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
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
LIMA CONVALESCENT HOME FOUNDATION, INC. 403(B) RETIREMENT PLAN number (PN) »
1c Effective date of plan
01/01/1994
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) 34-4473976
LIMA CONVALESCENT HOME FOUNDATION, INC. 2C Plan Sponsor's telephone
number
419-224-9741
1650 ALLENTOWN ROAD 2d Business code (see
LIMA, OH 45805 instructions)
623000

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. 10/12/2018 JOY REICHENBACH
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
:IIE%'\IIE Filed with authorized/valid electronic signature. 10/12/2018 JOY REICHENBACH
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




Form 5500 (2017) Page 2

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 ‘ 146
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) 126
a(2) Total number of active participants at the @nd of the PIAN YA .............cvvveerverrivserissressesssssssses s esssssssssesessessseen, 6a(2) 128
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 17
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 145
€ 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 145
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 59
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:
2F 2G 2L
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(2) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) R (Retirement Plan Information) 1) H (Financial Information)
2) |:| | (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan ©) -1 A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) I:I D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)
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Part Il | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) cooomieoiereiiene e e [] vyes [] No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

» Insurance companies are required to provide the information

2017

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
LIMA CONVALESCENT HOME FOUNDATION, INC. 403(B) RETIREMENT PLAN plan number (PN) ) 001

C Plan sponsor’s name as shown on line 2a of Form 5500
LIMA CONVALESCENT HOME FOUNDATION, INC.

D Employer Identification Number (EIN)
34-4473976

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

PRINCIPAL LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
42-0127290 61271 613953 129 05/01/2017 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

583

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

MML INSURANCE AGENCY LLC

ATTN COMMISSIONS
MIP C125
BOSTON, MA 02266-8089

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

583

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2017
v. 170203
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

this report.

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 nd...................cccooveveveverereueeeeeennn... 4 0
5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5 0
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PAIH t0 CAITIET ........c.cviveieeeee et eee ettt s s s st s s s e en st n et n et et st esneeten s s seeetensnen s 6b
C  Premiums due but unpaid at the end Of the YEAI ........ccoiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT...........cueiiiiiiie ittt e st e e snn e e naneees
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (@) |:| deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment (4) [X| other P CUSTODIAL GUARANTEED INTEREST CONTRACT
b Balance at the end Of the PrEVIOUS YEAT ..............covuiveireeiieeveeseeeeeiesese st s s ienes s ssssssassesnsssenssnaenessneas l 7b
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1) 7837
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3) 495
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5) 97083
» LOAN PAYMENT, OUTSIDE INVESTMENT TRANSFER
(B)TOAl QATIIONS ...ttt e e et e e e e e e s e e ee s ee e seee e eeeeseee s es e e eeeseee e st eeneeeneeens 7c(6) 105415
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d 105415
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 26751
(2) Administration charge made by Carfier...........ccccovevveeeeeeeeeeeeeeeseeeennn] 7e(2) 674
(3) Transferred to separate account | 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceesecee et 7e(4)
4
(5) TOAI AEAUCHONS ...ttt et e et ee e e e et e e s s en s e s e et et en e s esneenees 7e(5) 27425
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f 77990
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

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

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes D No

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




: H R OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500) 2017
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bgr?;zt?§2c3rityaAZ:ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
LIMA CONVALESCENT HOME FOUNDATION, INC. 403(B) RETIREMENT PLAN plan number (PN) 3 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

LIMA CONVALESCENT HOME FOUNDATION, INC. 34-4473976

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 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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2017
v.170203
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2017

Page 3 -

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

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

MML INVESTORS SERVICES LLC

04-2746212
(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?

49 55 99

OTHER SERVICES

Yes No D

Yes D No

8044

Yes |:| No

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

PRINCIPAL LIFE INSURANCE COMPANY

42-0127290
(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-.
13 3750 64 | CONTRACT 4472 0
ADMINSTRATOR Yes No D Yes No D Yes |:| 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

MML INVESTORS SERVICES LLC

49 55 99

8044

(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.

PRINCIPAL LIFE INSURANCE COMPANY

42-0127290

COMMISSIONS AND REFERRAL/SERVICE FEE

(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.

(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:




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Financial Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2017

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
LIMA CONVALESCENT HOME FOUNDATION, INC. 403(B) RETIREMENT PLAN plan number (PN) Y 001

C Plan sponsor’s name as shown on line 2a of Form 5500
LIMA CONVALESCENT HOME FOUNDATION, INC.

D Employer Identification Number (EIN)
34-4473976

Part |

Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ..o la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS ... 1b(1) 18609
(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 ..o 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) 14291
(9) Value of interest in common/collective trustS..........coocveeeiieiiiiiee e 1c(9)
(10) Value of interest in pooled separate acCoUNtS...........c.coevevevevevereereeennnn. 1c(10)
(11) Value of interest in master trust investment accounts .............cc.ccceeeeee. 1c(11)
(12) Value of interest in 103-12 investment entities ..............cccovovevereernnnn. 1c(12)
(13) \f/uaritég)of interest in registered investment companies (e.g., mutual 1c(13) 787194
(0 Yabe i e n rarcs compary goner secount (ot |11
(15) ONET ...ttt 1c(15) 609589 0

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

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

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

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

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

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

Total assets (add all amounts in lines 1a through 1€).........c.ccccoveevevecvrennenes. 1f 915769 898084
Liabilities

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

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

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

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

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

Net assets (subtract line 1k from line 1f).......ccccooveriiieiriiiiniee e ‘ 1l ‘ 915769 898084

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) 35617

(B)  PAtCIDANES ...t ees e en s ene s 2a(1)(B) 52035

(C) Others (INCIUAING FONOVETS) .........veiveeeeereeeeeeeeeeeeee e eseeeees 2a(1)(C) 0
(2) NONCASH CONLIIBULIONS ..o 2a(2) 13376
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............... 2a(3) 101028
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) 358

LG T L 1T OO RRRRRN 2b(1)(F) 6

(G) Total interest. Add lines 2b(1)(A) through (F) .......ccoevvvevererererernenen, 2b(1)(G) 364
(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) 0

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENES....ovviieiee et eeesee et se s n s s sttt s s st n et eneeeas 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ..................... 2b(4)(A)

(B) Aggregate carrying amount (S€e iNStructions) ..............ccceeeveervenenen. 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result................. 2b(4)(C)
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate....................... 2b(5)(A)

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

) A 165 25N A B (B) e e 26()(C)
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(a) Amount (b) Total

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

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

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

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

TP ANES (0.0, MUl TGSt 20(10) 55525
Lo @ {1 1 Toto 2/ = 2c 44479
d Total income. Add all income amounts in column (b) and enter total..................... 2d 201396
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 214834

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

(B) OUNEE ..ottt ettt n s 2e(3) 0

(4) Total benefit payments. Add lines 2e(1) through (3)......ccceveeueeeeveveruerenen. 2e(4) 214834
f Corrective distributions (SE€ INSITUCHONS) ...........cevrvereevereeeieeeeeeeeeessieseeeerenens 2f
g Certain deemed distributions of participant loans (see instructions) 2g 4247
N INEEIESE EXPENSE ...ttt 2h
i Administrative expenses: (1) Professional fees .........cooovevvevoeoeeeereseresene. 2i(1)

(2) Contract adminiStrator fEES.........cccueiiiiiiiiiec e 2i(2) 0

(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) 0
| Total expenses. Add all expense amounts in column (b) and enter total........ 2j 219081

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d 2k -17685
| 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:STROH JOHNSON & COMPANY LLP (2) EIN: 34-1454245

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, or MTIA.  (2) |:| It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV ‘Compliance Questions

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

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)...........c.c....... 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant's account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEE.) ..o e 4b
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Yes No Amount
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccccccvevvieeeviieeeviineens 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is
Lo 1113 L 1) OSSO RT 4d X
€  Was this plan covered by @ fidelity DONG? ..........c.oieviiiieieiceeeee ettt teeere e 4e | X 150000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
Fraud OF AISNONESLY? ..ottt e et e st e e sbe e e et e et e e e snbeeeaannes 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer? ..........ccccveeeriiriieiienieeneenneens 4q X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?................... ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for formMat reqUIrEMENTS.) .........uii i 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIrEMENTS.) ..........ii it e b ereee s 4j X
K  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control 0f the PBGC?..........ceiiiiie e eiiie et e ree e e s ee e see e snaeeenes ak X
I Has the plan failed to provide any benefit when due under the plan? ... 4 X
M If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) et E et n e st n e e e e am X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3. ......cccoiiieeiiiiieenieee e 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

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

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

D Not determined

. (See instructions.)



