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 015
COMMUNITY HOSPITAL RETIREMENT PLAN number (PN) »
1c Effective date of plan
07/18/1966
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 31-1161086
MERCY HEALTH 2C Plan Sponsor’s telephone
number
513-952-4637
1701 MERCY HEALTH PLACE 2d Business code (see
OFFICE N3267 instructions)
CINCINNATI, OH 45237 622000

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. 10/15/2018 JOHN ALLISON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual sighing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2017)

v. 170203
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3a

Plan administrator's name and address D Same as Plan Sponsor

3b Administrator's EIN
81-3900857

MERCY HEALTH RETIREMENT PLAN COMMITTEE

1701 MERCY HEALTH PLACE
OFFICE N3267
CINCINNATI, OH 45237

3C Administrator's telephone
number
513-952-4637

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 ‘ 854
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) 184
a(2) Total number of active participants at the @nd of the PIAN YA .............cvvveerverrivserissressesssssssses s esssssssssesessessseen, 6a(2) 189
b Retired or separated participants reCeiVing DENEMILS ..............c.cccvvuiueiieeieeeeiee ettt s e en e s senen 6b 94
C Other retired or separated participants entitled to fUtUrE DENEFILS ............oieee oo 6C 486
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 769
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........c.ccocieiiiiiiiicnies 6e 9
T TOtal. A lINES BA ANA BE. .....eoeeeeoeeeee et e ens s es s senssnes 6f 778
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
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:
1A 1C 1l
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) |:I MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan ©) —2_ A (Insurance Information)
actuary (4) C (Service Provider Information)
?3) SB (Single-Employer Defined Benefit Plan Actuarial ®) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)
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Part Il | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) cooomieoiereiiene e e [] vyes [] No

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2017

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
COMMUNITY HOSPITAL RETIREMENT PLAN plan number (PN) Y 015
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
MERCY HEALTH 31-1161086
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
AMERICAN UNITED 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
35-0145825 60895 B00343 38 01/01/2017 12/31/2017

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid

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

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017

v. 170203



Schedule A (Form 5500) 2017 Page 2 —| 1

(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




Schedule A (Form 5500) 2017

Page 3

Part I

this report.

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

4 Current value of plan’s interest under this contract in the general account at year end..................cccococceveroverreenennnn. 4 128379
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) X other (specify) » GROUP ANNUITY CONTRACT
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) other P GROUP ANNUITY CONTRACT
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 127132
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1) 0
(2) DIVIAENAS @NA CrEAILS .........oeveeeceeeeeeeeeeeeeeeeeeeee e 7c(2) 0
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3) 4731
(4) Transferred from SEPArate aCCOUNL .............cevevevvereeeeeeeeresseeseneneneeen] 7c(4) 0
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5) 0
4
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6) 4731
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d 131863
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 3484
(2) Administration charge made by Carfier...........ccccovevveeeeeeeeeeeeeeeseeeennn] 7e(2) 0
(3) Transferred to separate account .1 7e(3) 0
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceesecee et 7e(4) 0
4
(5) TOAl ARAUCHONS .......c..cvoeeeeeeeeeeee oo e s s s ee s e s en s s s seeneeneenes s 7e(5) 3484
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee 7f 128379
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

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

Specify nature of costs.

| Part IV | Provision of Information

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

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




SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2017

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
COMMUNITY HOSPITAL RETIREMENT PLAN plan number (PN) Y 015
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
MERCY HEALTH 31-1161086
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
AMERICAN UNITED 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
35-0145825 60895 B00343 2 01/01/2017 12/31/2017

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid

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

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Page 3

Part I

this report.

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

4 Current value of plan’s interest under this contract in the general account at year nd...................cccooveveveverereueeeeeennn... 4 111
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
©) other (specify) P GROUP ANNUITY CONTRACT
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) other P GROUP ANNUITY CONTRACT
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 107
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1) 0
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2) 0
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3) 4
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4) 0
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5) 0
4
(B)TOAl AUTIONS ......ooveoooeeeveeeeee e 7c(6) 4
d Total of balance and additions (add iNES 70 AN 7C(B)). ....vuevevervreeererrcereeeeesieeeeeeeee et saeeae s ieree s l 7d 111
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made by Carfier...........ccoveerverieiieeveiieeeesee e 7e(2) 0
(3) Transferred to separate account .1 7e(3) 0
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceesecee et 7e(4) 0
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) 0
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee 7f 111
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

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

Specify nature of costs.

| Part IV | Provision of Information

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

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




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2017

Department of the Treasury

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

Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is O i
| ) N pen to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017

P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
COMMUNITY HOSPITAL RETIREMENT PLAN plan number (PN) 3 015
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
MERCY HEALTH 31-1161086
E Typeof plan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: [ | 100 or fewer [ | 101500 [X| More than 500
‘ Part | | Basic Information
1  Enter the valuation date: Month _ 01 Day 01 Year 2017
Assets:
AMATKEE VAIUE .......eceeveiieec ettt ettt ee sttt s s s e sae e et e et ssnsee st et e st ee s s s s e esesans et et et et s snans st etesasenenensnanes 2a 40376770
D ACIUANAI VAIUE ...ttt n s s e st en s s naneneetenen e 2b 41150071
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment ..........ccccceeveveeiveeennnnd| 87 4754456 4754456
b For terminated vested PartiCiDANLS .............ccc.cceveveeuerceeiesieseeee e 583 17988492 17988492
C FOr aCtiVe PArICIPANTS ......eeiiiiiiiii ettt e et e e s 184 11088734 11093569
Lo I (o) - ISR OO 854 33831682 33836517
4 |fthe plan is in at-risk status, check the box and complete lines (&) and (b)........c..ccccevveuenn.... |:|
a Funding target disregarding prescribed at-risk asSUMPLIONS...........cociiiiiiiiiiiii e 4a
b Fuqding target reflecting at—ri§k assumptiqns, but disreggrding trgnsition r'ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccccoevveciiiecciineenne
B EffECHVE INEEIEST TALE ........e.eeceeeceeeee ettt ee et e et e s e e et et e s s e e e e et eeese e ee st es s ensnaeantesesenennenenaneen 5 5.83%
B TAIGEL NOMMAI COSE ..evivviieececectete ettt ettt ettt ettt e st et et e s aet e s et et et ennsee st et e se st e e st es s s eanaeteses s s snanesaneen 6 150000

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 10/08/2018
Signature of actuary Date
GREGORY GIBBY 17-07669
Type or print name of actuary Most recent enrollment number
MERCER 614-227-5527
Firm name Telephone number (including area code)

325 JOHN H. MCCONNELL BLVD
SUITE 350
COLUMBUS, OH 43215-7644

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see |:|
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2017

v. 170203



Schedule SB (Form 5500) 2017

Page2-[1 |

Part Il Beginning of Year Carryover and Prefunding Balances

(a) Carryover balance

(b) Prefunding balance

7 Balance at beginning of prior year after applicable adjustments (line 13 from prior

DL I PSP PP PP PP UPRPPRPPPPRPPORY 0 7565590
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior

D=2 L [P 0 0
9  Amount remaining (line 7 MiNus iN€ 8)..........ccceveevrvrviveriiirerierernns 7565590
10 Interest on line 9 using prior year's actual return of __ 7.29 %......cccccoverererererernnnn) 551532
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year)..........ccoccveeviveennind) 0

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year

Schedule SB, using prior year's effective interest rate of 6.04% ..............] 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=] 100 TSROSO P PR PRPTP PR PSPPI

C Total available at beginning of current plan year to add to prefunding balance 0

d Portion of (c) to be added to prefunding balance............cc.ccceveeueveererieerecsereean) 0
12 Other reductions in balances due to elections or deemed elections.............................] 8117122
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ................... 0 0

Part lll Funding Percentages

14 FUNding target AttaiNMENt PEFCENTAGE ........ov.veeeveeeeeeeeeeeeeeee e eeeeeeeeeeeeeeeeeeeeeee e seeseeeesese e eeeseeeee s eeeseeeseeee e seeseseeeseeseeeeeesseseeeseeeeeseseeseeesseeeseseeeeeee 14 121.61%
15 Adjusted funding target attaiNMENt PEICENTAGE ........cv.v.ieeeeeeeeeeeeeeeeeeeee oot ee e e e eeeeee et eeee e e e st ee e e e e eeen et eeeeeeee e s neeeeeneeens 15 121.61%
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16

