Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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

OMB Nos. 1210-0110
1210-0089

2017

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

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

12/31/2017

a single-employer plan
A This return/report is for:

|:| a one-participant plan D a foreign plan

B This return/report is

|:| the first return/report D the final return/report

an amended return/report

C Check box if filing under:

Form 5558 D automatic extension

|:| special extension (enter description)

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

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

|:| DFVC program

| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
QUALITY CARE NURSING SERVICES 401(K) PLAN plan number
(PN) 001
1c Effective date of plan
01/01/1999
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 31-1385154
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2C Sponsor’s telephone number

QUALITY CARE NURSING SERVICE, INC.

501 WASHINGTON STREET, SUITE 13
SOUTH POINT, OH 45680-9208

740-377-9095

2d

Business code (see instructions)
621610

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

3b

Administrator’s EIN

3c

Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the Plan YEar ..............c.ccccovieereeeieeeeeeeeeeeeeeeeeeee e 5a 117
b Total number of participants at the end Of the PIAN YEAT............c..oeieeeeeeeeeeeeeeeeeeeeeeee e 5b 117
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 39
[odoTaa] o111 (TR 1 a1 o) SRS
d(1) Total number of active participants at the beginning of the plan year 5d(1) 113
d(2) Total number of active participants at the end of the Plan YEar ...............cccrvririierieiieieieee e 5d(2) 117
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 0
5e
L0 T 001 Y=y (=Y o PP

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 10/09/2018 DOUGLAS FREEMAN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L o
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

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

Form 5500-SF (2017)
v.170203




Form 5500-SF 2017 Page 2

6a

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

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

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

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS .....cuecviiviiviieeieeietieteeieieeeteete ettt e et 7a 1006577 1155322
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)..............c..cccccvevene.ne. 7c 1006577 1155322
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 15000
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 37337
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 128862
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 181199
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 32454
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 32454
i Netincome (loss) (subtract line 8h from line 8c).. 8i 148745
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 23 2K 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
[T 1= 131 PSPPSR 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.)......cviveveriieisieitetitetett ettt sttt b et sese e es s nsssesese s enn e 10b X
C Was the plan covered by a fidelity BONd? ... 10c X 50000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUd OF GISNONESTY? ..........oeivviieeeeeeceee et eeee st n st enenees s s s nesened 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (SEE INSIIUCTIONS.) .....ueiiiiiiie ittt sae e ebeee s 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocccoveeeveveeereneneninnns) 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccccccoee 10g X 39892
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

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

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




Form 5500-SF 2017 Page 3- |1

[Part VI | Pension Funding Compliance

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

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

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

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

a |If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GrantiNg the WAIVET. ........iiiiiiiiiiiiiiii ettt ettt st et e ear e st eseeeareesteesnne Month Day Year

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

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

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

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

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

‘Part VI | Plan Terminations and Transfers of Assets

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

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

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

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)
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PHONE: 740-377-9095 FAX: 740-377-9591

FAX COVER SHEET

DATE: lO"’\D"rQQ(%

o Michael laou hon
FaxNo: _300-51G- H7xK
rROM: JOE  Freemen @

PAGES: I:£ (INCLUDING COVER SHEET)

-gf\(}neﬂi Form 550 -SFE

*#%pLEASE RETURN ALL FAXES TO 740-377-9591 ***

Note: The attached information is confidential and legally privileged. QCNS,
HMNS & UHC has provided it under authorization by the clients and/or legally
authorized significant other. The recipient MAY NOT FURTHER DISCLOSE the
information without the express written consent of the client or guardian or as

authorized by law.




10-10-"18 12:40 FROM- T-336 POO02/0004 F-722

Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100110
Depariment of the Treasury Benefit Plan
tntomal Revenue Senvics * This form is required to be filed under sections 104 and 4065 of the Employae Retirement 2017
Deparkinant of Laber Income Sacurity Act of 1874 (ERISA), and seclions §057(h) and 6056(a) of the Intemal
Eimpleyons Banafits Secuity Adviististion Revenus Code {the Code). T!:__[B ;?ﬂlﬂ ts Ol;:m to
ublic Inspection
Pensjon Bynefit Guarinty Corporstion ¥ Compleis all entries in accordance with the Instructions to the Form 5500-3F.