H H OMB No. 1210-0110
SCHEDULE R Retirement Plan Information °
(Form 5500) 2017
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Deparment of Labor 6058(a) of the Internal Revenue Code (the Code).
r \ A This Form is Open to Public
Employee Benefits Security Administration D 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
LIMA CONVALESCENT HOME FOUNDATION, INC. 403(B) RETIREMENT PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LIMA CONVALESCENT HOME FOUNDATION, INC. 34-4473976
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): 42-0127290 13-5581829

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
= R
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .....c.eveevererreeenn. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5 If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6al
deficiency not Waived) .......................................................................................................................................
b Enter the amount contributed by the employer to the plan for this Plan YEar..........cccccvevevveviesierseseeeenns 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEgativVe aMOUNL) ..........ooi it 6C
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢c be met by the funding deadline?..............ccoevvvicrivinicenee. D Yes D No D N/A

8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other

authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNGE? ..........ooiiiiii et D Yes D No D N/A

Part Ill Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate
BOX. 1f NO, CHECK ThE “NO” BOX. .....o.eieececeieieiseeeeeceete ettt ee st se st nsn e D Increase I:I Decrease D Both I:I No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?................. D Yes D No
11 a Does the ESOP hold any Preferf@d STOCK? ........ccooovoviveveueuceieeceeeeeeeteteeeeeesesesseete et sees s s esss et eesseseasesseas s es et esesessassessnesesassseesaesneees D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “DaCK-T0-DACK” I0N.) ....cciiiiiiiie e e s e e e et e e et eeaaeeeeas
12  Does the ESOP hold any stock that is not readily tradable on an established SECUFtIeS MArKEL? ...........cco.covoivervreeesreereseeseesresenen []ves [] no
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2017

v. 170203
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

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

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

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

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

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

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):
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14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer
of the participant for:
B THE CUITENE YEAT .....voeeeeeeeeeees ettt e et es e e en s s ee st eee st en e s en st en s seeneen e 14a
b The plan year immediately preceding the CUITeNt PIAN YEAI.............cceuevrueveceeieeeeeeeeeeeeee e 14b
C  The second PreCeding PIAN YEAI ........ccc.uii itttk e et e et e et b e e esb e e e e bbeaeanbreeenaneeas l4c
15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:
a The corresponding number for the plan year immediately preceding the current plan year ...........ccccoecveennnneen. 15a
b The corresponding number for the second preceding PIAN YT ...............cococoeeeeeeeeeeeeeieeeeeeeeeeeeeeseeeeeeeeee 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year .........cccccecveeviiieeviieesiiee e 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh Withdrawn €MPIOYETS ........iiiiiiiiiiiie ittt et e e sttt e e e e s e e esbreesaneeesaneeesannes

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an AttACHMENT. ......uiuieii e e s s e e et

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

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

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

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

a

b

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

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

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

D Effective duration D Macaulay duration D Modified duration |:| Other (specify):
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INDEPENDENT AUDITOR’S REPORT

Benefits Committee
Section 403(b) Retirement Plan for Lima Convalescent Home Foundation, Inc.
Lima, Ohio

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of Section 403(b) Retirement Plan for Lima
Convalescent Home Foundation, Inc., which comprise the statements of net assets available for benefits as of
December 31, 2017 and 2016, and the related statement of changes in net assets available for benefits for the year
ended December 31, 2017, and the related notes to the financial statements.

Management’s Responsibility for the Financial Statements

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

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on conducting the 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 J,
which was certified by Principal Trust Company and Metropolitan Life Insurance Company, the custodians of the
plan, except for comparing the information with the related information included in the financial statements and
supplemental schedules. We have been informed by the plan administrator that the Principal Life Insurance Company
holds the plan’s investment assets and executes investment transactions from May through December 2017 and that
Metropolitan Life Insurance Company held the plan assets and executed investment transactions for the period
January 2016 to April 2017. The plan administrator has obtained certifications from the custodians 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.

1201 Defiance Street 271 N. Main Street 3703 Shawnee Rd.
Wapakoneta, OH 45895 Minster, Ohio 45865 Lima, Ohio 45806
(419) 738-96061 (419) 628-3175 (419) 941-9011

Fax: (419) 738-8530 Fax: (419) 628-3629 Fax: (567) 940-9020



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 schedules as of or for the year ended December 31, 2017, are required by the Department of
Labor’s Rules and Regulations for Reporting and Disclosure under the Employee Retirement Income Security Act of
1974 and are presented for the purpose of additional analysis and are not a required part of the financial statements.
Because of the significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we do not
express an opinion on the supplemental schedules referred to above.

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 schedules, other than
that derived from the information certified by the custodian, have been audited by us in accordance with auditing
standards generally accepted in the United States of America and, in our opinion, are presented in compliance with

the Department of Labor’s Rules and Regulations for Reporting and Disclosure under the Employee Retirement
Income Security Act of 1974.

il G 7 o, 2

Wapakoneta, Ohio

ﬂé/éﬁ 7 2008



SECTION 403(b) RETIREMENT PLAN FOR

LIMA CONVALESCENT HOME FOUNDATION, INC.

Statements of Net Assets Available for Benefits
December 31, 2017 and 2016

2017 2016

Assets

Participant Directed Investments:
Investments at Fair Value $ 787,194 609,589
Investments at Contract Value 77,990 306,180
Total Investments 865,184 915,769

Receivables:

Employer Contributions 18,609 17,008
Notes Receivable from Participants 14,291 -
Total Receivables 32,900 17,008
Total Assets 898,084 932,777
Net Assets Available for Benefits $ 898,084 932,777

The accompanying notes arc an integral part
of these financial statements
3



SECTION 403(b) RETIREMENT PLAN FOR

LIMA CONVALESCENT HOME FOUNDATION, INC.

Statement of Changes in Net Assets Available for Benefits
Year Ended December 31, 2017

Additions:
Additions to Net Assets Attributed to:
Investment Income
Net Appreciation in Fair Value of Investments
Interest Income

Total Investment Income

Contributions
Participant
Rollover
Employer Match and Profit Sharing

Total Contributions

Total Additions

Deductions:
Deductions from Net Assets Attributed to:
Benefits Paid to Participants
Deemed Distributions

Total Deductions
Net Decrease in Net Assets Available for Benefits

Net Assets Available for Benefits:
Beginning of Year

End of Year

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

2017

$ 100,004
364

100,368

52,035
13,376
18,609

84,020

184,388

214,834
4,247

219,081

(34,693)

932,777

$ 898,084




SECTION 403(b) RETIREMENT PLAN FOR LIMA
CONVALESCENT HOME FOUNDATION, INC.
Notes to Financial Statements
Years Ended December 31, 2017 and 2016

NOTE A - DESCRIPTION OF PLAN

The following description of Section 403(b) Retirement Plan for Lima Convalescent Home Foundation, Inc. (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 403(b) retirement plan established by the Lima Convalescent Home Foundation,
Inc. (the “Company”) covering all employees who are age 18 or older and work more than 20 hours per week. It is
subject to the provisions of the Employee Retirement Income Security Act of 1974, as amended (“ERISA™).