YEAI'S FUNGING TEOUITEIMIENT. .........ocvevceeeeeeeeecee e eeeee e eee et eee ettt es e et ee st e s s aesenessesaesen e es s ee s s sen s sns s et enestesnassenessensnaesenansned 103.56%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ..............cc.cocveveeen... 17 %

Part IV Contributions and Liquidity Shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
Totals » 18(b) 18(c)

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years. .........ccccceveevvveeriveennnns 19a

b Contributions made to avoid restrictions adjusted t0 VAlUALION ALE .................ccceueveveeereeeeecereeieseresececeeeeesenesenans 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢ 0
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ocii it D Yes No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner? ...........c.cc.ccoeveerveioeuerieeeneeneneeenn, D Yes D No

C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2017
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PartV | Assumptions Used to Determine Funding Target and Target Normal Cost
21 Discount rate:
a Segment rates: 1st segment: 2nd segment: 3rd segment: )
4.16% 572% 6.48 % D N/A, full yield curve used
b Applicable MONth (ENEEF COUR) ...t e e 21b 0
22 Weighted aVerage FEtIBIMENE A0E...........ov oo eeeeeeeeee e eeee et e e et ee e e e e oo e e e e et e s e et ee e 22 63

23 Mortality table(s) (see instructions) D Prescribed - combined Prescribed - separate |:| Substitute
Part VI |Miscellaneous Items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
EE L £ ot g 0 =T o TP OO TR U RO PP PR PRP Yes D No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment.................c.cococouev...... D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment......................... Yes D No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHIMENT ... ettt sttt eb et ettt et siee e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for @ll PHIOF YEAIS .........c.c.cvcuevcuereeeeeeeeeeeeeeeie et es s ies st 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(g TR R ) TSSOSO SO P OPRRURRPPRP 0
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS liN€ 29) .........ccceceevvveerierreeeierennss 30 0
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (N B) .........eeeuiveveeeieeeececeeteetee s eeeeee ettt es s s eaeaete s et et eesesesesese s et s s s ssssesessnssssaetesesenessssnansesasans 31a 150000
b Excess assets, if applicable, but not greater than liNE 3La ..........c.ccoeeueveveverieceeeeeeseeeseeee e 31b 150000
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment...
b Waiver amortization inStallMENt ................cc.ccrerriueiiieieieieiieeeeeeseeee e 0
33 if a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........ccccovvvvriieniiniienneenn 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUINEMENT ...t 0
36 Additional cash requirement (liN€ 34 MINUS NE 35) ..........ccevreieeieieeeeeesieeeeeseeeeee st eee st sse s eness e 36 0
37 fgr;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
[0 T TSSOSO TSP U PP TP TPO PR TR UPPPPRPPORPPPON
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, Of [INE 37 OVEN N B6) .........ccvvrveiverceeeeeeeeereceeieeeeeeeeseeseneeee s ese s st eee st enesaes e snesd 38a 0
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) .........cc.c..ccceuevue... 39 0
40 uUnpaid minimum required cONHBULIONS O All YEATS............cc.cvevevereeeeeeceeeeceeeeeeeeeeee e ss e eree e s 40 0
Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
b= TSt a0 [0 L= 1= (=Y o RS SRRN D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in line 41a was made

[ ]2008 [ ]2009 []2010 [ ] 2011

42 Amount of acceleration adjustment

42

43 Excess installment acceleration amount to be carried over to future plan years

43




: . : 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
COMMUNITY HOSPITAL RETIREMENT PLAN plan number (PN) > 015
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
MERCY HEALTH 31-1161086

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . .. ........... Yes D No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

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

PIMCO 650 NEWPORT CENTER DRIVE
NEWPORT BEACH, CA 92660

33-0629048
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
THE VANGUARD GROUP, INC. P.O. BOX 2900
VALLEY FORGE, PA 19482
23-1945930
(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



Schedule C (Form 5500) 2017 Page 2- |1

(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
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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)

MERCER, INC.

13-2834414

(b)

()

(d)

()

(f)

@)

(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  |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-.
1117 NONE 90147

Yes D No

Yes D No D

Yes |:| No D

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

CONDUENT HR SOLUTIONS, LLC

04-3609848

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

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

(e)
Did service provider
receive indirect
compensation? (sources

()
Did indirect compensation
include eligible indirect
compensation, for which the

(¢))

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
15 NONE 50381

Yes |:I No

Yes D No D

Yes |:| No D

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

KEATING, MUETHING & KLEKAMP PLL

31-0570030

(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?

29

NONE

7783

Yes D No

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)

STATE STREET BANK AND TRUST COMPANY

04-1867445

(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?

25 NONE 5335
YesD No YesD NoD Yes[l N0|:|
(a) Enter name and EIN or address (see instructions)

(b) © (d) e (0 . @ 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-.
YesD NOI:I YesD NOI:I Yes[l NOI:I
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (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?

Yes D No D

Yes D No D

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

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

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

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

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

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

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

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

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D DFE/Participating Plan Information

(Form 5500)

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 Labor » File as an attachment to Form 5500.

Employee Benefits Security Administration

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
COMMUNITY HOSPITAL RETIREMENT PLAN plan number (PN) > 015

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

MERCY HEALTH

D Employer Identification Number (EIN)

31-1161086

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

(Complete as many entries as needed to report all interests in DFES)

a Name of MTIA, CCT, PSA, or 103-12 [E: MERCY HEALTH ERISA RETIREMENT TRUST

b Name of sponsor of entity listed in (a): MERCY HEALTH
C EIN-PN 45-4941647-001 d Entity M | €
code

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

42167159

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

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

d Entity e

C EIN-PN
code

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

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

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

d Entity e

C EIN-PN
code

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

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

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

d Entity e

C EIN-PN
code

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

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

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

d Entity e

C EIN-PN
code

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

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

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

d Entity e

C EIN-PN
code

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

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

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

d Entity e

C EIN-PN
code

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

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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
COMMUNITY HOSPITAL RETIREMENT PLAN plan number (PN) > 015

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

MERCY HEALTH

D Employer Identification Number (EIN)
31-1161086

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) 0
(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)
(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 ............................ 1c(11) 40376770 42167159
(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)
o) e e oot | 16) 127239 128490
(15) ONET ...ttt 1c(15)

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

Schedule H (Form 5500) 2017
v.170203
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYET SECUNHES ...v.vcvevecerireeerceeieseeeeeeeae s eessae s tes s sene s s e 1d(1)
(2) EMPIOYET FAI PrOPEILY ....voveceveeeeereeeteeeseeseeeetenes e see e s s snes 1d(2)
€ Buildings and other property used in plan operation.............cccceveveevveee e, le
f Total assets (add all amounts in lines 1a through 1€)..........c.cccovevveueeeennnnn. 1f 40504009 42295649
Liabilities
g Benefit Claims PAYADIE ...........cvveviiieeiiieieee e 1g
N Operating PAYADIES ...........ooeeeeeeeeeeeeeeeeee e 1h
| ACQUISItION INAEDIEANESS ... 1i
J Other ABIlItIES. .........vveveceecee e 1j
K Total liabilities (add all amounts in lines 1g throughdj).........ccocveeeereverenenn. 1k 0 0
Net Assets
| Net assets (subtract line 1k from iN€ 1) .........ccvveveveveeereeeeereeee oo, ‘ 1l ‘ 40504009 42295649
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) 0

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

(C) Others (INCIUAING FONOVETS) .........veiveeeeereeeeeeeeeeeeee e eseeeees 2a(1)(C)
(2) NONCASh CONADULIONS ........voveveeeeeeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............... 2a(3) 0
Earnings on investments:
(1) Interest:

(A) Intert_ast-bearing cas_h (including money market accounts and 2b(1)(A)

certificates of dePOSIL) .......coviriiiriiie e

(B) U.S. GOVEINMENE SECUMLES .........voeeeeeeeeeeseesieseesesiesieseseesseseenesnes 2b(1)(B)

(C) Corporate debt INSIIUMENTS.............cevreerereeereereeieeseeseeessenesenseeseeens 2b(1)(C)

(D) Loans (other than to PArtiCiPANS) ............ccoeveeeervreereereesieeerenesessenens 2b(1)(D)

(E)  PartiCipant I0@NS.............cvviveeerreeseereeeeseesesessesseseseessnesseseseesenessenend 2b(1)(E)

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

(G) Total interest. Add lines 2b(1)(A) through (F) .......ccoevvvevererererernenen, 2b(1)(G) 0
(2) Dividends: (A) Preferred StoCK..........ccvvrerereeerereeseesesesesesssesseesesessnes 2b(2)(A)