["Parti | Annual Report Identification Information

For calendar plan year 2017 or fizcal plan yaar baginning 01/01/2017 and ending 12/31/2017 o
@ a single-employer plan [:l a rauttiple-employer plan (not multiemployer) (Filers checking this bax must attach a

A This retemdreport Is for: list of participating employer infarmation in accordance with the form instructions.)
D a one-padicipant plan |:| a foreign plan

B This retrniteportis I:[ the first refum/report D the final refurmfreport

{:] an amended retum/irgpaort |:] a short plan year returmireport (less than 12 months)

€ Check box i filing under: Fom 5558 D automatic extension I:] DFVC program
D special extension (enter description)

[ Part i | Basic Plan Information—enter all requested infonnation

1a Mame of plan 1h Three-digit
plan number  J001

QUALITY ChRE NORSING SERVICES 401 (k) PLAN ®N) ¥
LT L N e T
‘ ‘ 1o Effective data of plan
01/01/1999
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer idenfification Number
Mailing address (include room, apt., suite no. and street, or P.Q. Box) (EIN) 31-1385154
City or town, state or provinge, country, and ZIP ar foreigh postal coda (if foreign, see instructions) 2% S
QUALITY CARE NUR,EING EERVICE . INC . (] pOl"lBOI"S tB‘EphDI’IB number

740-377-9095
2d Business code (see instructions)
621610

501 Washington Street, Suite 13

SOUTH POINT | OH . 45680~5208
3a Plan adminislrator‘s name and addmse. QSame as Flan $pon$ur o o L -3zb Administrator's EIN

SR o ’ O 3¢ . Administrator's telaphone number

I B S . . S T T

4 If the name andfor EIN of the plan sponsor or the ptan name has changed since the last retum/freport filed for 4b EN
this plan, enter the plan sponsor's name, EiN, the plan name and the plan number from the last retumirepart.

A SpoRsars hame 4d pPi
C Plan Nam_e

5a Total migij‘gbar of bgi‘tidibaptia'a.i ihe béginnlrig ofthe PIAIY VBT 11t cesss bt ensbsare bbb esssss b b bat ot bt se s s roriin Sa 142
b Total nuinbér of participants at the end OFthe PIAN YEAE . oo oeooeee et oo emeeeeme &b 117
¢ Number of participants with account batances as of the end of the plan y&ar (only defined contribution ptans 5c

GOHTIPIEE RIS IEBT) 1rureareresrevessnsrrassasserasssrassasressmnsessssnsssvaseas sesassstasrsnt e e sEass b saa b et R e e bR A S RO et e 319
d(1) Total number of active participants at the beginning of the Plan YEAr ... ... i et ceeseeeeceeenes 5d(1) 138
d(2) Tota! number of active participants at the and of the plan year 5d(2) 117
€ Number of parlicipants who terminated emgloyment during the plan year with accrued benefits that were less 5e

than 100%. vested... — 0

Caution; A penalty for ths lnta ur lncomplam fmng of thls raturmrapouwlll ha assaased unless raasonahle causa 15 established.
Under penalties of perjury and aer panalﬂ%@t forth in the instructions, | declare that | have examined this returmfreport, including, if applicable, a Schedule

n enrclled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

2 ¢ G oc7 /% Douglas Freeman
p : Date Enter name of individual sloning a4 plan administrater
i W 7 ﬂ(_’."r 1 8 Nouglas Freeman
of omployar’plan SHONROF Date .| Enter name of individua! signing as employer or plan sponsor
For Paperwork Reduction Act Notlce, see the instructions for Form 6500-5F. Form 5500-5F {2017)

v 170203




10-10-"18 12:47 FROM- T-336 POO0O3/0004 F-722

Form 5500-5F 2017 Page 2
6a& Were all of the plan's assets during the plan year invested in eligible assets? (See iNSWUCHONS.Y ..o o E Yes EI No
b Are you claiming 2 waiver of the annual examination and report of an independent qualified publie ascountant (IGPA)
under 28 CFR 2520.104-467 (See instructions on waiver eligibility and condifions.). ...t scsisi i et s @ Yes [_] No
if you answared *No” to either line &a or line &b, the plan cannof use Form §500-5F and must Instead use Form 5500.
¢ if the plan i5 a defined benefit plan, is it covered under the PBGC msurance program (see ERISA seclion 4021)7 ... D Yes [] No D Not determined
If “Yes" is checked, enter the My PAA confimation number from the PBGC premium filing for this pian year, . {See instructions.)