Contributions

Each year, participants may contribute from 0 to 100 percent of their pretax annual compensation, as defined in the
Plan and up to allowed Federal limits. Participants who have attained age 50 before the end of the plan year are
eligible to make catch-up contributions. Participants may make contributions as pre-tax or after-tax (Roth —
effective August 29, 2017). Participants direct the investment of their contributions into various investment options
offered by the Plan. The Plan currently offers various mutual funds and an investment contract as investments
options for participants. A participant may direct contributions in 5% increments to any investment options
available during the year. Investments permitted in a 403(b) plan consist of insurance annuity contracts and mutual
funds held in custodial accounts. Participants may change their allocation on a daily basis. Each year, the Company
may contribute a discretionary percentage that is allocated proportionately to your salary deferrals. During
December 31, 2017 and 2016, the employer discretionary matching contribution was 2%. To be eligible for the
Company matching contribution, participants must complete two years of service, have worked 1,000 hours in the
plan year and be employed as of the end of the year. Participants may also contribute amounts representing
distributions from other qualified defined benefit or contribution plans.

Participant Accounts

Each participant’s account is credited with the participant’s contribution, the Company’s matching contribution, and
allocation of (a) the Company’s discretionary contribution, (b) plan earnings (losses), and (c) is charged with an
allocation of administrative expenses. Allocations are based upon 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
account,

Vesting
Participants are immediately vested in both their contributions to the plan and employer contributions plus actual
earnings thereon.

Notes Receivable from Participants

Participants may borrow amounts directly from the plan custodian. Plan loans may be requested by a participant,
using their account as collateral for the plan loan. A participant may apply for a plan loan to be made from his or
her vested account balance in the plan of a minimum of $1,000 not to exceed the lesser of (i) $50,000 or (ii) one-
half of the present value of all vested account balance in the plan. Loans may be further limited by the funding
vehicles.

At December 31, 2016 while Metropolitan Life Insurance Company was the custodian, plan loans were not
treated as a distribution from the plan and were not considered a plan asset. Therefore, plan loans were not
reported on the statements of net assets available for benefits, the loan balance was included in the MetLife Fixed
Account. At December 31, 2016 there was $14,499 held within participant accounts in the Fixed Interest Account
on the statement of net assets available for benefits, which served as collateral against outstanding loan balances.
At December 31, 2017, interest rates of the plan loans ranged from 4.00% to 5.50%.



NOTE A - DESCRIPTION OF PLAN (CONTINUED)

Payment of Benefits

The benefit to which a participant is entitled is the benefit that can be provided from the participant’s account.
The default form of distribution is a life annuity contract (for unmarried participants) or a joint and 50% survivor
annuity contract (for married participants) unless an alternative form of payment is elected. Participants may elect
other available forms of distributions (subject to spousal consent), including lump sum payments. If the
participant’s vested benefit in the plan does not exceed $5,000, then the participant’s account balance may only be
distributed in a single lump-sum payment. In the event of disability, a participant may receive a distribution at
any time.

NOTE B - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Basis of Accounting
The financial statements of the Plan are prepared on the accrual basis of accounting.

Use of Estimates

The preparation of financial statements in accordance with accounting principles generally accepted in the United
States of America (“GAAP”) 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

The plan's 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 measure date. See Note C 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. Interest income is recorded on the accrual basis. Related fees, if any, are recorded as administrative
expense and are expensed when they are incurred. No allowance for credit losses has been recorded as of
December 31, 2017. Delinquent participant loans are reclassified as distributions based on the terms of the Plan
document.

Payment of Benefits
Benefits are recorded when paid.

Administrative Expenses

Certain expenses incurred in connection with the general administration of the Plan are paid by the Plan and are
recorded in the accompanying statement of changes in net assets available for benefits as other expenses, such as
custodian fees, are paid by the plan. Additionally, the Company provides services to the plan at no cost to the plan.

Subsequent Events
Management has evaluated subsequent events through October 9, 2018, the date on which the financial statements
were available to be issued.



NOTE C - FAIR VALUE MEASUREMENTS

The framework for measuring fair value 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) and the lowest priority to unobservable inputs (level 3).
The three levels of the fair value hierarchy under FASB ASC 820 are described as follows:

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.

Level 2 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;
e 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 by 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 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 maximize the use of relevant
observable inputs and minimize the use of unobservable inputs.

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

Investment in Pooled Separate Accounts:
Consist of various accounts valued at the daily closing price as reported by the fund. These funds are required to

publish their daily net asset value (NAV) and to transact at that price. The net asset value is used as a practical
expedient to estimate fair value.



NOTE C - FAIR VALUE MEASUREMENTS (CONTINUED)
The following tables set forth by level, within the fair value hierarchy, the Plan’s investments at fair value as of
December 31, 2017 and 2016:

Assets at Fair Value as of December 31, 2017

Level 1 Level 2 Level 3 Total
Pooled Separate Accounts $ --- 787,194 --- $ 787,194
Investments at Fair Value $ -—- 787,194 - % 787,194

Assets at Fair Value as of December 31, 2016

Level 1 Level 2 Level 3 Total
Pooled Separate Accounts $ - 609,589 --- $ 609,589
Investments at Fair Value $ - 609,589 - % 609,589

Gains and losses included in changes in net assets available for benefits for the year ended December 31, 2017
and are reported in net appreciation in fair value of investments.

NOTE D - INVESTMENTS
During 2017, the Plan’s investments (including investments bought, sold and held during the year) appreciated in
value by $100,004.

NOTE E - GUARANTEED INVESTMENT CONTRACT

The Plan had entered into a traditional fully benefit-responsive guaranteed investment contract with Principal
totaling $77,990 for 2017 and with MetLife totaling $306,180 for 2016, respectfully. Principal and MetLife
maintain 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 creditor. The credit rates are reviewed for
resetting. The guarantee investment contract does not permit the insurance company to terminate the agreement
prior to the scheduled maturity date.

This contract meets fully benefit-responsive, contract criteria and therefore 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 Principal in 2017 and MetLife in 2016, 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 limit the ability of the Plan to transact at contract value with issuer. Such events include (1)
amendments to the Plan documents (including complete or partial plan termination or merger with another plan),
(2) changes to the Plan’s prohibition on competing investment options or deletion of equity was provisions, (3)
bankruptcy of the Plan sponsor or other Plan sponsor events (for example divestitures or spin-offs of subsidiary)
that cause a significant withdrawal from the Plan, or (4) the failure of the trust to qualify for exemption from
federal income taxes or any required prohibited transaction exemption under the ERISA (5) premature termination
of the contract 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.



NOTE E - GUARANTEED INVESTMENT CONTRACT (CONTINUED)

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) an uncured violation of the Plan’s investment guidelines, (2) a
breach of material obligation under the contract, (3) a material misrepresentation, (4) a material amendment to the
agreement without the consent of the issuer.

NOTE F - PARTY-IN-INTEREST TRANSACTION

Certain plan investments are shares of mutual funds and annuities managed by Principal Life Insurance Company
and MetLife Annuity Operations and Services. Principal Life Insurance Company is the current custodian and
MetLife Annuity Operations and Services was the previous custodian as defined by the Plan and, therefore, these
transactions qualify as party-in-interest transactions.

NOTE G - 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. In the event of Plan
termination, participants will become fully vested in their account balances.

NOTE H - TAX STATUS

The Plan has been designed to qualify under Section 403(b) of the Internal Revenue Service Code (the “Code™).
The terms of the Plan have been prepared to conform with the sample language provided by the Internal revenue
Service (IRS) in Revenue Procedure 2007-71. The Plan is required to operate in conformity with the Code to
maintain the tax exempt status for plan participants under Section 403(b).

Accounting principles generally accepted in the United States of America require Plan management to evaluate
tax positions taken by the Plan and recognize a tax liability if the plan has taken an uncertain position that more
likely than not would not be sustained upon examination by taxing authorities. ~ The plan administrator has
analyzed the tax positions taken by the Plan, and has concluded that as of December 31, 2017, there are no
uncertain positions taken or expected to be taken that would require recognition of a liability (or asset) or
disclosure in the financial statements. The Plan is subject to routine audits by taxing jurisdictions; however, there
are currently no audits for any tax periods in progress. The plan administrator believes it is no longer subject to
income tax examinations for years prior to 2009.