(B)  COMMON SLOCK .......ovieeeeeeeseeee e eeee e eneen s 2b(2)(B)

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 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) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate....................... 2b(5)(A)

(B) OHNET oottt 2b(5)(B) 4734

) A 165 25N A B (B) e e 26()(C) 4734
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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) 5104710

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

(10) Net inve_stment gain (loss) from registered investment 2b(10)
companies (€.g., mutual fuNdS).........cccoveiiiireiiie e
Lo @ {1 1 Toto 2/ = 2c
d Total income. Add all income amounts in column (b) and enter total..................... 2d 5109444
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 3166090

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

(B) OMNET oo 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3)......ccceveeueeeeveveruerenen. 2e(4) 3166090
f Corrective distributions (SE€ INSITUCHONS) ...........cevrvereevereeeieeeeeeeeeessieseeeerenens 2f
g Certain deemed distributions of participant loans (see instructions) 2g
N INEEIESE EXPENSE ...ttt 2h
i Administrative expenses: (1) Professional fees .........cooovevvevoeoeeeereseresene. 2i(1) 151714

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

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

() ONEI ..ottt 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4).......cccccceeeneeen. 2i(5) 151714
| Total expenses. Add all expense amounts in column (b) and enter total........ 2j 3317804

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d 2k 1791640
| 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:ERNST & YOUNG (2) EIN: 34-6565596

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 5000000
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?........ Yes D No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year 0
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¢C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... |X| Yes D No

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4095691

D Not determined

. (See instructions.)
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SCHEDULE R Retirement Plan Information °
(Form 5500) 2017
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Deparment of Labor 6058(a) of the Internal Revenue Code (the Code).
r \ A This Form is Open to Public
Employee Benefits Security Administration b FEile as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
COMMUNITY HOSPITAL RETIREMENT PLAN plan number
(PN) > 015
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
MERCY HEALTH 31-1161086

Part | Distributions

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

1 Total value of distributions paid in property other than in cash or the forms of property specified in the
instructions

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):

EIN(s): 34-6881356 35-0145825

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 43
= 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 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 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 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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Report of Independent Auditors

The Board of Trustees and Plan Administrator
Mercy Health

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of The Community Hospital
Retirement Plan, which comprise the statements of net assets available for benefits as of
December 31, 2017 (In Liquidation) and December 31, 2016 (Ongoing), and the related statements
of changes in net assets available for benefits for the years ended December 31, 2017 (In
Liquidation) and December 31, 2016 (Ongoing), 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 conformity with U.S. generally accepted accounting principles; this includes the design,
implementation and maintenance of internal control relevant to the preparation and fair
presentation of financial statements that are free of 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
audits in accordance with auditing standards generally accepted in the United States. 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 certified investment information described in Note 4, except for comparing such
information with the related information included in the financial statements. We have been
informed by the plan administrator that the entities that certified the investment information meet
the requirements of 29 CFR 2520.103-8. The plan administrator has obtained certifications as of
December 31, 2017 and 2016, and for the years then ended, stating that the investment information
provided to the plan administrator is complete and accurate.
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Disclaimer of Opinion on Financial Statements

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.

Adoption of Liquidation Basis of Accounting

As discussed in Note 1 to the financial statements, Mercy Health’s Board of Trustees approved a
plan liquidation on December 19, 2017, and management determined liquidation is imminent. As
a result, The Community Hospital Retirement Plan has changed its basis of accounting as of and
for the year ended December 31, 2017 from the ongoing basis to a liquidation basis. Our disclaimer
of opinion is not modified with respect to this matter.

Disclaimer of Opinion on Supplemental Schedule

The accompanying supplemental schedule of assets (held at end of year) as of December 31, 2017
(In Liquidation), is presented for purposes of additional analysis and is not a required part of the
financial statements but is supplementary information required by the Department of Labor’s
Rules and Regulations for Reporting and Disclosure under the Employee Retirement Income
Security Act of 1974. Because of the significance of the matter described in the Basis for
Disclaimer of Opinion paragraph, we do not express an opinion on the supplemental schedule
referred to above.

Report on Compliance of Form and Content with Department of Labor’s Rules and
Regulations

The form and content of the information included in the financial statements and supplemental
schedule, other than that derived from the certified investment information, have been audited by
us in accordance with auditing standards generally accepted in the United States 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.

St + MLL?

October 12, 2018
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The Community Hospital Retirement Plan

Statements of Net Assets Available for Benefits

December 31
2017 2016

(In Liquidation)  (Ongoing)

Assets
Investments:
Investments at fair value $ 128,490 $ 127,239
Plan interest in the Mercy Health ERISA Retirement
Master Trust 42,167,159 40,376,770
Total investments 42,295,649 40,504,009
Net assets available for benefits $ 42,295,649 $ 40,504,009

See accompanying notes.
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The Community Hospital Retirement Plan

Statements of Changes in Net Assets Available for Benefits

Year Ended December 31
2017 2016

(In Liquidation)  (Ongoing)
Additions
Investment income:
Net appreciation in the fair value of investments $ 4,734 % 4,658
Net investment appreciation from plan
interest in the Mercy Health ERISA Retirement

Master Trust 5,104,710 2,839,314
Total investment income 5,109,444 2,843,971
Total additions 5,109,444 2,843,971
Deductions
Benefits paid 3,166,090 2,574,432
Administrative expenses 151,714 205,223
Total deductions 3,317,804 2,779,655
Net increase in net assets available for benefits 1,791,640 64,316
Net assets available for benefits at beginning of year 40,504,009 40,439,693
Net assets available for benefits at end of year $ 42295649 $40,504,009

See accompanying notes.

1805-2673876 4



The Community Hospital Retirement Plan

Notes to Financial Statements

December 31, 2017 (In Liquidation)

1. Description of the Plan

The following description of The Community Hospital Retirement Plan (the Plan) provides general
information about the Plan’s provisions. Participants should refer to the plan document and
summary plan description for a more complete description of the Plan’s provisions, copies of
which may be obtained from the plan sponsor.

General

The Plan is a noncontributory defined benefit pension plan which provides retirement benefits for
substantially all employees of the previously existing Community Hospital of Springfield and
Clark County (the Hospital), which is now part of Springfield Regional Medical Center. The Plan
is subject to the provisions of the Employee Retirement Income Security Act of 1974, as amended
(ERISA). The provisions of the Plan apply to employees who became participants on or after
January 1, 1989, and before December 31, 2001. All participants participating in the Plan are also
fully vested in the assets and benefits of a predecessor plan, which have been included in the
accompanying financial statements.

In 2004, Mercy Health transferred its membership in Mercy Health System — Western Ohio Region
and Community Hospital Health Services Foundation (CHF) transferred its membership in the
Hospital to Community Mercy Health Partners (CMHP), a newly formed company. Mercy Health
and CHF are the corporate members of CMHP, each owning 50% of CMHP. Mercy Health
consolidates the financial position and results of operations of CMHP with the recognition of
noncontrolling interest. CMHP provides management and oversight functions to Springfield
Regional Medical Center, a wholly owned entity of CMHP. Sponsorship of the Plan was
transferred from the Hospital to CMHP (Plan Sponsor) on December 17, 2006.

A resolution was signed on March 2, 2012, by CMHP designating Mercy Health to administer the
Plan and granted Mercy Health, through the Mercy Health Retirement Plan Committee, the
oversight and responsibility of the trustee, service providers, asset management, and all other
administrative duties.

State Street Bank and Trust and American United Life Insurance Company, collectively, are the
trustees (collectively referred to as the Trustees) of the Plan.
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

1. Description of the Plan (continued)
Plan Termination

The Company reserves the right under the Plan to discontinue its contributions at any time and to
terminate the Plan subject to the provisions of ERISA. Upon termination, the net assets of the Plan
will be allocated for payment to the participants in an order of priority as prescribed by ERISA
and its related regulations and the plan document. In December 2017, the Mercy Health Retirement
Plan Committee approved a resolution to terminate the Plan subject to the provisions of ERISA,
effective December 31, 2017.

Eligibility and Vesting

The Hospital amended the Plan effective December 31, 2001, to freeze participation and benefits.
No employee may participate in the Plan after that date, so only eligible employees who were
already participants on December 31, 2001, shall earn benefits under the Plan. Benefits became
frozen on that date as well, so no years of credited service after December 31, 2001, and no
compensation earned after December 31, 2001, shall count when calculating any participant’s
benefit. Years of service toward vesting may continue to be earned after December 31, 2001.