i Part HI | Financial Information

7T Plan Assets and Lighilifies C {a) Beginning of Year {b) End of Year
A Toll plan 8585 oo 7a 1,006,577 1,158,322
B Tt Pl TEBIES . cvoceeocscevsecerer s asvrcrvrn e ersessmsesstssvrsrnrens Th
G Net plan assets {subfract line 7b from line 7a) ... 7ic 1,006,877 1,155,322
8 Income, Expenses, and Transfers for this Plan Year (a) Amount {h) Total
a Contributions raceived or receivable from:
(1) EMPIOYETE L1vvvarerinsiscsorercecsss rmervasssssssssssesrssssersssasssesss srserg assssars fa(1) 15,000
(2) Parltclpants_ ..... Ba(2) 37,337 .
(3) Oiners (Including FONOVEIS). ... e eseecnsecce] B2L3)
b Otherincome (loss)... &h 128,862 _
€ Total income {add lines 83(1) 33(2) Ba(a), and Bh) ....................... Bc ' 181,158
d Benefits paid (tncluclmg direct rolinvars and Insurance premiumg _
10 provide benefits) o g 8d 32,454
€ Cerain deemad and.for cunecll\rﬂ distribufions (see instructionz)...] 8¢
f Administrative service providers (salaries, fees, commissions)......}  &f
4 Other expensas [ -
h Toial expenzes (aqd lines &d, Be 8f, and Bg) ............ temeeereeneaneamens Bh 32,454
i Netincome (Inss) (subtraci Ilna 8h from line Bc) ................. ___________ 8l e . 148,745

j Transfers fo {frum) tha plan (see Instruo!lnns)

| Part v, | Plan Characteristics

9a [itthe plan provides pension benefits, enter the applmﬂble penmon feature Godes from tha Llst of Fian C.haracterislic Codes in the inslrumlons
28 2 2K 3D
b [if the plan provides wellare benefits, enter the applicable welfare faature codes from the List of Plan Characterislic Codes in the instructions:

T N N T

[ Part V I Compliance Questions

10 Durngthe planyear, - . . Yoz | No Amount
A Was there a failure to transmit to the plan any parllqipant contributions within the time period
deambed in 29 CFR 25*0 3- 102? (See mstmr;tmna and DOL’s Voluntary Fiduciary Comection X
Programy ;... f oo TP S S FOO S 10a
b Were there any nonexempt transactmns with any pany~|n~|nteresl? (Do not include transactlons ¥
repoed On NG F0A.) .. ettt ne e 10b
G Was the plan covered by a SHelity BONdT o qoc | X 50,000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, thal was caused ¥
L Ty g r L) e T o P TP rRN 10d
€ Were any fees or commissions paid to any brokers, agents, or other parsons by an insurance
carer, insiranos serviea, of diher organization thal provides some, of ail of the banefits. uder X
the plan? (See instructions. ) ............................ 10e
§ Has the plan failed to provide any benefit when due under 1he plEN? ... 108 X
g DCid the plan have any padicipant foans? (If “Yas,” enter amount as of year-end.) ..., g | X 39,892
h Ifthis Is an individual account plan, was there a blackout period? (See instructions and 28 CFR x
2O20ADTE3) crrcrisreerermrrerierrrsssrss s e s s s T e R T TR AT SRR PR TS ET 10h
i i 10h was answerad “Yes,” checi the box If you aither provitied the required nolice ar one of the
exceptions 1o proviging the natice applied under 28 CFR 25201013 ..o | 100




10-10-"18 12:42 FROM- T-336 POO04/0004 F-722

n

Form 5500-8F 2017 Page 3- I f

|Part Vi) l Pension Funding Compliance

11  Is this & defined benefit plan subject 19 minimue funding requirements? (If “Yes,” sea instructions and complete Schedule SB [] Yes [] No
(Fort 5500) and ine 11a DRlOW) .o e

11a Enter the unpaid minimum required contributlons for alt years from Schedule SB (Form 5500) line 40.. | 1ia ]

12 15 this & defined contribution plan subject to the minimunt funding requirements of section 412 of the Cods ar saclion 302 of D Yes @ No
EERIBAT 1vvcertne s inaisisssesscas veracsrryoer seasssapaces ses e ememc e s mmamcns sm petsees s em s cmnms e ecas et en e e e b LA PP IT LR L ISR R RIT PP T PR VbR e