NOTE I - RISKS AND UNCERTAINTIES

The Plan provides for various investment options in mutual funds. The underlying 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 balance and the amounts
reported in the statement of net assets available for benefits.

NOTE J - INFORMATION CERTIFIED BY THE CUSTODIAN

The plan administrator has elected the method of annual reporting compliance permitted by 29 CFR 2520.103-8
of the Department of Labor Rules and Regulations for Reporting and Disclosure under ERISA. Accordingly, the
custodian has certified that the investment information included in the accompanying financial statements and
supplemental schedules is complete and accurate.

The plan’s independent accountants did not perform auditing procedures with respect to this information, except
for comparing such information to the related information included in the financial statements and supplemental
schedules.



NOTE K - FORM 5500 RECONCILIATION INFORMATION
The following is a reconciliation of the net assets available for benefits per the financial statements at December
31, 2017 and 2016 to the Form 5500:

2017 2016
Net assets available for benefits per the financial
statements $ 898,084 $ 932,777
Participants’ contribution receivable - -
Participants’” accounts receivable - -
Employer’s contribution receivable - (17,008)
Net assets available for benefits per the Form 5500 $ 898,084 $ 915769

The following is a reconciliation of the net increase per the financial statements for the year ended December 31,
2017 to the Form 5500:

2017
Net decrease per the financial statements $ (34,693)
Employer contribution receivable as of
December 31, 2016 17,008
Net income per Form 5500 $ (17,685)

NOTE L - RECLASSIFICATION
Certain accounts related to the prior year have been restated to conform to the current year’s presentation.

10



SUPPLEMENTARY INFORMATION
(See Independent Auditor’s Report)



SECTION 403(b) RETIREMENT PLAN FOR
LIMA CONVALESCENT HOME FOUNDATION, INC.
Schedule H, Line 4i - Schedule of Assects (Held at End of Year)
Plan Sponsor: Lima Convalescent Home Foundation, Inc.
Plan Sponsor Employer Identification Number: 34-4473976
Plan Number: 001
December 31, 2017

(b) Identity of Issue, Borrower, (c ) Description of investment, including maturity (d) Cost (e) Current
Lessor, or Similar Party rate, rate of interest, collateral, par or maturity value Value
Principal Lifetime 2050 *k $ 7518
Principal Lifetime 2040 *oF 3,135
Principal Lifetime 2030 *k 20,453
Principal Lifetime 2020 *oF 112,470
Principal Lifetime 2010 *k 20,933
Principal Lifetime 2015 ** 25,405
Principal Lifetime 2055 *F 8,855
Principal Lifetime 2045 K 20,829
Principal Lifetime 2035 ol 221,096
Principal Lifetime 2025 ** 160,834
Lord Abbett High Yield High Yield *E 2,780
PIMCO Income R Fund Income ¥ 53,453
Invesco Growth and Income R Fund Growth and Income *x 20,098
American Funds AMCAP Cap Growth Portfolio *x 20,223
American Funds Capital World Growth and Income Growth Fund *ok 9,901
American Funds New World Fund World Fund R 7,279
Principal Large Cap S&P 500 Index Cap Index ok 12,751
Principal Small Cap S&P 600 Index Cap Index ok 20,183
Templeton Foreign Fund Foreign Fund *k 19,081
Victory Sycamore Established Value Fund Value Fund *k 19917

Total Registered Investment Companics S 787,194
Principal Notes Receivable from Participants

Interest Rates: 4.00 % to 5.50% 14,291

Total Investments $ 801,485

*  Represents party-in-interest transactions

#* Cost omitted for participant-directed investments



SECTION 403(b) RETIREMENT PLAN FOR
LIMA CONVALESCENT HOME FOUNDATION, INC.
Supplemental Schedule of Reportable Transactions
Plan Sponsor: Lima Convalescent Home Foundation, Inc.
Plan Sponsor Employer Identification Number: 34-4473976
Plan Number: 001
December 31, 2017

Part I - Schedule of Assets Held for Investment Purposes

Identity of issue, borrower, lessor, Description of investment including maturity date,

or similar party rate of interest, collateral, par or maturity value Cost Current Value
Investments in Registered Investment Companies  Mutual Funds $ N/A $ 787,194
Fixed Interest Account Annuities $ N/A $ 77,990

Part II - Schedule of Assets Held for Investment Purposes That Were Both Acquired and Disposed
of Within the Plan Yea

None

Part III - Schedule of Loans or Fixed Income Obligations

None

Part IV - Schedule of Leases in Default or Classified as Uncollectible

None

Part V - Schedule of Nonexempt Transactions

None

12
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Form 5500 Annual Return/Report of Employee Benefit Plan T o]

-0089
Department of the Treasury This form is required to be filed for employee benefit plans under sections 104
Intemal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b), and 6058(a) of the Internal Revenue Code (the Code).

Dapartment of Labor

Employee Bensfits Sacuyri
poﬁ,minisﬂaﬁm = »  Complete all entries in accordance with

the Instructions to the Form 5500.

2017

Riensllon] Bansft G eranty Sorporation 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 This retumreport is for: I:l a multiemployer plan; |:| multiple-emgployer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

a single-employer plan; a DFE (specify}) _
B This return/report is: the first return/report; the final return/report;
an amended return/report; a short plan year return/report (less than 12 months).
C Ifthe planis a collectively-bargained plan, checkhere . . . . . . « 4 & v ¢ v v 4 v 4 4 s e e e e s W D
D Check box if flling under: E Form 5568; I:l automatic extension; |:| 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
Lima Convalescent Home Foundation, Inc. 403(b) Retirement Plan number {PN} » 001
1¢ Effective date of plan
01/01/1994
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 £.0. Box) Number (EIN)
City or town, siate or province, country, and ZIP or foreign postal code (If foreign, see instructions)
34-4473976
Lima Convalescent Home Foundation, Inc, 2C Plan Sponsor's telephone
number
(419) 224-9741
1650 Allentown Road 2¢d Business code (see
instructions)
UE Lima OH 45805 623000

Cautlon: 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 knowfedge and belief, it is true, correct, and complete.

" SIGN @

HERE \30‘4 CA\C,O\R_;-——QQQ,(\QK i0 /[2/20 {@ | Jor Reichenbach

Signature of plan administrator " Dale' { Enter name of individual signing as plan administrator

!

po | Yoy (e ichhe , bog [ 19/12/20(8,| sey setchensacs

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

Slgnature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 {2017)

v. 170203



Form 5500 {2017} Page 2
3a Plan administrator's name and address Iil Same as Plan Spoensor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 Ifthe name andfor EIN of the plan sponsor or the plan name has changed since the last retum/report filed for this plan, 4b EIN
enter the plan sponser’s name, EIN and the plan name and the plan number from the last retum/report:
a Sponsor's name 4d PN
€ Plan name
5 Total number of participanis at the beginning of the plan year 5 I 146
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¢c, and 6d).
a(1) Total number of active participants at the beginning of the plan year . " . - «|6a(1) 126
a{2) Total number of active participants at the end of the plan year ‘ i . - . . | 6a{2) 128
b Retired or separated participants receiving benefits e e . 6b Y
€ Other retired or separated participants entitled to future benefits - e e . . e . . .| 6c 17
d Subtotal. Add lines 6a(2), 6b,and 6. . . . . . . ¢ - 6d 145
e Decesased participants whose beneficiaries are receiving or are entitled to receive benefits .:E m . Be 0
f Total. Addlines8dandBe + &+ « « 4+ + 4 4 & s 4 s o4 4 s s wa e s o= w w e s o+ ow oo | Bf 145
9 Number of participants with account balances as of the end of the plan year (only defined contribution plans
completethisitern) . o+ + o & & & + 4 4 4 b 4 b 4 e s s e e e e e s s e s . . .| g 59
h Number of participants who terminated employment during the plan year with accrued benefits that were
fessthan100%vested . . . . . . « ¢ + « « & & o T - 1] 0
7 Enter the total number of employers obligated toc contribute to the plan {only multiemployer plans complete this item) 7