Benefits

Participants may elect to receive the value of their accumulated plan benefits as a lump-sum
distribution upon retirement or termination, or they may elect to receive their benefits as a life
annuity payable monthly. If an active participant dies at the age of 55 or older, a death benefit
equal to the value of the participant’s accumulated pension benefits is paid to the participant’s
beneficiary.

Funding

The Company’s funding policy is to make annual contributions to the Plan as determined by the
Plan’s independent actuary in amounts necessary to provide the Plan with assets sufficient to fund
participants’ benefits by the time they retire. No participant contributions are permitted to the Plan.
The Company’s present intention is to make annual contributions in amounts sufficient to meet
ERISA funding requirements. The Plan met the minimum funding requirements of ERISA for the
years ended December 31, 2017 and 2016.
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

1. Description of the Plan (continued)

Whether all participants receive benefits will depend on the sufficiency, at that time, of the Plan’s
net assets available for benefits to provide for accumulated plan benefits and may also depend on
the financial condition of the Company and the level of benefits guaranteed by the Pension Benefit
Guaranty Corporation (PBGC) as well as the priority of those benefits. Some benefits may be fully
or partially provided for by the then-existing net assets of the plan and the PBGC guarantee, while
other benefits may not be provided for at all.

The Mercy Health Retirement Plan Committee approved the Plan’s liquidation on December 19,
2017 and, as a result of the termination, the Plan’s financial statements as of and for the year ended
December 31, 2017, have been prepared in accordance with the liquidation basis of accounting.
There are no significant incremental costs to be incurred or dividends to be earned as a result of
the liquidation. The liquidation basis of accounting has no material impact on the net assets
available for benefits as of December 31, 2017, or the Plan’s results of operations for the year then
ended.

2. Summary of Significant Accounting Policies

Basis of Presentation

The accompanying financial statements have been prepared on the accrual basis of accounting. As
described in Note 1 as a result of regulatory approval obtained from the IRS to liquidate the Plan, the
statement of net assets available for benefits were presented under the liquidation basis of accounting
as of and for the year ended December 31, 2017. Under the liquidation basis of accounting, assets are
stated at their estimated net realizable values and liabilities are stated at their settlement amount.

Use of Estimates

The preparation of financial statements in conformity with U.S. generally accepted accounting
principles (U.S. GAAP) requires management to make estimates and assumptions that affect the
amounts reported in the financial statements and accompanying notes and supplemental schedule.
Actual results could differ from those estimates.

Contributions

Employer contributions, if any, are recorded in the period in which they become an obligation of
CMHP.
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

2. Summary of Significant Accounting Policies
Payment of Benefits

Benefits are recorded when paid.

Annuity Contract Purchase

As a result of termination, the Plan participants will have the opportunity to elect to receive their
frozen accrued benefits in a single lump-sum distribution or through an annuity contract purchase.
Annuity contracts will be secured for all those vested participants who did not elect a lump-sum
payment along with all participants who were currently receiving a monthly benefit. The Company
intends to complete the settlement of Plan benefits through the combination of lump-sum
distributions to participants and the purchase of nonparticipating annuity contracts by February 1,
2019.

Administrative Expenses

The Plan’s administrative expenses are paid by either the Plan or the Plan Sponsor, as provided by
the Plan’s provisions. Administrative expenses paid by the Plan include recordkeeping and trustee
fees. Administrative expenses related to the Mercy Health ERISA Retirement Master Trust (the
Master Trust) are allocated to the Plan and are reflected in the net investment appreciation from
plan interest in the Master Trust. All other administrative expenses are paid by the Plan Sponsor
on behalf of the Plan. Expenses that are paid by the Plan Sponsor are excluded from these financial
statements.

Investment Valuation and Income Recognition

The Plan’s investments, including those investments held in the Master Trust, are stated at fair
value. Fair value is defined as the price that would be received to sell an asset or paid to transfer a
liability in an orderly transaction between market participants at the measurement date (an exit
price). See Note 5 for further discussion and disclosures related to fair value measurements.

The Mercy Health Retirement Plan Committee is responsible for determining the Plan’s and

Master Trust’s valuation policies and analyzing information provided by the investment custodians
and issuers that is used to determine the fair value of the Plan’s investments.
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

The Plan presents in the statement of changes in net assets available for benefits the net
appreciation in fair value of the plan interest in the Master Trust, which consists of the net realized
gains or losses and the net change in unrealized appreciation on those investments.

2. Summary of Significant Accounting Policies (continued)

Within the Master Trust, purchases and sales of securities are reflected as of the trade date.
Realized gains and losses on sales of securities are determined on the basis of average cost. Income
from investments, if any, is recorded as earned on an accrual basis.

New Accounting Pronouncements

In February 2017, the Financial Accounting Standards Board (FASB) issued Accounting
Standards Update (ASU) 2017-06, Plan Accounting: Defined Benefit Pension Plan (Topic 960),
Defined Contribution Pension Plans (Topic 962), Health and Welfare Benefit Plans (Topic 965):
Employee Benefit Plan Master Trust Reporting, (ASU 2017-06). ASU 2017-06 requires a plan to
present its interest in a master trust and the change in that interest in separate line items in the
statement of net assets available for benefits and in the statement of changes in net assets available
for benefits, respectively. It also requires a plan to disclose the master trust’s investments and other
assets and liabilities, as well as the dollar amount of its interest in these balances. ASU 2017-06 is
effective for entities for fiscal years beginning after December 15, 2018, with retrospective
application to all periods presented. Early application is permitted, however management has
elected not to adopt the standard in the current period, and is currently evaluating the impact on
the Plan.

Fair VValue Measurements

The Plan follows the provisions of FASB Accounting Standards Codification Topic (ASC) 820,
Fair Value Measurement and Disclosure. Fair value is defined under ASC 820 as the price that
would be received to sell an asset or paid to transfer a liability in an orderly transaction between
market participants at the measurement date (i.e., an exit price). To measure fair value, a hierarchy
has been established that requires an entity to maximize the use of observable inputs and minimize
the use of unobservable inputs. As such, the hierarchy gives the highest priority to unadjusted
quoted prices in active markets for identical assets and liabilities (Level 1) and the lowest priority
to unobservable inputs (Level 3). The three levels of the fair value hierarchy in ASC 820 are
described below:

» Level 1 - Unadjusted quoted prices in active markets that are accessible to the reporting
entity at the measurement date for identical assets and liabilities.

1805-2673876 9



The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

2. Summary of Significant Accounting Policies (continued)

* Level 2 - Inputs other than quoted prices in active markets for identical assets and
liabilities that are observable, either directly or indirectly, for substantially the full term of
the asset or liability. Level 2 inputs include the following:

— Quoted prices for similar assets and liabilities in active markets
— Quoted prices for identical or similar assets or liabilities in markets that are not active

— Observable inputs other than quoted prices that are used in the valuation of the assets
or liabilities (e.g., interest rate and yield curve quotes at commonly quoted intervals)

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

* Level 3-Unobservable inputs for the asset or liability (i.e., supported by little or no market
activity). Level 3 inputs include management’s own assumption about the assumptions that
market participants would use in pricing the asset or liability (including assumptions about
risk).

The level in the fair value hierarchy within which the fair value measurement is classified is
determined based on the lowest level input that is significant to the fair value measurement in its
entirety.

Actuarial Present VValue of Accumulated Plan Benefits

Accumulated plan benefits (see Note 3) represent the actuarial present value of estimated future
periodic payments, including lump-sum distributions that are attributable under the Plan’s
provisions to services rendered by the participants to the valuation date. Accumulated plan benefits
include benefits expected to be paid to (a) retired or terminated participants or their beneficiaries,
(b) beneficiaries of participants who have died, and (c) present participants or their beneficiaries.
Benefits are based on the cash balance accounts or the transition benefits for certain participants.
Benefits payable under all circumstances — retirement, death, disability, and termination of
employment — are included to the extent they are deemed attributable to participants’ services
rendered to the valuation date.
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

2. Summary of Significant Accounting Policies (continued)

The Plan’s actuary estimated the actuarial present value of accumulated plan benefits, which is the
amount that results from applying actuarial assumptions to adjust the accumulated plan benefits
earned by the participants to reflect the time value of money (through discounts for interest) and
the probability of payment (by means of decrements such as for death, disability, withdrawal, or
retirement) between the valuation date and the expected date of payment.

