Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 400086

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

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending  12/31/2017
D a single-employer plan a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This return/report is for: list of participating employer information in accordance with the form instructions.)
|:| a one-participant plan D a foreign plan
B This return/report is |:| the first return/report Dthe final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension |:| DFVC program
|:| special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
CIVITAS SENIOR HEALTHCARE 401(K) PLAN plan number
(PN) 001
1c Effective date of plan
01/01/2013
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) 45-5284618

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

CIVITAS SENIOR HEALTHCARE, LLC 2C Sponsor's telephone number

817-386-8888

2d Business code (see instructions)

3973 W. VICKERY BLVD, STE 101 623000
FORT WORTH, TX 76107

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

3C Administrator’s telephone number

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

C Plan Name

5a Total number of participants at the beginning of the Plan YEar .................cociioeeeeeeeeeeeeeeeeeee e 5a 43
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 735
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 24

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

d(1) Total number of active participants at the beginning of the plan year 5d(1) 42
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 733
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

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

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

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

SIGN Filed with authorized/valid electronic signature. 10/11/2018 JASON DUPONT
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2017)

v.170203



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 97347 196183
Total plan HabilitiesS...........c..coivreieiieieiieeieeeeee e 7b 0 0
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 97347 196183
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 0
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 83488
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3) 0
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 16796
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 100284
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFItS).......ccueiiiiiiiiiiiiieieee e 8d
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 1448
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 1448
i Netincome (loss) (subtract line 8h from line 8c).. 8i 98836
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 2F 2G 2J 2K 2T 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
TEPOIEA ON INE LOBL). ... cv.ceeieceieeieete ettt ettt e ne et es e e e neeeees et esseeesee et enseeesne et enseeesseeeens 10b X
C Was the plan covered by a fidelity BONd? ... 10c X
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 1448
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocccoveeeveveeereneneninnns) 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccccccoee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

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

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




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)




Plan Name: Civitas Senior Healthcare 401(k) Plan
Plan Number: 001

For the period 1/1/2017 to 12/31/2017

5500 MEP attachment

Multiple-Employer Plan Participating Emplyer Information

(a) Name (b) EIN
Civitas Senior Healthcare, LLC 45-5284618
AWAL 2012 OPCO LLC (Autumn Wind) 46-1606546
Cypress Place RE 2015, LLC (Cypress Place) 47-4850413
Jefferson Post-Acute OPCO 2015, LLC (Magnolia Place) 47-4798484
Civempco — Elan Santa Monica LLC (Elan Santa Monica) 82-2549358
Civempco — Elan Southpark Meadows Change LLC (Elan South Park Meadows)(mz 82-2643371
Hamptons 2016 LLC (The Hamptons) 81-3945011
Civempco — Oyster Creek Manor LLC (Oyster Creek) 81-4904816

SAL 2016 LLC (Long Creek) 81-1632204



(c) percentage
76.23%

6.72%
5.75%
2.18%
1.22%
1.85%
2.25%
1.95%
1.85%



Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Revenue Code (the Code).

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

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

B This return/report is

D the first return/report D the final return/report

D an amended return/report

C cCheck box if filing under: @ Form 5558

D special extension (enter description)

D automatic extension

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

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

D DFVC program

| Part Il_[ Basic Plan Information—enter all requested information

1a Name of plan
CIVITAS SENIOR HEALTHCARE 401 (K) PLAN

1b Three-digit
plan number (001

(PN) »

1c Effective date of plan
01/01/2013

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

Mailing address (include room, apt., suite no. and street, or P.O. Box)

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

3973 W. VICKERY BLVD, STE 101

FORT WORTH TX 76107

2b Employer Identification Number
(EIN)45-5284618

2c Sponsor’s telephone number
817-386-8888

2d Business code (see instructions)
623000

3a Plan administrator's name and address @ 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, enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report.

a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the Plan: YORN cew s mrmsimams s st it o s

b Total number of participants at the end of the T

C Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this itBM).........ccciiiiiiiiiriieersresreserrrsrereessessessses e esseseesesssesaensenesasensennesnan

d(1) Total number of active participants at the beginning of the plan year

d(2) Total number of active participants at the end of the PIaN YEAT ...........o..oveveoreeeeereeeeeseeeee oo

€ Number of participants who terminated employment during the plan year with accrued benefits that were less
hanil00% vestedied s e s T e e R s

4b EIN
4d PN
5a 43
5b 735
5¢c 24
5d(1) 42
5d(2) 733
Se 0

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.

su:k_,_,,éM vol|l|ly  |oason pupont
H
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN 2= 1011 [|X  |9ASON DUPONT
HERE—/__ - - e
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 instructions.)