2F 2@ 2L

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

b Ifthe 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

a Peansion Schedules

() K| R(Retirement Plan Information)

(2} I:l MB {Multiemployer Defined Benefit Plan and Certain Meney
Purchase Plan Actuarial Information) - signed by the plan
actuary

(3} D §B (Single-Employer Defined Benefit Plan Actuarial

Information) - signed by the plan actuary

Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, whers indicated, enter the number attached. (See instructions)

b General Schedules

ok H (Financial Information)

(2) 1 {Financial information - Small Plan}
@ __ 1 A({Insurancs Information)

4 C (Service Provider information)

(s) D {DFE/Participating Plan Information)
(6) G (Financial Transaction Schedules)
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Part II! ] Form M-1 Compliance Information {to be completed by welfare benefit plans)

11a I the plan provides walfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? {See instructions and 29 CFR
2520101-2) . . . 4 4 . . . []Yes t] No

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

11b Is the plan currently in compliance with the Form M-1 filling requirements? (See instructions and 29 CFR 2520.101-2,) « O yes [One

11¢ Enter the Recelpt 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 flling to rejection as incomplete.)

Receipt Confimation Code




SCHEDULE A Insurance Information
{Form 5500) OMB No. 1210-0110
Depariment 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). 201 7
Employae Se?:ﬁ':;”eg’fmfgg'mmm > File as an attachment to Form 5500,
Pension Benefit Guaranty Corporation a = -
® ®  Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspaction.
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
Lima Convalescent Home Foundation, Inc¢. 403{b) Retirement plan number (PN} > 001
Plan
C  Pian sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Lima Convalescent Home Foundation, Inc. 34-4473976

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

1 Coverage Information:

(a) Name of insurance carrier

Principal Life Ingurance Company

{c) NAIC (d) Contract or {e) Approximate number of Policy or eontract year
(b) EIN code identification number persons covered at end of {f) From (o) To
policy or eontract vear
42-0127290 61271 613953 129 0s/01/2017 12/31/2017

2 Insurance fee and commission information. Enter the total fees and total cormmissions pald. 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
583 0

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

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

MML Insurance Agency LLC
Attn Commissions

MIP C125
US Boston MA 02266-8089
(b} Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code
583 3

(@) Neme and address of the agent, broker, or other person to whom commissions or fees wers paid

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

(b} Amount of sales and base Fees and other commissions paid Orga rg‘i?ation
commissions paid {c) Amount (d) Purpose

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

©} Amc%lmtm?;:;l:ss ::i?i - {c) Amount esand Other—mwjo('zﬁfpose Om%'i%"”
(a) Nams and address of the agent, broker or other person to whom commissions or fees were paid
it Sl I T I ot
{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 Orgarﬁgalion
commissions paid {c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid o)
commissions paid {¢) Amount {d} Purpose Orgacnﬁéghcn
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Page 3

Part il Investment and Annuity Contract Information

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

this report.
4 Current value of plan's interest under this contract in the general account at year end . . . 4 0
5 Cument value of plan’s interest under this contract in separate accounts at year end . e ikl 5 0
© Contracts With Allocated Funds:
a  State the basis of premium rates  »
b Premiumspaidlocarrier - . . . . X O B 6b
C  Premiums dus but unpaid at the end of the year Pod VA s B oTE e i e PG weiE 6¢c
d I the carrier, service, or other organization incurred any specific costs in connection with the acquisition
or retention of the contract or policy, enteramount . . . . . . . . ., . v oo 6d
Specify nature of costs  »
e Type of contract (1) I:l individual policies 2 D group deferred annuity
3 I:l other (specify} »
f  If contract purchased, in whole or in part, to distribute benefils from a terminating plan check here » |:|
T Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type on contract {1) |:| deposit administration (2) D immediate participation guarantee
{3) |:| guaranteed investment {4 other P
Custodial Guaranteed Interest Contract
b Balance atthe end ofthe previoUS YEar . v v v « & v = + o o o « o o = ..| 7
C Additions: (1) Contributions deposited during theyear . . . . . . .| Tef1) 7,837
(2) Dividends and credits o v v EIEIEE T e WIWICE E OB BT e 79{2)
{3) Interest credited during the year T T i £ £ ) 495
(4) Transferred from separate account S1E W W WIEEUE R B0 BT ﬁ(ﬂ
(6) Other (specifybelow) . . « « . . . . . . . . . . . .| Te(5) 97,083
>
Loan Payment, Outside Investment Transfer
(B) Total SQIIONS <« » o 4 = v & & & ® b 0 f o & w e e e e e . .« .| Tci6) 105,415
d Total of balance and additions (add lines Thand 7¢(8)).  + « « + « « « 0 o« . o Bm 7d 105,415
€ Deductions: i
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e(1) 26,751
(2) Administration charge made by carrier R R T W (-1 1 674
(3) Transferred to separate account W e BT BT s H W s VE[elR ﬁ(m
{4) Other {specify below) T R e i L))
»
(5) Total deductions . B e e e . . 7e(5) 27,425
M&ME@M&M}MM N : It 77,990
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Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization(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.

Part i

8 Benefit and contract type (check all applicable boxes)
a Health {other than dental or vision)

b D Dental
f [ ] Long-term disabiltty

j [] HMO contract

d D Life insurance
h [I Prescription drug
| |:| Indemnity contract

[ D Vision
g [l Supplemental unemployment
k D PPO contract

e I:l Temporary disability {accident and sickness)
i I:l Stop loss (large deductible)
m D Other (spacify) »

9 Experience-raled contracts:
a Premiums: (1) Amountreceived . . . . . . . 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase {decrease) in unearned premium reserve P E W e N T 9a(3)
(4) Eamed (N+@-(3) + + = + + o + &+ b b b e e e e eeee ... ] 9a(d)
b Bensfitcharges (1} Claims paid ~ « « « « & & & & o & & o « o & 9b(1)
(2) Increase (decrease) in claim reserves e e e e e e e e 9b(2)
{3) Incured claims (add (1DaNd{2)) + & v « 4 4 4 4 b b e e e e e e e . . Mol 9b(3)
(4) Claimscharged .« . &+ v 4 4 v 4 4 4 e e e e e e e e e e e e e e e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) Commissions. . . . . .« « « &« v 4 v 4 o w e e e Oc(1)(A)
(B) Administrative service or other fees . - 9c(1}B)
{C) Other specific acquisition costs . . 9c(1)(C)
(D) Other expenses c e e 9c{1)(D)
(E) Taxes. . . . e e e P 9c{1)}E)
(F) Charges for risks or other contingencies . ) 9c({1)(F)
(G) Otherretentioncharges + .+ + o+ + « o « « « o + o o 9c{1)(G)
(H) Totalretertion . . &« v v 4 v o v 4 & & = o o o o v o v 2 o o s = o o Se(1XH)
(2) Dividends or retroactive rate refunds. (These amounts were Dpaid in cash, or Dcnedited.) e 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement - 9d(1)
{2) Claim reserves . . e e e e e e e e s . e e e e s . 9d(2)
{3) Otherreserves . . e e e e e e s . . e v s e e s 9d(3)
€ Dividends or retroactive rate refunds dus. (Do not include amount entered in line 9¢{2).) v e e e e 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paidtocamier . . - . . . . . . . 2 . 4 4 . . 10a
b if the carrier, service, or other organization incurred any specific casts in connection with the acguisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount & e TR e 10b

Specify nature of costs »

[ Part IV] Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Scheduls A?
12 If the answer to line 11 is "Yes," specify the information not provided. »

..HYes |_|No




B . . OMB No. 1210-011
SCHEDULE C Service Provider Information o 12100110
(Form 5500) 2017
Deparimant of the Treasury This schedule is required to be filed under section 104 of the Employee
Intemal Ravenue Service Retirement Income Security Act of 1974 (ERISA).
riment of
Empioyes Benehl Bl faministration P File as an attachment to Form 5500. This Form is Open to Public
Pansion 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
Lima Convalescent Home Foundation, Inc. 403 (b) Retirement Plan lan number (PN} 4 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Lima Convalescent Home Foundation, Inc. 34-4473976

| Part]l [ Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who recsived, directly or indirectly, $5,000
or more in fotal compensation (i.e., money or anything else of menetary 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 fo
answer ling 1 but are not required to include that person when completing the remainder of this Part.