3. Accumulated Plan Benefits
The accumulated plan benefit information as of December 31, 2016, is as follows:

Actuarial present value of accumulated plan benefits:
Vested benefits:

Active participants $ 11,738,590
Inactive participants with deferred benefits 18,828,372
Inactive participants currently receiving benefits 4,973,386
Total vested benefits 35,540,348
Total actuarial present value of accumulated plan benefits $ 35,540,348

The changes in accumulated plan benefits from January 1, 2016 to December 31, 2016, were as
follows:

Actuarial present value of accumulated plan benefits

at beginning of year $ 36,282,466
Increase (decrease) during the year attributed to:
Benefits accumulated and (gains) losses 130,861
Increase for interest due to the decrease in the discount period 2,093,545
Benefits paid (2,566,235)
Change in plan provisions (400,289)
Net decrease (742,118)
Actuarial present value of accumulated plan benefits
at end of year $ 35,540,348
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

3. Accumulated Plan Benefits (continued)

The accumulated plan benefits presented in the table above as of January 1, 2016, does not reflect
the impact of the Plan termination as described in Note 1. As a result of the Plan termination, the
accumulated plan benefits at December 31, 2017, under the liquidation basis was $42.1 million.

Significant assumptions underlying the actuarial computations are as follows:

Assumed rate of return 2.17% (6.00% in 2016)
Retirement rate At normal retirement age (65)
Mortality basis RP-2014 without collar projected generationally with

MP-2014 projection scale

These actuarial assumptions are based on the fact that the Plan was frozen effective December 31,
2001. Additionally, these assumptions, specifically the assumed rate of return on investments was
adjusted to reflect the liquidation of the Plan during the year ended December 31, 2017.

4. Investments

State Street Bank and Trust and American United Life Insurance Company hold the Plan’s
investments (including investment information for the Master Trust) and execute all investment
transactions. All investment information disclosed in the accompanying financial statements,
including investments held and the plan interest in the Master Trust at December 31, 2017 (In
Liquidation) and December 31, 2016 (Ongoing), and the net investment appreciation in the fair
value of investments, and net investment appreciation from plan interest in the Master Trust for
the years ended December 31, 2017 (In Liquidation) and December 31, 2016 (Ongoing), was
obtained or derived from information supplied to the Plan administrator and certified as complete
and accurate by the Trustees.

Certain of the Plan’s investments are held in the Master Trust, which was established for the
investment of assets of the Plan and several other Mercy Health-sponsored ERISA retirement
plans. Each participating plan has an undivided interest in the Master Trust. The Master Trust
assets are allocated among the participating plans by assigning to each plan those transactions
(primarily contributions, benefit payments, and plan-specific expenses) that can be specifically
identified and by allocating among all plans, in proportion to each plan’s beneficial interest in the
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

4. Investments (continued)

Master Trust, income and expenses resulting from the collective investment of the assets of the
Master Trust. At December 31, 2017 (In Liquidation) and December 31, 2016 (Ongoing), the
Plan’s interest in the net assets of the Master Trust was approximately 67% and 68%, respectively.

The following table presents the fair value of the net assets in the Master Trust:

December 31

2017 2016
Mutual funds $29,317,350 $29,747,526
Money market fund 355,224 486,720
Common collective trust funds 33,410,810 29,417,597
Total net assets $63,083,384 $59,651,843

Changes in net assets for the Master Trust are as follows:

Year Ended December 31

2017 2016

Net transfers (contribution and benefit payments

for the participating plans) $ (3,820,699) $ (5,366,933)
Net appreciation in fair value of investments 6,816,826 3,649,797
Interest and dividend income 763,761 829,749
Total investment income 7,580,587 4,479,546
Administrative expenses (327,389) (786,343)
Other income - 1,120
Net increase (decrease) 3,432,500 (1,672,610)
Net assets:

Beginning of year 59,651,843 61,324,453

End of year $ 63,084,343 $59,651,843
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

5. Fair Value Measurements

The following table sets forth by level, within the fair value hierarchy, the Plan’s net assets,
excluding the Plan interest in the Master Trust, carried at fair value.

Level 1 Level 2 Level 3 Total

December 31, 2017
Insurance contract $ - $ 128,490 $ - $ 128,490
Total net assets at fair value,

excluding Plan interest

in the Master Trust $ - $ 128,490 $ - $ 128,490

December 31, 2016
Insurance contract $ - $ 127239 $ - $ 127,239
Total net assets at fair value,

excluding Plan interest

in the Master Trust $ - $ 127239 $ - $ 127,239

The following table sets forth by level, within the fair value hierarchy, the Master Trust’s net assets
carried at fair value:

Level 1 Level 2 Level 3 Total
December 31, 2017

Mutual funds $29,317,350 $ - $ - $29,317,350
Money market fund 355,224 — — 355,224
$29,672,574 $ - $ - $29,672,574

Investments measured at net

asset value:

Common collective trust
funds 33,410,810
Total net assets at fair value $ 63,083,384
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

5. Fair Value Measurements (continued)

Level 1 Level 2 Level 3 Total
December 31, 2016

Mutual funds $29,747,526 $ - $ — $29,747,526
Money market fund 486,720 - - 486,720
$30,234,246 $ -3 — $30,234,246

Investments measured at net

asset value:

Common collective trust
funds 29,417,597
Total net assets at fair value $59,651,843

Following is a description of the valuation methodologies used for major categories of assets and
liabilities measured at fair value (including those assets in the Master Trust):

Mutual funds and money market fund — Valued at the closing price reported on the major
market on which the individual securities are traded and classified within Level 1 of the
valuation hierarchy. The Plan does not adjust the quoted market price for such financial
instruments.

Insurance contract — Fair values are estimated by discounting the related cash flows based on
current yields of similar instruments with comparable durations considering the
creditworthiness of the issuer. Insurance contracts are classified within Level 2 of the valuation
hierarchy. There are no unfunded commitments, and there are no circumstances that would
limit the ability of the fund to transact at fair value.

Common collective trust funds — Valued at the net asset value (NAV) of participation units
held by the Master Trust at year-end. The value of these units is determined by State Street
Bank and Trust based on the current market values of the underlying assets of the common
collective trust fund as based on information reported by the investment advisor using the
audited financial statements of the common collective trust fund at year-end. Common
collective trust funds are not necessarily readily marketable and may include short sales on
securities and trading in future contracts, options, foreign currency contracts, other derivative
instruments, and private equity investments. However, Plan management has determined that
the NAV is an appropriate estimate of the fair value of the common collective trust funds based
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The Community Hospital Retirement Plan

Notes to Financial Statements (continued)

5. Fair Value Measurements (continued)

on the fact that the common collective trust fund is audited and accounted for at fair value by
the administrators of the common collective trust fund. Plan management has the ability to
redeem its investment in the common collective trust funds at the NAV with no significant
restrictions on the redemption at the date of the statement of net assets available for benefits.

The objective of common collective trust funds is to seek an investment return that
approximates as closely as practicable, before expenses, the performance of its benchmark
index over the long term. There are no unfunded commitments to the common collective trust
funds.

The preceding valuation methodologies described may produce a fair value calculation that may
not be indicative of net realizable value or reflective of future fair values. Furthermore, although
the Plan believes its valuation methods are appropriate and consistent with other market
participants, the use of different methodologies or assumptions to determine the fair value of
certain financial instruments could result in different fair value measurements at the statement of
net assets available for benefits date.

6. Tax Status

The Plan has received a determination letter from the Internal Revenue Service (IRS) dated
January 22, 2016, stating that the Plan is qualified under Section 401(a) of the Internal Revenue
Code (the Code) and, therefore, the related trust is exempt from taxation. Subsequent to the
issuance of the determination letter, the Plan was amended. Once qualified, the Plan is required to
operate in conformity with the Code to maintain its qualified status. The plan administrator has
indicated that it will take the necessary steps, if any, to bring the Plan’s operations into compliance
with the Code.

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

Notes to Financial Statements (continued)

7. Party-in-Interest Transactions

Certain of the Plan’s assets, within the Master Trust, are invested in funds managed by State Street
Bank and Trust. These transactions qualify as party-in-interest transactions; however, they are
exempt from the prohibited transactions rules under ERISA.

8. Risks and Uncertainties

The Plan, through the Master Trust, invests in various investment securities. Investment securities
are exposed to various risks, such as interest rate, market, and credit risks. Due to the level of risk
associated with certain investment securities, it is at least reasonably possible that changes in the
values of investment securities will occur in the near term and that such change could materially
affect the amounts reported in the statements of net assets available for benefits.

