV I 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 No
11 a Does the ESOP hold any preferred SEOCK?.......cciimiiemi e s ettt D Yes D No
b  If the ESOP has an outstanding exerript 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” 108N.) ..ot
12  Does the ESOP hold any stock that is not readily tradable on an established securities market?........c.cooovvoniinnn i D Yes |:| 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 ENN ¢ 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 (/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly [] Unit of production D Other (specify):

a Name of contributing employer

b ENN ’ ¢ 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 reqarding required attachment. Otherwise, enter the applicable date) Month Day Year

e Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).) :
(1) Contribution rate (in dollars and cents)
(2) Base unit measure:|[ ] Hourly  [] Weekly  [] Unitof production [ other (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 |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

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

a Name of contributing employer

b EIN ¢ 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

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

a Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

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

e Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (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 D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

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

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

(2) Base 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:

A THE CUITENE YBAI ..ottt ettt sab e st e et e nab e aees ST 14a
b The plan year immediately preceding the current plan year 14b
14c

C The second preceding plan year .......cccovviiiiiiiieniiiins

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.......c.ccoovooviviniin 15a
b The corresponding number for the second preceding PIan YEAI .............cccc.vrievuersrerinerssssssessmasesssessssssssscesesees 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
16a

a Enter the number of employers who withdrew during the preceding plan year ...........cccciiiiiiiiiiiiicinnn,

b

If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such Withdrawn @mMPIOYEIS .. .. ..o e et

17 |f 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. ... ....cooiiiiiiiiii

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

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information to be INCIUded @S AN AttACNIMENE ..........oiviiiiiiii ittt r e e b b e e e b et e e s e e e e aseeee e esrenet e tar e bebesseobbnbe e easasrs s bbes s s s s abnbe st e senbbaees

19 ifthe 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:

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

D Effective duration |:| Macaulay duration D Modified duration D Other (specify):
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Schedule H, line 4i - Schedule of Assets (Held at End of Year)

%

Note:

Description of investment including maturity
date, rate of interest, collateral, par, or maturity

Identity of issue, borrower, lessor, or similar party value Cost Current Value
Personal Choice Retirement Account Self Directed Brokerage Account i $ 3,903,626
Dodge & Cox Income Fund Registered investment company hid 1,488,549
Mainstay Large Cap Growth Registered investment company . 1,557,136
American Beacon LargeCap Value Registered investment company hid 1,655,155
Vanguard 500 Index FD Admiral SHRS Registered investment company A 1,722,404
Vanguard Balanced Index FD Admiral Registered investment company »* 404,555
JP Morgan US Eqty RS Registered investment company hid 832,470
Standard Stable Asset Guaranteed investment contract A 494,609
Goldman Sachs Small Cap Value Fund Registered investment company i 648,264
MFS Intl Diversification R4 Registered investment company b 685,305
T Rowe Price Mid Cap Value Fund Registered investment company hid 609,316
Artisan Mid Cap Fund Registered investment company i 583,064
Hartford Small Cap Growth Y Registered investment company ** 426,043
Dodge & Cox Int'l Stock Fund Registered investment company e 485,638
Reliance Advisory Trust INV40 Port Common collective trust hid 166,097
Reliance Advisory Trust INV60 Port Common collective trust s 363,412
Reliance Advisory Trust INV70 Port Common collective trust hid 303,338
Reliance Advisory Trust INV80 Port Common collective trust b 417,227

Subtotal 16,746,208
Participant loans Maturity dates through 2029, interest rates hid 92,785

from 4.25% to 5.25%, secured by participant accounts.
TOTAL $ 16,838,993
Party-in-interest
Cost information has been excluded in accordance with Form 5500 instructions as all investments are participant directed.

This schedule is based on information which has been certified as complete and accurate by Charles Schwab Bank's Business Trust Division,
the custodian of the Plan.

See accompanying independent auditor's report.
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