Information on Persons Receiving Only Eligible Indirect Compensation

@ Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they receivaed only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)  ...ce.ceue... [ Yes [X] 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
recsived only eligible indirect compensation. Complete as many entfries as needed (see instructions).

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 Schedule C (Form 5502)75% g
v.
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{b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation

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




Schedule C (Form 5500) 2017

Page3-[ 1]

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)

MML Investors

Services LLC

04-2746212

organization, or
perscn known to be

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

compensation? {sources
other than plan or plan

compensation, for which the
plan received the required

service provider excluding
eligible indirect

(b) {c) (d) (e) g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter fotal indirect Did the service
Code(s) jemployer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you

organization, or  |by the plan. If none,| compensation? {sources | compensation, for which the | service provider excluding | a formula instead
person known to be enter -0-. other than plan or plan | plan received the required eligible indirect of an amount
a party-in-interest SPONSOr) disclosures? compensation for which you or estimated
answered "Yes" to element amount?
(P. If none, enter -0-.
49 5599 Other
Services Yes[X] MNo[] Yes [] No[X] Yes [] No[X]
O 8,044
I
{@) Enter name and EIN or address (see instructions)
Principal Life Ingpurance Company 42-0127290

(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

organization, or by the plan. If none,| compensation? {(sources | compensation, for which the | service provider excluding | a formula instead

person known to be enter -0-. other than plan or plan | plan received the required eligible indirect of an amount

a party-in-interest sponsor} disclosures? compensation for which you or estimated

answered "Yes" to element amount?
(). If none, enter -0-.
1337 50 64 Contract
Adminstrator Yes[X] No[_] Yes [X] Na[_] Yes [] No[X]
4,472 0
(a) Enter name and EIN or address (see instructions)

(b} (c) (d) (e) g (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

& formula instead
of an amount

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

3 If you reporied on line 2 receipt of indirect compensation, other than efigible 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 ling 2 (b) Service Codes (¢} Enter amount of indirect
(see instructions) compensation
MML. Investors Services LLC 49 55 99
8,044
(d)Enter name and EIN (address) of source of indirect compensation #:) Describe the indirect compensation, including any
rmula used to determine the service provider's eligibility

for or the amount of the indirect compensation.

Principal Life Insurance Company 42-0127290 Commissions and Referrai/Service Fee
{a) Enter service provider name as It appears on line 2 (b) Servica Codes {¢) Enter amount of indirect
(see instructions) compensation
() Enter name and EIN (address) of source of indirect compensation £)e) Describe the indirect compensation, including any
rmula used to determine the service provider's eligibility

for or the amount of the indirect compensation.

{@) Enter service provider name as it appears on line 2 (b) Service Codes {c) Enter amount of indirect
(see instructions) compensation
{d)Enter name and EIN (address) of source of indirect compensation Le) Describe the indirect compensation, including any
rmula used to determine the service provider's eligibility

for or the amount of the indirect compensation.
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E Partll | 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| {€) 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 {b)Nature of| {€) Describe the information that the service provider fafled or refused to
instructions) Service provide
Code(s)
[ - — 3
(@) 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 {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 {b}Nature of| (¢} Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
{a) Enter name and EIN or address of service provider (see (b)Nature of| {€) Describe the information that the service provider failed or refused to
instructions) Service) provide
Code(s
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i Partlit | Termination Information on Accountants and Enrolled Actuaries {see instructions)

| {complete as many entries as needed)

a_ Name: b EIN:
[ Position: =4 :
d  Address: € Telephone:
Explanation:
a Name: b EIN:
[+ Position:
d  Address: e Telephone:
Explanation:
a Name: b EIN:
€ Paosition: =
d  Address: € Telephone:
Explanation:
[
a Name: b EIN:
C Position:
d  Address: @ Telephone:
Explanation:
a Name: b EIN:
¢ Position: 4
d Address: @ Telephone:

Explanation:




SCHEDULE H
{(Form 5500)

Department of the Treasury

Depariment of Labor
Empleyes Benefits Security Adminlstration

Pension Benefit Guaranty Corporation

Financial Information

Internal Revenue Code (the Code).
P} File as an attachment to Form 5500.

OMB No. 1210-0110

This schedule is required fo be filed under section 104 of the Employee 2017
Intemal Revenus Service Retirement Income Security Act of 1974 (ERISA), and section 6058{a) of the

This Form Is Open to Public
Inspection

For calendar plan year 2017 or fiscal plan year baginning 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit

Lima Convalescent Home Foundation, Inc.

403 (b) Retirement Plan

plan number (PN) » 001

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

Lima Convalescent Home Foundation, Inc.

D Employer Identification Number (EIN)
34-4473976

l 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 1¢(9) through 1¢(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |Es do not complete lines 1b{1), 1b{2), 1c{B), 1g, 1h,

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

Assets {a) Beginning of Year {b} End of Year
@ Total noninterest-bearing cash 1a
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions 1b(1} 18,6089
(2) Participant contributions 1b(2)
(3) Other 1b(3)
C General invesiments:
(1} Interest-bearing cash (include money market accounts & certificates 1¢e(1)
of deposit)
(2) U.S. Government securities 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A} Preferred 1c{3)(A)
(B} All other 1c¢{3)(B)
{4) Corporate stocks (other than employer securities):
{A) Preferred 1c(d)(A)
{(B) Common 1c{4)(B}
(5) Partnership/joint venture interests 1c(5}
{6} Real estate (other than employer real property) T —— 1¢(6)
(7} Loans (other than to participants) 1¢(7)
(8) Participant loans 1c(8) 14,251
(9) Value of interest in common/collective trusts semesmrermsee s amsraern - 1c(9)
{10) Value of interest in pooled separate accounts A ——— 1c{10)
{11) Value of interest in master trust investment accounts sessanmsesnabimmannes 1c{11)
{12) Value of interest in 103-12 investment entities FE—— -y )
{13) ;llj?‘I:se)of interest in registered investment companies (e.g., mutual 1c(13) 787,194
(14) ::I:r?:rea gtfs funds held in insurance company general account (unallocatad 1c(14) 306,180 77,990
{(15) Other 1c{15) 609,589 0

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

Schedule H {(Form 5500} 2017
v.170203
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1d Employer-related investments: (a) Beginning of Year {b) End of Year
(1) Employer segurities 1d(1)
{2) Employer real property 1d(2)
e Buildings and other property used in plan operation 1e
f Total assets (add all amounts in lines 1a through Te) 1f 915,769 898,084
Liabilities
g Benefit claims payable 19
h Operating payables th
i Acquisition indebtedness 1i
j Other liabilities 1j
k Total liahilities (add all amounts in lines 1g through 1j) 1k
Net Assets
| Net assets (subtract line 1k from line 1f) 1l 915,759| 898,084

I 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. MT!As, CCTs, PSAs, and 103-12 IEs do not complete
lines 2a, 2b(1)E), 2e, 2f, and 2g.