Plan contributions are made and the actuarial present value of accumulated plan benefits are
reported based on certain assumptions pertaining to interest rates, inflation rates, and participant
demographics, all of which are subject to change. Due to uncertainties inherent in the estimation
and assumption processes, it is at least reasonably possible that changes in these estimates and
assumptions in the near term could materially affect the amounts reported and disclosed in the
financial statements.

9. Subsequent Events

Management evaluated subsequent events for the Plan through October 12, 2018, the date the
financial statements were available to be issued.
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The Community Hospital Retirement Plan
EIN 31-1161086; Plan #015

Schedule H, Line 4i — Schedule of Assets (Held at End of Year)

December 31, 2017

Description of Investment,
Including Maturity Date,

Identity of Issue, Borrower, Rate of Interest, Collateral, Current
Custodian Lessor, or Similar Party Par, or Maturity Value Cost Value
American United Life Insurance Company American United Life Insurance Company Insurance Contract $ 128,490 $ 128,490

18

$ 128490 $ 128,490
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2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, line 26 — Schedule of Active Participant Data

YEARS OF CREDITED SERVICE

ATTAINED _
AGE UNDER 40 &
1 1-4 5-9 15-19 20-24 25-29 30-34 35-39 UP

Under 25

25-29

30-34

35-39 3 1 | 4
40-44 6 7 | 13
45-49 10 4 8 22
50-54 12 5 7 9 1 34
55-59 4 7 6 14 9 2 42
60-64 7 4 5 | 7 ;o 15 13 2 56
65-69 2 2 1 7 12

70 & up 1 1
Total 44 28 28 34 25 22 2 1 184

In each cell, the number is the count of active participants for each age/service combination.



2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

e Segment rates or full yield curve Segment
* Look-back months 0
Non - Stabilized rates Stabilized rates
¢ First 5 years 1.57% 4.16%
* Next 15 years 3.77% 5.72%
e Over 20 years 4.73% 6.48%

Rationale: Prescribed by IRS

¢ Interest accumulation rate for 4.76%
Cash Balance Plans Rationale: Based on 2017 crediting rate

Other economic assumptions

¢ Expected investment return 5.60% for 2017

Rationale: Based on 50th percentile of expected 20-year
compound average of geometric returns using the
ERISA master trust’s target investment mix rounded to 5

basis points.
e Salary increases N/A
» Expenses There is an explicit assumption for expenses included in

the normal cost. This is based on expectations of
vendor fees based on past years and expected PBGC
premium fees for the plan year in question.

Mortality Sponsor Elections

¢ Healthy participants Section 430(h)(3) prescribed separate generational
annuitant and non-annuitant mortality tables using
projection scale AA.

» Disabled participants Same as healthy mortality.



2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

417(E) Lump Sums Liabilities are determined based on the underlying
annuity used by the plan to determine the lump sum
amount, rather than valuing the lump sum payment.
This annuity is valued based on funding interest rates
(rather than 417(e) rates) and current year 417(e)
unisex mortality.

DEMOGRAPHIC
ASSUMPTIONS

e Withdrawal Rates by service based on experience. See table of
sample rates.
Rationale: Based on an experience study performed in
2013 and the expectation that the future patterns and
circumstances of the employer will not differ significantly
from the period studied.

e Retirement age Rates by age based on experience (see table). 5% per
year assumed prior to age 55 if participant meets
eligibility for early retirement.

Rationale: Based on an experience study performed in
2013 and the expectation that the future patterns and
circumstances of the employer will not differ significantly
from the period studied.

e Benefit commencement age for

— Future vested deferred 65
— Current vested deferred 65

e Spouse assumptions Male participants Female participants
— Percentage married 80% 80%

— Spouse age difference 0 years younger 0 years older



2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

FORM OF PAYMENT Lump sum Life annuity
* Active retirements 80% 20%
*  Future vested deferred 80% 20%
» Future deaths 80% 20%
e Current vested deferred 80% 20%

Rationale: Based on average lump sum election over past several years from 2010 — 2014.

Table of Sample Rates

ATTAINED AGE RETIREMENT RATES

55-59 5%
60-61 10%
62 20%
63-64 15%
65 30%
66-67 25%
68-69 20%

70 100%



2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

WITHDRAWAL

SERVICE RATE

1 23.4%
2 19.5%
8 15.6%
4 13.0%
5 11.1%
6 9.6%
7 8.5%
8 7.7%
9 7.0%
10 6.4%
11 5.7%
12 5.5%
13 5.2%
14 4.9%
15 4.7%
16 4.4%
17 4.2%
18 3.9%
19 3.8%
20 3.6%
21 3.5%
22 3.3%
23 3.1%
24 3.0%
25 2.7%
26 2.6%
27 2.5%
28 2.3%
29 2.2%

30+ 2.0%



2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

ACTUARIAL METHODS FOR FUNDING

Asset Methods

Actuarial value of assets is an average of the adjusted market value for each year during the last
2 years preceding the valuation date. The adjusted market value is the market value at each
determination date adjusted to the valuation date based on actual cash flows and expected
interest at the lesser of the expected rate of return and the third segment rate. This amount is
adjusted to be no greater than 110 percent and no less than 90 percent of the fair market value,
as defined in IRC Section 430.

A characteristic of this asset method is that, over time, it is slightly more likely to produce an
actuarial value of assets that is less than the market value of assets than an actuarial value that
is greater than the market value.

Participant Methods
Participants or former participants are included or excluded from the valuation as described
below:

e Participants included: The plan sponsor provides us with data on all employees as of the
valuation date, but only those employees who have completed the plan’s eligibility
requirements are included in the valuation of liabilities.

e Participants excluded: No actuarial liability is included for nonvested participants who
terminated prior to the valuation date. For this purpose, participants with a break in service on
the valuation date are treated as terminated participants.

e Insurance contracts: Community Hospital Retirement Plan has an insurance contract with
American United Life covering past employee account balances from a legacy plan formula.
The value of this contract is excluded from both plan liabilities and assets for valuation
purposes.

Minimum Funding Methods

The funding target for minimum funding calculations is computed using the traditional unit credit
method of funding. The objective under this method is to fund each participant’s benefits under
the plan as they accrue. Thus, the total pension to which each participant is expected to become
entitled at retirement is broken down into units, each associated with a year of past or future
credited service.



2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

A detailed description of the calculation follows:

e The plan’s valuation date is the beginning of the plan year.

e Anindividual's funding target is the present value of future benefits based on credited
service and average pay as of the beginning of the plan year, and an individual's target
normal cost is the present value of the benefit expected to accrue in the plan year. If multiple
decrements are used, the funding target and the target normal cost for an individual is the
sum of the component funding targets and target normal costs associated with the various
anticipated separation dates.

e The plan’s target normal cost is the sum of the individual target normal costs, and the plan’s
funding target is the sum of the individual funding targets for all participants under the plan.

Valuation Procedures

We used January 1, 2017 financial data submitted by the trustee without further audit and
January 1, 2017 census data as supplied by the plan sponsor. This information would
customarily not be verified by a plan’s actuary. We have reviewed the information for internal
consistency and we have no reason to doubt the substantial accuracy of the data provided.

All benefits payable from the plan are included in the calculation of liabilities.

The limitations of Internal Revenue Code Sections 401(a)(17) and 415(b), with projections, have
been incorporated into our calculations.

The plan sponsor provides us with data on all employees as of the valuation date, but only those
employees who have completed the plan’s eligibility requirements are included in the valuation of
liabilities. No actuarial liability is included for nonvested participants who terminated prior to the
valuation date. For this purpose, participants with a break in service on the valuation date are
treated as terminated participants.