{if "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicabla,}
A IF a walver of the minimum funding standard for a prior year i being amortized in this plan year, see instructions, and enter the date of the letter ruling

ranting the WalVer, .. ... s sy Month Day Year
it you complated {ine 12a, complate lines 3, 9, and 10 of Schedula MB (Form §800), and akip fo line 13.
fx Enfer the minimum required contribution for thls PIEN YEar ... ..o oot e s 12h
€ Enter the amount contributed by the employer 1o the plan fof Wi Plan VEar ..o 12c
d Subfract the amount in line 12c from the amount in ling 12k, Enter the result (enter a minus slgn to the left of a 12d
nagativa amount)
€ Wil the minimum funding amount reperted on ling 124 ke met by the funding deadiing? D Yes D No D N/A
[Part Vil | Plan Termmatlons and Transfers of Assels
133 Has a rasolution 1o temminate e plan DEEn UOPEH 0 ANY PIBN YBRK? —...orooceooooeoocoeeeoes ot coeitore oo sesissessssssisssssreris [T ves No
If *Yes,” enter the amount of any plan assets that raverted to the employer this Year ......waoommrns] 138
b Weie alt the plan assets distributed fo paricipants or beneficiaries, lansterred to anather plan, or brought under the I:l Yes EI No
OO O I PR oot bR PR A S

€ if during this plan year, any assels of liabliities were transfemed from this plan fo another plan(s), identify the plan(g) to
which assets or liabilities were transferred. (See instructions.)

13¢(1} Namaof plan(s): 13e(2) EIN(s) #3c(3) FN(s)
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PHONE: 740-377-9095 FAX: 740-377-9591

FAX COVER SHEET

DATE: lO"’\D"rQQ(%

o Michael laou hon
FaxNo: _300-51G- H7xK
rROM: JOE  Freemen @

PAGES: I:£ (INCLUDING COVER SHEET)

-gf\(}neﬂi Form 550 -SFE

*#%pLEASE RETURN ALL FAXES TO 740-377-9591 ***

Note: The attached information is confidential and legally privileged. QCNS,
HMNS & UHC has provided it under authorization by the clients and/or legally
authorized significant other. The recipient MAY NOT FURTHER DISCLOSE the
information without the express written consent of the client or guardian or as

authorized by law.




10-10-"18 12:40 FROM- T-336 POO02/0004 F-722

Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100110
Depariment of the Treasury Benefit Plan
tntomal Revenue Senvics * This form is required to be filed under sections 104 and 4065 of the Employae Retirement 2017
Deparkinant of Laber Income Sacurity Act of 1874 (ERISA), and seclions §057(h) and 6056(a) of the Intemal
Eimpleyons Banafits Secuity Adviististion Revenus Code {the Code). T!:__[B ;?ﬂlﬂ ts Ol;:m to
ublic Inspection
Pensjon Bynefit Guarinty Corporstion ¥ Compleis all entries in accordance with the Instructions to the Form 5500-3F.

["Parti | Annual Report Identification Information

For calendar plan year 2017 or fizcal plan yaar baginning 01/01/2017 and ending 12/31/2017 o
@ a single-employer plan [:l a rauttiple-employer plan (not multiemployer) (Filers checking this bax must attach a

A This retemdreport Is for: list of participating employer infarmation in accordance with the form instructions.)
D a one-padicipant plan |:| a foreign plan

B This retrniteportis I:[ the first refum/report D the final refurmfreport

{:] an amended retum/irgpaort |:] a short plan year returmireport (less than 12 months)

€ Check box i filing under: Fom 5558 D automatic extension I:] DFVC program
D special extension (enter description)

[ Part i | Basic Plan Information—enter all requested infonnation

1a Mame of plan 1h Three-digit
plan number  J001

QUALITY ChRE NORSING SERVICES 401 (k) PLAN ®N) ¥
LT L N e T
‘ ‘ 1o Effective data of plan
01/01/1999
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer idenfification Number
Mailing address (include room, apt., suite no. and street, or P.Q. Box) (EIN) 31-1385154
City or town, state or provinge, country, and ZIP ar foreigh postal coda (if foreign, see instructions) 2% S
QUALITY CARE NUR,EING EERVICE . INC . (] pOl"lBOI"S tB‘EphDI’IB number

740-377-9095
2d Business code (see instructions)
621610

501 Washington Street, Suite 13

SOUTH POINT | OH . 45680~5208
3a Plan adminislrator‘s name and addmse. QSame as Flan $pon$ur o o L -3zb Administrator's EIN

SR o ’ O 3¢ . Administrator's telaphone number

I B S . . S T T

4 If the name andfor EIN of the plan sponsor or the ptan name has changed since the last retum/freport filed for 4b EN
this plan, enter the plan sponsor's name, EiN, the plan name and the plan number from the last retumirepart.