Income (a) Amount (b} Total
a Contributions:

(1) Received or receivable in cash from: (A) EMPIOYErs  coerersemnmsessssvessensns | 22(1 )A) 35,617

(B) Participants 2a(1)(B) 52,035

{C) Others (including rollovers) 2a(1)}C) 4]
(2) Noncash contributions 2a(2) 13,376
(3) Total contributions. Add iines 2a{1){A), (B), {C), and line 2a{2)  .vereeen | 2a(3} ' 101,028

b Earnings on investments:

(1) Interest:

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

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

(B) U.S. Government securities 2b{1}{B)

{C) Corporate debt instruments 2b(1)(C)

{D) Loans {other than to participants) 2b{1)(D})

{E) Participant loans 2b{1){E) 358

(F) Other 2b(1)(F} &

(G) Total interest. Add iines 2b{1){A) through {F) 2b(1}(G) 364
{2) Dividends: (A) Preferred stack 2b{2)(A)

(B) Common stack 2b(2)(B)

{C) Registered investment company shares (e.g. mutual funds}) 2b{2)(C) 0

(D) Total dividends. Add lines 2b{2}{A), (B), and {C)  .esisremerresessesmeeess | 2b{2)(D) 0
(3} Rents 2b(3)
(4) Net gain {loss) on sale of assets; (A) Aggregate proceeds 2b(4){A)

(B} Aggregate carrying amount {see instructions) —————————— 1 T/ \ (- }

(C) Subtract line 2b{4)}(B) from line 2b(4)(A} and enter result  wuswmane | 2b{4)(C)
{5) Unrealized appreciation (depreciation} of assets: (A) Real estate e | 2b(5)(A)

{B) Other 2b(5)(B)

(C) Total_unrealized appreciation of assets. 2b(5)(C)

Add lines 2b{5)}(A) and (B)
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{a) Amount {b) Total
(6} Netinvestment gain {loss) from common/collective trusts weeersssessssmsaseer | 2B(6)
(7) Net invesiment gain (loss) from pooled separate accounts e 2b(7)
{8) Net investment gain (loss) from master trust investment accounts  .usess " 2h(8)
{9) Net investment gain (loss) from 103-12 investment entiies .sswessssasssass - |_2b(9)
{10) Net inve_stment gain (loss) from registered Investment 2b(1 0)
companies (e.g., mutual funds) 55,525
¢ Other income 2c 44,479
d Total income. Add all income amounts in column (b) and enter total  wewmmeee |20 . 201,396
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers ... | _2€{1) 214,834
(2) To insurance carriers for the provision of benefits 2e(2)
(3) Other 2e(3) 0
(4) Total benefit payments. Add lines 2e{1) through (3) 2e(4) 214,834
f Corrective distributions (see instructions) 2f
g Certain deemed distributions of participant loans (see instructions) ...... SO 2g 4,247
h Interest expense 2h
i Administrative expenses: (1) Professional fees 2i(1)
(2) Contract administrator fees 2i(2) 0
(3) Investment advisory and management fees 2i(3)
{4) Other 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through {(4) ..ecesemcesmsencene | 20(5) 0
j Total expenses. Add all expense amounts in column (b) and enter 1otal oo 2j 219,081
Net Income and Reconciliation
k Net income (loss). Subtract line 2j from line 2d 2k _____(17,685)
| Transfers of assets: ¢ o -
{1) To this plan 21{1)
{2) From this plan 21(2)

| Partil | 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.

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

b_Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 andlor 103-12(d)? [X] Yes [ JNo
C_Enter the name and EIN of the accountant {or accounting firm) below: i

{1) Name: Stroh Johnson & Company LLP (2) EIN: 34-1454245

d The opinion of an independent qualified public accountant is not attached because;
{1) [ This form is filed for a CCT, PSA, or MTIA. (2) [ twill be attached to the next Form 5500 pursuant to 29 GFR 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, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 |Es also do not complete lines 4j and 4l. MTIAs also do not complete line 41,

During the plan year: Yes| No Amount

a Was there a failure to transmit to the plan any participant confributions within the time
period described in 20 CFR 2510.3-1027 Continue to answer "Yes" for any prior year faliures until | —
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.)  .ewssssss | 4@ X

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of plan year or classified during the year as uncoilectible? Disregard participant loans
secured by participant's account balance. {Attach Schedule G {Form 5500) Part | if "Yes" is : 1
checked.) 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.) 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 Ill if "Yes" is
checked.} 4d X
e Was this plan covered by a fidelity bond? do | X 150, 000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by =z —-—
fraud or dishonesty? 4f X
@ Did the pian hold any assets whose current value was neither readily determinable on an — =
established market nor set by an independent third party appraiser? _ig 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? .umesssssees | 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 requirements.} 4i X
§ 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.) 4 X
k Were all the plan assets either distributed to participants or beneficiaries, transferred to another —= o —
plan, or brought under the control of the PBGC? 4k X
| Has the plan failed to provide any benefit when due under the plan? 41 X
m If this is an individual account plan, was there a blackout period? (See instructions and 28 CFR =% .
2520.101-3.) 4m X
n If 4m was answered "Yes," check the "Yes" box if you either provided the required notice or one of =l
the exceptions to providing the notice applied under 29 CFR 2520.101-3. an
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year? [_] Yes [X] No
If "Yes," enter the amount of any plan assets that reverted to the employer this year
5b I, 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)

Sb{3)PN(s}

Sc if the plan is a defined benefit plan, is it covered under the PBGC insurance program {see ERISA section 4021.)%uwee ] Yes [ Mo [] Not determined

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

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

For the plan year beginning 01/01/2017 andending 12/31/2017

Name of plan

Lima Convalescent Home Foundation, Inc. 403(b) Retirement Plan

Employer Identification Number Three-digit

34-4473976 plan number »  gp1

{a) (b) ldentity of issue, borrower, lessor, nrsimilarpan‘L {c) gﬁ?ﬁﬁg}g&?jgﬁ;ﬂf g::’g:"%;ﬁwyaﬁid' {d) Cost {e} Cumrent value
The American Funds AME FNDE CAP WLD GRO & IN R3 9,901
American Funds Service Co AMER FUNDS NEW WORLD R3 7,279
American Funds Service Co AMERICAN FUNDS AMCAP R3 20,223
Invesco Funds Group INVESCO GROWTH AND INCOME R 20,098
Lord Abbett LORD ABBETT HIGH YIELD R2 2,776
Pimco Funds PIMCO INCOME R FUND 53,453
Principal Life Ingurance Co PRIN FIXED INC GUAR OPTION 77,990
Principal Funds Inc PRIN LGCAP S&P 500 IDX R3 0 12,751
Principal Funds Inc PRIN LIFETIME 2010 R3 20,934
Principal Funds Inc PRIN LIFETIME 2015 R3 25,405
Principal Funds Inc. PRIN LIFETIME 2020 R3 112,470
Principal Funds Inc PRIN LIFETIME 2025 R3 160,834
Principal Funds Inc PRIN LIFETIME 2030 R3 20,453
Principal Funds Inc PRIN LIFETIME 2035 R3 221,096
Principal Funds Inc PRIN LIFETIME 2040 R3 3,136
Principal Funda Inc PRIN LIFETIME 2045 R3 20,829
Principal Funds Inc PRIN LIFETIME 2050 R3 7,518
Principal Funds Inc PRIN LIFETIME 2055 R3 8,855
Principal Funds Inc PRIN SMCAP S&P 600 IDX R3 20,183
Franklin Templeton Investments |TEMPLETON FOREIGN R 15,081
Vietory Funds VICTORY SYCAMORE EST VAL R 19,917
Participant Loans INTEREST RATE RANGCE 4%-5.2E% 14,314




SCHEDULE R Retirement Plan Information OME No. 1210-0110
rimont of e T This schedule is required to be filed under sections 104 and 4065 of the
ngfema[ Rem:e 'S":‘r;,::’: Employee Retirement income Security Act of 1974 (ERISA) and section
6058(a) of the Internal Revenue Code (the Code).
Emp,m'gz;";?a;f;;'ﬂm,mmﬁm This Form Is Open to Public
: » File as an Attachment to Form 5500. Inspection.
Pension Banefit 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
Lima Convalescent Home Foundation, Inc. 403 (b) Retirement Plan :"!:;‘)"“mbe; 001

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

D Employer Identification Number (EIN)

Lima Convalescent Home Foundation, Imc. 34-4473976
| Part] | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1  Total value of distributions paid in property cther than in cash or the forms of property specified in the
NSEUCHONS » - & & & v v b v b e e e e e e e e e e e e e e e e e e e 1 0

2 Enterthe 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 fwo

payors who paid the greatest dollar amounts of benefits):
EIN(s): 42-0127290

13-558182%9

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

Part ll

ERISA section 302, skip this Part)

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

4 s the plan administrator making an election under Code section 412{d)(2) or ERISA section 302(d)(2)?. . .