SCHEDULE SB Single-Employer Defined Benefit Plan OB 100210
(Form 5500) Actuarial Information 2017
Department of the Treasury

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

Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Employes Benefits Seourty Adminisiration Internal Revenue Code (the Code). Inspegt‘iaon
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B  Three-digit
COMMUNITY HOSPITAL RETIREMENT PLAN plan number (PN) » 015

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

MERCY HEALTH 31-1161086

E Type of plan: @ Single D Multiple-A I:I Muttiple-B | ‘F Prior year plan size: D 100 or fewer D 101-500 I}__(l More than 500

l Part | l Basic Information

1 Enter the valuation date: Month _ 01 Day 01 Year 2017
2  Assets:
AMAIKEE VEIUE..........ceieeeie et ettt s na e sees s s e s eaeeseseseneesnessssesnassessnsessesssand 2a 40,376,770
B ACHUGHAI VAIUE ..o et e ee e e s e see e ee e e oo 2b 41,150,071
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding | (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment ...............c..ccccoevenn.... 87 4,754,456 4,754,456
b For terminated vested PartiCiPants ................o..cueeeeeeereeerseereeeeeseeeeeseeresssseesesesnne 583 17,988,492 17,988,492
C For active partiCipants .............coiiieirienteteceeere et e ene 184 11,088,734 11,093,569
O TOMAN ..ot eeee et e et seese e e e e e e e 854 33,831,682 33,836,517
4 ifthe plan is in at-risk status, check the box and complete lines (@) and (b) ......cc.coveeveeeeennn. |:]
a Funding target disregarding prescribed at-risk assumpPtionS............cc.ooeiuieieieieeeeceeteeeee e 4a

b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in at-risk 4b
status for fewer than five consecutive years and disregarding loading factor..................cccooeveeeeeeeeeeeeoreerceennn.

5 EffECHVE INMEIESE FALE..........vvorereeeteceeeeeerestiee e tees st sas oo se e sees e seeeeeseseeeesseeeeees s seseees e eemsesmoes 5 5.83%
6 TAMGEt NOMMAI COSE .....ovrvemecvereieeeeitie ettt cesse st se e sss s seseaese e se e seseeseseeessssesssees s ssse e 6 150, 000
Statement by Enrolled Actuary
To the best of my § the { in this and accompanymg schedules, statements and attachments, If any, is compiete and accurate. Each prescribed assumption was applied in
accordance with applltzble Iaw and regulat\ons In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best of perience under the plan.
I
SIGN |
HERE 6D(7 [0-F - 301&
Signature of actuary Date
GREGORY GIBBY 1707669

Type or print name of actuary Most recent enrollment number

MERCER 614-227-5527
Firm name Telephone number (including area code)

325 JOHN H. MCCONNELL BLVD
SUITE 350
COLUMBUS OH 43215-7644

Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2017



Schedule SB (Form 5500) 2017

Page 2 |: |

Part Il [ Beginning of Year Carryover_and Prefunding Balances

7

Balance at beginning

of prior year after applicable adjustments (line 13 from prior

(a) Carryover balance

(b) Prefunding balance

7,565,590

8 Portion elected for use to offset prior year's funding requirement (line 35 from prior

year)

0

9

Amount remaining (line 7 Minus liN€ 8)...........cociim i iiereiieeec

7,565,590

10

Interest on line 9 using prior year's actual return of 7.29%

551,532

11

Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year).........cc.ccoeue...

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 6.04

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual

%.......

0

0

12

Other reductions in balances due to elections or deemed elections.....................

8,117,122

13

Balance at beginning of current year (line 9 + line 10 + line 11d —line 12)...........

0

[ Part Il Funding Percentages

14

121.61%

Funding target attainment percentage

| 14

15

Adjusted funding target attainment percentage....................ccccoccce.

16 | 121.61%

16

Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current
YEAr'S FUNGING TEQUITEIMIENT ....c.euveveeiteeeeiitee ettt e et eer e s ea s s e e sases e e sh e s e s aee e d L b€ e L h et e h £ e s e d st e a et e s em e s b st et et

16 | 103.56%

17

if the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............ccccceennies

17 %

{ Part IV Contributions and Liquidity Shortfalls

18 Contributions made to the pian for the plan year by employer(s) and employees:

(a) Date {b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees

(a) Date

(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

Totals »

| 18(b)

o

18(c) | 0

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years.

b Contributions made to avoid restrictions adjusted to valuation date

€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date......................

19a

19b

19c

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the Prior YEAr?...... ...t s D Yes BI No

b If line 20a is “Yes,” were required quarterly instaliments for the current year made in a timely Manner? ..o |:| Yes [] No

C Ifline 20a is "Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3) 3rd

(4) 4th




Schedule SB (Form 5500) 2017 Page 3

PartV | Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: st ??TZ“;, 2nd ge'g;n 2e r:,;’ 3rd sg gtzesn;' D N/A, full yield curve used
b Applicable month (€Nter COGe)................—...ooooooooooeoeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeoeoeeeeeoooeooeoeoeoeooeoeeoeeo ] 21b 0
22 Weighted average retirement 8g€ ..........................oooovveveevveveeereoosseseesseoeesseseosoooooooooooooooooo ] 22 63
23 Mortality table(s) (see instructions) D Prescribed - combined @ Prescribed - separate D Substitute
Part VI [Miscellaneous Items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
BHBCRMENL. oo e s et s e eeee oo eeseeeeeeoeeeeeoee Yes D No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ................ ...

D Yes @ No

26 s the plan required to provide a Schedule of Active Participants? If “Yes," see instructions regarding required attachment. ..............

e (X Yes [] No

27 Ifthe planis subject to alternative funding rules, enter applicable code and see instructions regarding

BHACKIMIENE ... eeeoe oo 27
Part VIl | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all Prior YEars ................c.eo.ewveeecmemueeeeeeeeeeseooeeeeooeooe ] 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(INE T98)..o oot e ee e s eese oo oo
30 Remaining amount of unpaid minimum required contributions (line 28 minus liN€ 29) ...........cccoovveveerrerirenn ) 30
Part Vill | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
a Target normal cost (line 6) 31a 150,000
b Excess assets, if applicable, but not greater than line 31a 31b 150, 000
32 Amortization installments: Outstanding Balance Instafiment
@ Net shortfall amortization inStallment..................o.oooveeoeooeeeoeeeeeeoeoo 0 0
b Waiver amortization installment .....................oocooooooveooooooooooeo 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval 33
(Month Day Year ) and the waived amount ...............ccooooveeveereeene
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33).. 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
requirement..................cccooecmennenieeec e
36 _Additional cash requirement (line 34 minus in€ 35)........__...........ocooeooeeo ] 36
37 %)n)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
st e et s et ettt eeee et e
38 Present value of excess contributions for current year (see instructions)
A Total (excess, if any, of liN€ 37 OVEr NE 36) w....cvvuumoureeovrroeeioeoeeeieeeeeeeeeeeeeeeeeeeeoeoeoeooooeooeeo | 38a 0
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37 39 0
40 _Unpaid minimum required contributions for all years ....................oooovooeooooo 40 0

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41 If an election was made to use PRA 2010 funding relief for this plan:

@ SCREAUIE IBCIEA ...ttt e ee oo

[]2 plus 7 years

[]15 years

b Eligible plan year(s) for which the election in line 41a was made ..ovooooooo []2008 []2009 []2010 [] 2011
42 Amount of aCCeIEration AGJUSITIENE ...................ovccvvvveeeeeeeeeeeee oo eeeee oo 42
43 Excess installment acceleration amount to be carried over to future planyears ..............ccccocevevvveevnen| 43




2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, line 22 — Description of Weighted Average Retirement Age

Each employee is assumed to retire in accordance with the table of retirement rates. The
proportion of employees expected to retire at each potential retirement age is shown below.
The average retirement age is 63.

(A) (B) (%) (E)
Number of employees
Retirement age Retirement expected to retire

Percent (B) x (C) (A) x (D)
55 5% 10,000 500.00 27,500
56 5% 9,500 475.00 26,600
57 5% 9,025 451.25 25,721
58 5% 8,574 428.69 24,864
59 5% 8,145 407.25 24,028
60 10% 7,738 773.78 46,427
61 10% 6,964 696.40 42,481
62 20% 6,268 1,253.53 77,719
63 15% 5,014 752.12 47,383
64 15% 4,262 639.30 40,915
65 30% 3,623 1,086.81 70,642
66 25% 2,536 633.97 41,842
67 25% 1,902 475.48 31,857
68 20% 1,426 285.29 19,399
69 20% 1,141 228.23 15,748
70 100% 913 912.92 63,904
Total 10,000.00 627,030

Average 62.70
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Report of Independent Auditors

The Board of Trustees and Plan Administrator
Mercy Health

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of The Community Hospital
Retirement Plan, which comprise the statements of net assets available for benefits as of
December 31, 2017 (In Liquidation) and December 31, 2016 (Ongoing), and the related statements
of changes in net assets available for benefits for the years ended December 31, 2017 (In
Liquidation) and December 31, 2016 (Ongoing), 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 conformity with U.S. generally accepted accounting principles; this includes the design,
implementation and maintenance of internal control relevant to the preparation and fair
presentation of financial statements that are free of 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
audits in accordance with auditing standards generally accepted in the United States. 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 certified investment information described in Note 4, except for comparing such
information with the related information included in the financial statements. We have been
informed by the plan administrator that the entities that certified the investment information meet
the requirements of 29 CFR 2520.103-8. The plan administrator has obtained certifications as of
December 31, 2017 and 2016, and for the years then ended, stating that the investment information
provided to the plan administrator is complete and accurate.