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

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)

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)? ......[ ] 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.)

| Partlll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSES .........o.o.oo oo 7a 97,347 196,183
b: motaliplaniliabililies .z sunmrmran e s 7b 0 0
C Net plan assets (subtract line 7b from lin€ 7a) .................cccocevev...... 7c 97,347 196,183
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..ot ee e 8a(1) 0
(2) BarliciDanis srnen v mrmnrn e St 8a(2) 83,488
(3) Others (including rolloVErS)................oovvvoooveeeooeeoeoooeoo 8a(3) 0
b Otherincome (10SS) .............c..cocooveerreeeeeeeerrenn 8b 16,796
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)....................... 8c 100,284
d Benefits paid (including direct rollovers and insurance premiums
tOIDIOVIAE DONONES). ......c.icoiimes s enivasssvuvins sovmehnsnsisnresseinsrisssthndousisnisi 8d
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f _Administrative service providers (salaries, fees, commissions) 8f 1,448
g OthOr OXPONBOS : cuusciu bzt s issmiesisssiinisnsssstspnsstasaingas 8g
h Total expenses (add lines 8d, 8e, 8f, and 8) ...............ccvvreveenr... 8h 1,448
i Netincome (loss) (subtract line 8h from line 8¢) .............coocovvo...... 8i 98,836
j Transfers to (from) the plan (see iNStructions)...............ocoevevevun..... 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 2F 2G 2J 2K 2T 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 X
PIOGIAM) ...ttt ettt et e e et et et et et et et et e s eeaene 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
reported oniling 108 ) = ans s ranin T R e e R 10b
C  Was the plan covered by a fidelity DONA? .............ccoiiiiriiieeee e 10¢c X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
bY fraud OF dISHONEStY? ..ottt et er e 10d
€ 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 X
the plan? (S€e INSITUCIONS.)............coiiiiiiiiiiie et 10e 1,448
Has the plan failed to provide any benefit when due under the plan? ............c.ccoceeivveeeeerereen, 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .......................... 10g
h I this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520100-31) isixisssvusssnsssesisisssinios sisiasunsiosssostinsogonsinassyssessns ssnensersnsmesssss vressss msesessns arsiTe i sTees 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ......cooveveveeeereeeereeeeeen 10i




Form 5500-SF 2017 Page 3-

’gart Vi I Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB D Yes D No
(oI, 5500) /@0d N8 118 DEIOW).cv.sussassossmnssmosorsssssissomvasasis smsimes s s e i S s i858 sadsnms Sonsntsodtonss et s e e S0s

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

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Y E Ko
T A ERABRa———— es

(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

QrantingItNOWEaIVETE cves.r it s e B o e e e S e B S IR et ] 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 YEA ............o.ooeoeeeoeeeeeeeeeeeeeeeeeeoeeeeeeeeeee e 12b
12¢

C Enter the amount contributed by the employer to the plan for this PIan YEar ...........cc.oooo oo

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
DEOBUVETSIOUN) rosonneovsssscvupsmessensssssmspomsmsisssm s T T S e e e e e e s

€ Will the minimum funding amount reported on line 12d be met by the funding deadlin€?.............cceveveveeeeeereeeenn, D

Yes || No []| NA

‘Part Vi I Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted inany plan YEar? ..........ccoooveiiiiiiieicee e

D Yes @ No

If “Yes,” enter the amount of any plan assets that reverted to the employer this Year ................c.cccuevoveeeeoerseennn 13a

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

CONTOLOf NG PBGCT .ciiiicciiisiiisniviinsessseamsonmssnmsniorsbosssassosnsssmnesssnnessssssnsasnsssinssss sasomonsasestsssmmsisssessonss sosussesnssesassissesimatesausss

l:] Yes BI No

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): 13¢(2) EIN(s)

13¢(3) PN(s)




Authorization to Electronically Sign and File Form 5500 and 8955
CIVITAS SENIOR HEALTHCA 401(k) PLAN - 001

I hereby authorize any employee of National Financial Partners Corp. ("Service Provider") to
electronically sign and file forms 5500 and 8955 on my behalf for the following filing year(s): 2017.

| further understand the following:

® | mustsign a paper copy of the completed 5500 form.
* Animage of my signature will be included with the rest of the return/report posted by the

Department of Labor on the internet for public disclosure. (Not applicable if this is a one
participant 5500SF filing.)

* | may revoke or change this authorization at any time by written notification to Service Provider.

pated: (O /I /18 sy /W
il