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

5  Ifawaiver 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:

[J Yes [ nNo [ wia

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
deficiency notwaived) . . . . . . . . . . . v e . . B
Enter the amount contributed by the employer to the plan for this plan year

C  Subiract the amount in ling 6b from the amount in line 6a. Enter the result

(enter a minus sign to the left of a negative ameunt) N T

If you completed line 6¢, skip lines 8 and 9.
7 Wwill the minimum funding amount reported on line 6¢ be met by the funding deadline? .

Enter the minimum required contribution for this plan year (include any prior year accumulated funding

6b

6c

O Yes [ Ne 1 NiA

8  Ifa 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

admlmstratoragreewﬂhihechange" e Ay .EEN. .

[ Yes [ ne [ nia

Partlil | 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. If no, check the "No" box P T T T

] Increase

[ Both [ No

] pecrease

Part IV

skip this Part.

ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(a)7) of the Intemal Revenue Code,

10 Were unallocated employer securities or proceeds from the sale of unailocated securities used to repay any exempt loan? . . .

[CdYes [No

11 a Doesthe ESOP hold any preferred stock? .+ + + - . « = &+ + « « .+ . .

b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back” loan?

(See instructions for definition of "back-to-back" loan.) T —

[J Yes
[JYes []Ne

] No

12 Does the ESOP hold any stock that is not readily tradable on an established securities market? . . . . . . . . . . .

[JYes [ INe

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 mora than 5% of total contributions ta 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 confributing employer

b EN € Dollar amount contributed by employer

d Date collective bargaining agresment 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

€@  Contribution rate information (if more than ane rate applies, check this box [ and see instructions regarding required attachment. Otherwise,
complete fines 13e{1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
{2) Baseunitmeasure: [ | Hourly [] Weekly [ Unit of production [CJother (specify):

a Name of confributing employer

b EIN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contribufes under more than one collective bargaining agresment, check box |:|
and see insiructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year
@  Contribution rate information (if more than one rate applles, check this box ]:| and see instructions regarding required aftachment. Otherwise,

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

(2) Base unit measure: [_] Hourly [J weekly [] Unit of production [Jother {specify):

a  Name of confributing employer

b EN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires {if employsr confributes under more than one collective bargaining agraement, check box O
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 |:| and see instructions regarding required attachment. Otherwise,
compiete lines 13e(1) and 13e(2).)
(1) Contribution rate {in dollars and cents)
{2) Base unit measure: [_] Hourly [ weekly ] unit of production [CJother (specify):

@  Name of contributing employer

b EIN € Dollar amount confributed by employer

d  Date collective bargaining agreement expires (ff employer confributes under more than one collective bargaining agreement, check box |:]

and ses instructions regarding required aitachment. Otherwise, entsr the applicable date.) Manth Day Year

@  Contribution rate information (if more than one rate applies, check this box [ and see insiructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).}
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: [_] Hourly [ weekly  [] Unit of preduction [C]other (specify):

a Name of contributing employer

b EN ¢ Dollar amount contributed by emplayer

d  Date collsctive bargaining agreement expires (if employer conlributes under more than one coflective bargaining agreement, check box [_]
and ses instructions regarding required aftachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information {if more than one rafe applies, check this box |:| and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).}
(1) Contributlon rate (in dollars and cents
(2) Base unit measure: |:| Hourly Woeekly D Unit of production |:|0ther (specify):

a Name of contributing employer

b EN € Dollar amount contributed by employer

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

€  Contribution rate information (if more than one rafe applies, check this box [ and see instructions regerding required attachment. Otherwise,
complete lines 13se(1) and 138(2).}
(1) Contribution rate (in dollars and cents)
(2) Baseunitmeasure: [ | Hourly  [] Weekly [ Unit of production [Clother (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 Theoumentyear- - o + & 4 4 4 + & « + % 4 e e e e e e e e e e e e . . .| 142
b The plan year immediately preceding the currentplanyear . . . . . . + . . . . . . . - . .| 14b
C ThesecondprecedingPlanyear . . .+ & & & & o 4 4 o = & » o * o o « . . * o+ o® . 14c

15 Enter the ratic 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:
@ The corresponding number for the plan year immediately preceding the currentplanyear . . . . . . .| 15a

b The comresponding number for the second precedingplanyear . . . . <« « + s s + + s « . .| 15b

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

@ Enter the number of employers who withdrew during the precedingplanyear . . . . . . . . . . .| 16a

b ifline 16ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawnemployers  + . . . . & « v v ¢ 4« 4 s 4 . v . 4 s 4 s

17 I 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 asanatachment. « + . . « « & ¢ ¢ 4 4t v e e e e e e e e e e e e e e [:]

[Part VI_ | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 i any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whele 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 Included as anattachment . . . . 4 . 0 . i v v e w i e e e e s e e e e e e e .. O

19 I the total number of participants is 1,000 or mors, complete lines (a) through (c)
a Enter the percentags of plan assets held as:
Stock:k ______ % Invesiment-GradeDebt: _____ % High-YieldDebt: ______ % RealEstate: ______ % Other________ %
b Provide the average duration of the combined investment-grade and high-yeild debt:
[Jo3years []36years []6-9years []9-12years [] 1215years [ ] 1518years [_] 18-21years [ ] 21 years or more
C What duration measure was used to calculate line 19(b)?
[ Effective duration  [_] Macaulay duration [ ] Modified duration [ ] Other (specify):
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Schedule of Assets (Held At End of Year)

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

Name of plan

Li ma _Conval escent Home Foundation, Inc. 403(b) Retirenent Plan

Employer Identification Number Three-digit

34- 4473976 plan number  » 001

(@) (b) Identity of issue, borrower, lessor, or similar part] © ?a?Zcéifﬁg?:rgti’n:;f;g?;ﬁ |’;1acrlug|rnr% ;ﬁ?y?’aﬁu&;e’ (d) Cost (e) Current value
The Anerican Funds AME FNDS CAP W.D GRO & I N R3 9,901
Anerican Funds Service Co AMER FUNDS NEW WORLD R3 7,279
Anerican Funds Service Co AMERI CAN FUNDS AMCAP R3 20, 223
I nvesco Funds G oup | NVESCO GROAMH AND | NCOVE R 20, 098
Lord Abbett LORD ABBETT HI GH YIELD R2 2,776
Pi nco Funds Pl MCO | NCOVE R FUND 53, 453
Principal Life Insurance Co PRI N FI XED | NC GUAR OPTI ON 77,990
Princi pal Funds |nc PRI N LGCAP S&P 500 | DX R3 0 12,751
Princi pal Funds |nc PRI N LI FETI ME 2010 R3 20,934
Princi pal Funds |nc PRI N LI FETI ME 2015 R3 25, 405
Princi pal Funds Inc. PRI N LI FETI ME 2020 R3 112, 470
Princi pal Funds |nc PRI N LI FETI ME 2025 R3 160, 834
Princi pal Funds |nc PRI N LI FETI ME 2030 R3 20, 453
Princi pal Funds |nc PRI N LI FETI ME 2035 R3 221, 096
Princi pal Funds |nc PRI N LI FETI ME 2040 R3 3,136
Princi pal Funds |nc PRI N LI FETI ME 2045 R3 20, 829
Princi pal Funds |nc PRI N LI FETI ME 2050 R3 7,518
Princi pal Funds |nc PRI N LI FETI ME 2055 R3 8, 855
Princi pal Funds |nc PRI N SMCAP S&P 600 | DX R3 20, 183
Franklin Tenpl eton I nvestnents | TEMPLETON FOREI GN R 19, 081
Vi ctory Funds VI CTORY SYCAMORE EST VAL R 19,917
Parti ci pant Loans | NTEREST RATE RANGE 4% 5. 25% 14, 314