1805-2673876 1

A member firm of Ernst & Young Global Limited
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Disclaimer of Opinion on Financial Statements

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.

Adoption of Liquidation Basis of Accounting

As discussed in Note 1 to the financial statements, Mercy Health’s Board of Trustees approved a
plan liquidation on December 19, 2017, and management determined liquidation is imminent. As
a result, The Community Hospital Retirement Plan has changed its basis of accounting as of and
for the year ended December 31, 2017 from the ongoing basis to a liquidation basis. Our disclaimer
of opinion is not modified with respect to this matter.

Disclaimer of Opinion on Supplemental Schedule

The accompanying supplemental schedule of assets (held at end of year) as of December 31, 2017
(In Liquidation), is presented for purposes of additional analysis and is not a required part of the
financial statements but is supplementary information required by the Department of Labor’s
Rules and Regulations for Reporting and Disclosure under the Employee Retirement Income
Security Act of 1974. Because of the significance of the matter described in the Basis for
Disclaimer of Opinion paragraph, we do not express an opinion on the supplemental schedule
referred to above.

Report on Compliance of Form and Content with Department of Labor’s Rules and
Regulations

The form and content of the information included in the financial statements and supplemental
schedule, other than that derived from the certified investment information, have been audited by
us in accordance with auditing standards generally accepted in the United States 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.

St + MLL?

October 12, 2018

1805-2673876 2
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2017 Form 5500 — Schedule SB

Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, Part V — Summary of Plan Provisions

SUMMARY OF MAJOR PLAN PROVISIONS

Effective date and plan year

Status of the plan

Significant events that occurred
during the year

DEFINITIONS
e Employment year

e Participation

» Employee contributions

» Vesting service

Original plan: July 18, 1966

Restated: January 1, 2015

Most recent amendment: signed December 22, 2016
Plan year: January 1 to December 31

The plan is frozen to new entrants and for benefit accruals
effective December 31, 2001.

None

January 1 to December 31

Any employee who has attained age 21 and completed one
year of eligibility service is eligible for participation. An eligible
employee will enter the plan on the January 1 or July 1
following satisfaction of these participation requirements.

None

Service Prior to January 1, 1989: Service shall be the amount
of vesting service accrued or which would have been accrued
under the provisions of the Prior Plan for periods of
employment prior to January 1, 1989.

Service From and After January 1, 1989: A full year of service
shall be granted for each Plan Year after December 31, 1988
during which an employee completes or is credited with 1,000
or more hours of service as an Active Participant

Participants will be vested in their accrued benefits, based on
Years of Service, in accordance with the following schedule:

Years of Service Vesting Percent

Less than 5 years 0%

5 years or more 100%



2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, Part V — Summary of Plan Provisions

»  Benefit service Past Credited Service Prior to January 1, 1989: Credited
Service is used to determine the amount of a Participant’s
benefits. Credited Service prior to January 1, 1989 is granted
in accordance with the provision of the Prior Plan for Prior
Plan Participants on December 31, 1988.

Future Credited Service from January 1, 1989: A participant
shall be granted one year of Credited Service during each
Plan Year ending after January 1, 1989 during which he
completes or is credited with 1,000 or more hours of service
as an Active Participant.

e Covered Compensation W-2 earnings during the calendar year including contributions
to benefit plans under Section 125, 402(g)(3),403(b) and 457
and 132(f)(4) not included in gross income.

Compensation in excess of $200,000 or earned after 1/1/2002
will not be taken into account for purposes of Benefit Accrual.

* Average Compensation Compensation averaged over the 5 consecutive years out of
the last 10 years prior to his/her Normal Retirement Date
producing the highest average prior to termination of
employment or retirement.



2017 Form 5500 — Schedule SB Plan: The Community Hospital Retirement Plan
EIN/PN: 31-1161086/015

Schedule SB, Part V — Summary of Plan Provisions

* Accrued benefit The greater of (a) or (b):

(a) 2% of Final Average Compensation minus 1.667% of
Primary Social Security benefit multiplied by years of
Credited Service up to thirty years

(b) The Participant’s Employer Account Balance under
the Prior Plan accumulated with credited interest to
the date of determination

The amount of the Normal Retirement Benefit under (a) is
multiplied by a fraction, the numerator of which is Credited
Service up to the date of determination and the denominator
of which is the Credited Service assuming the participant
would have remained employed and accrued Service at the
maximum annual rate from his/her Employment
Commencement Date until his/her Normal Retirement Date.

In no event will the pension benefit be less than that which
can be provided by the Employer Account Balance under the
prior plan as of December 31, 1988 with interest to the date of
determination

Each participant’s account receives interest each year until it

is paid. The amount of interest is the third segment rate under
IRC Section 430 (using 24 month averaging) with a minimum

credit of 3%.

NORMAL RETIREMENT

o Eligibility First day of the month coincident with or next following the
later of attainment of age 65.

e Benefit The vested benefit as of the normal retirement date

EARLY RETIREMENT
»  Eligibility A participant’s age plus years of service is equal to 65.

e Benefit The early retirement benefit is equal to a participant’s vested
Accrued Benefit as of the date of termination, reduced by
1/180 for each of the first 60 months and 1/360 for the next 60
months that the Early Retirement date precedes the Normal
Retirement Date.
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DEFERRED BENEFIT

Eligibility

Benefit

PRE-RETIREMENT DEATH

Eligibility

Benefit

FORM OF BENEFITS

Automatic form for
unmarried participants

Automatic form for married
participants

Optional forms

Continuation of employment beyond Normal Retirement Date.

The deferred retirement benefit commencing on the first day
of the month following the date of retirement shall be
determined in the same manner as if the participant had
retired at age 65 except that Final Average Compensation and
Credited Service (up to 30 years) at actual retirement date
shall be used in the calculation.

Vested Status

A monthly benefit equal to the benefit that would have been
payable if the participant had retired on the day before his
death and elected the 50% Joint and Survivor Annuity Option.

The death benefit for a participant in the Prior Plan with an
Employer Account Balance as of December 31, 1988 will be
the greater of the death benefit above and that which can be
provided by the Employer Account Balance with interest
credited to date of death. If a participant is not married at time
of death, a death benefit will be paid to his or her beneficiary
equal to the Employer Account Balance credited with interest
to date of death.

Life annuity

100% joint & survivor annuity

Life only

Life and 5 years certain
Life and 10 years certain
Joint and 50% survivor
Joint and 66 2/3% survivor
Joint and 100% survivor
Lump sum
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*  Optional form conversion Optional forms are actuarially equivalent based upon 7.0%
factors interest and the 1971 Group Annuity Mortality Table, for males
projected to 1990 by scale D with no age setback for
participant, and six years for an eligible beneficiary.

The actuarial basis for lump sum payments is the 417(e) basis
using a one month look-back and an annual stability period
based on plan year.

MISCELLANEOUS

Maximum benefits Annual benefits may not exceed the limits in IRC Section 415.
This limit is indexed annually. For 2017, the limit is $215,000.

Benefits Included or Excluded
Unless noted below, all benefits provided by the plan are included in this valuation.

e Most recent plan amendments included: The most recent plan documents as restated or
amended are referenced earlier in this document. Amendments included were adopted by the
valuation date and are effective by the end of the plan year.

« Plan amendments excluded: None

* Lateretirement increases:

— Active participants: This valuation includes increases for current participants over Normal
Retirement Age. The plans apply late retirement actuarial increases are applied for all
participants who defer retirement beyond their normal retirement date and this valuation
includes those increases.

— Deferred vested participants: Current deferred vested participants over normal retirement
age are valued including the late retirement actuarial increase.

¢ Internal Revenue Code limitations: The limitations of Internal Revenue Code Section
415(b) and 401(a)(17) have been incorporated into our calculations.

PLAN PROVISION CHANGES SINCE PRIOR VALUATION
¢ Maximum compensation amounts and maximum benefit amounts under IRS rules were
updated from 2016 to 2017.

e The Community Hospital Retirement Plan was amended to terminate effective December 31,
2017.
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ACTUARIAL ASSUMPTION CHANGES SINCE PRIOR VALUATION

The expected investment return was updated from 5.85% for 2016 to 5.60% for 2017.