A SpoRsars hame 4d pPi
C Plan Nam_e

5a Total migij‘gbar of bgi‘tidibaptia'a.i ihe béginnlrig ofthe PIAIY VBT 11t cesss bt ensbsare bbb esssss b b bat ot bt se s s roriin Sa 142
b Total nuinbér of participants at the end OFthe PIAN YEAE . oo oeooeee et oo emeeeeme &b 117
¢ Number of participants with account batances as of the end of the plan y&ar (only defined contribution ptans 5c

GOHTIPIEE RIS IEBT) 1rureareresrevessnsrrassasserasssrassasressmnsessssnsssvaseas sesassstasrsnt e e sEass b saa b et R e e bR A S RO et e 319
d(1) Total number of active participants at the beginning of the Plan YEAr ... ... i et ceeseeeeceeenes 5d(1) 138
d(2) Tota! number of active participants at the and of the plan year 5d(2) 117
€ Number of parlicipants who terminated emgloyment during the plan year with accrued benefits that were less 5e

than 100%. vested... — 0

Caution; A penalty for ths lnta ur lncomplam fmng of thls raturmrapouwlll ha assaased unless raasonahle causa 15 established.
Under penalties of perjury and aer panalﬂ%@t forth in the instructions, | declare that | have examined this returmfreport, including, if applicable, a Schedule

n enrclled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

2 ¢ G oc7 /% Douglas Freeman
p : Date Enter name of individual sloning a4 plan administrater
i W 7 ﬂ(_’."r 1 8 Nouglas Freeman
of omployar’plan SHONROF Date .| Enter name of individua! signing as employer or plan sponsor
For Paperwork Reduction Act Notlce, see the instructions for Form 6500-5F. Form 5500-5F {2017)

v 170203
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Form 5500-5F 2017 Page 2
6a& Were all of the plan's assets during the plan year invested in eligible assets? (See iNSWUCHONS.Y ..o o E Yes EI No
b Are you claiming 2 waiver of the annual examination and report of an independent qualified publie ascountant (IGPA)
under 28 CFR 2520.104-467 (See instructions on waiver eligibility and condifions.). ...t scsisi i et s @ Yes [_] No
if you answared *No” to either line &a or line &b, the plan cannof use Form §500-5F and must Instead use Form 5500.
¢ if the plan i5 a defined benefit plan, is it covered under the PBGC msurance program (see ERISA seclion 4021)7 ... D Yes [] No D Not determined
If “Yes" is checked, enter the My PAA confimation number from the PBGC premium filing for this pian year, . {See instructions.)

i Part HI | Financial Information

7T Plan Assets and Lighilifies C {a) Beginning of Year {b) End of Year
A Toll plan 8585 oo 7a 1,006,577 1,158,322
B Tt Pl TEBIES . cvoceeocscevsecerer s asvrcrvrn e ersessmsesstssvrsrnrens Th
G Net plan assets {subfract line 7b from line 7a) ... 7ic 1,006,877 1,155,322
8 Income, Expenses, and Transfers for this Plan Year (a) Amount {h) Total
a Contributions raceived or receivable from:
(1) EMPIOYETE L1vvvarerinsiscsorercecsss rmervasssssssssssesrssssersssasssesss srserg assssars fa(1) 15,000
(2) Parltclpants_ ..... Ba(2) 37,337 .
(3) Oiners (Including FONOVEIS). ... e eseecnsecce] B2L3)
b Otherincome (loss)... &h 128,862 _
€ Total income {add lines 83(1) 33(2) Ba(a), and Bh) ....................... Bc ' 181,158
d Benefits paid (tncluclmg direct rolinvars and Insurance premiumg _
10 provide benefits) o g 8d 32,454
€ Cerain deemad and.for cunecll\rﬂ distribufions (see instructionz)...] 8¢
f Administrative service providers (salaries, fees, commissions)......}  &f
4 Other expensas [ -
h Toial expenzes (aqd lines &d, Be 8f, and Bg) ............ temeeereeneaneamens Bh 32,454
i Netincome (Inss) (subtraci Ilna 8h from line Bc) ................. ___________ 8l e . 148,745

j Transfers fo {frum) tha plan (see Instruo!lnns)

| Part v, | Plan Characteristics

9a [itthe plan provides pension benefits, enter the applmﬂble penmon feature Godes from tha Llst of Fian C.haracterislic Codes in the inslrumlons
28 2 2K 3D
b [if the plan provides wellare benefits, enter the applicable welfare faature codes from the List of Plan Characterislic Codes in the instructions:

T N N T

[ Part V I Compliance Questions

10 Durngthe planyear, - . . Yoz | No Amount
A Was there a failure to transmit to the plan any parllqipant contributions within the time period
deambed in 29 CFR 25*0 3- 102? (See mstmr;tmna and DOL’s Voluntary Fiduciary Comection X
Programy ;... f oo TP S S FOO S 10a
b Were there any nonexempt transactmns with any pany~|n~|nteresl? (Do not include transactlons ¥
repoed On NG F0A.) .. ettt ne e 10b
G Was the plan covered by a SHelity BONdT o qoc | X 50,000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, thal was caused ¥
L Ty g r L) e T o P TP rRN 10d
€ Were any fees or commissions paid to any brokers, agents, or other parsons by an insurance
carer, insiranos serviea, of diher organization thal provides some, of ail of the banefits. uder X
the plan? (See instructions. ) ............................ 10e
§ Has the plan failed to provide any benefit when due under 1he plEN? ... 108 X
g DCid the plan have any padicipant foans? (If “Yas,” enter amount as of year-end.) ..., g | X 39,892
h Ifthis Is an individual account plan, was there a blackout period? (See instructions and 28 CFR x
2O20ADTE3) crrcrisreerermrrerierrrsssrss s e s s s T e R T TR AT SRR PR TS ET 10h
i i 10h was answerad “Yes,” checi the box If you aither provitied the required nolice ar one of the
exceptions 1o proviging the natice applied under 28 CFR 25201013 ..o | 100
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Form 5500-8F 2017 Page 3- I f

|Part Vi) l Pension Funding Compliance

11  Is this & defined benefit plan subject 19 minimue funding requirements? (If “Yes,” sea instructions and complete Schedule SB [] Yes [] No
(Fort 5500) and ine 11a DRlOW) .o e

11a Enter the unpaid minimum required contributlons for alt years from Schedule SB (Form 5500) line 40.. | 1ia ]

12 15 this & defined contribution plan subject to the minimunt funding requirements of section 412 of the Cods ar saclion 302 of D Yes @ No
EERIBAT 1vvcertne s inaisisssesscas veracsrryoer seasssapaces ses e ememc e s mmamcns sm petsees s em s cmnms e ecas et en e e e b LA PP IT LR L ISR R RIT PP T PR VbR e

{if "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicabla,}
A IF a walver of the minimum funding standard for a prior year i being amortized in this plan year, see instructions, and enter the date of the letter ruling

ranting the WalVer, .. ... s sy Month Day Year
it you complated {ine 12a, complate lines 3, 9, and 10 of Schedula MB (Form §800), and akip fo line 13.
fx Enfer the minimum required contribution for thls PIEN YEar ... ..o oot e s 12h
€ Enter the amount contributed by the employer 1o the plan fof Wi Plan VEar ..o 12c
d Subfract the amount in line 12c from the amount in ling 12k, Enter the result (enter a minus slgn to the left of a 12d
nagativa amount)
€ Wil the minimum funding amount reperted on ling 124 ke met by the funding deadiing? D Yes D No D N/A
[Part Vil | Plan Termmatlons and Transfers of Assels
133 Has a rasolution 1o temminate e plan DEEn UOPEH 0 ANY PIBN YBRK? —...orooceooooeoocoeeeoes ot coeitore oo sesissessssssisssssreris [T ves No
If *Yes,” enter the amount of any plan assets that raverted to the employer this Year ......waoommrns] 138
b Weie alt the plan assets distributed fo paricipants or beneficiaries, lansterred to anather plan, or brought under the I:l Yes EI No
OO O I PR oot bR PR A S

€ if during this plan year, any assels of liabliities were transfemed from this plan fo another plan(s), identify the plan(g) to
which assets or liabilities were transferred. (See instructions.)

13¢(1} Namaof plan(s): 13e(2) EIN(s) #3c(3) FN(s)




