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

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

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending  12/31/2017
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This return/report is for: list of participating employer information in accordance with the form instructions.)
|:| a one-participant plan D a foreign plan
B This return/ ti ) )
IS returnreport 1s |:| 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 Check box if filing under: Form 5558 D automatic extension |:| DFVC program
|:| special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
SHADY LAWN HEALTH CARE COMMUNITY 401(K) PLAN plan number
(PN) 001
1c Effective date of plan
10/01/1999
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 34-1128606

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

PROVIDE-A-CARE, INC. 2C Sponsor’s telephone number

330-828-2278

2d Business code (see instructions)

15028 OLD LINCOLN WAY E.
DALTON, OH 44618 623000

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

3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN 34-1128606
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name PROVIDE-A-CARE, INC. 4d PN 001

C Plan NamePROVIDE-A-CARE, INC. 401(K) PLAN

5a Total number of participants at the beginning of the Plan YEar .................cociioeeeeeeeeeeeeeeeeeee e 5a 88
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 84
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 8

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

d(1) Total number of active participants at the beginning of the plan year 5d(1) 83
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 83
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

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

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

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

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

v.170203
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6a

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

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

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

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS .....cuecviiviiviieeieeietieteeieieeeteete ettt e et 7a 307445 269057
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 307445 269057
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 231
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 4625
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 58160
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 63016
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 98774
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 2630
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 101404
i Netincome (loss) (subtract line 8h from line 8c).. 8i -38388
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j

Part IV | Plan Characteristics

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

‘ Part V | Compliance Questions

10 During the plan year: Yes | No Amount

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

described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction

[T 1= 131 PSPPSR 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

FEPOMEA ON lINE LOA.)......cviveveriieisieitetitetett ettt sttt b et sese e es s nsssesese s enn e 10b X
C Was the plan covered by a fidelity BONd? ... 10c X

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraUd OF GISNONESTY? ..........oeivviieeeeeeceee et eeee st n st enenees s s s nesened 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance

carrier, insurance service, or other organization that provides some or all of the benefits under

the Plan? (SEE INSIIUCTIONS.) .....ueiiiiiiie ittt sae e ebeee s 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocccoveeeveveeereneneninnns) 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccccccoee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

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

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

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

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

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

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

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

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

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

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

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

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

‘Part VI | Plan Terminations and Transfers of Assets

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

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

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

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

13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)




Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Depariment of Laboer

Employee fils Seousity Adaiaish

Revenue Code {the Code).

Penston Benefii Guaranty Corparation

Short Form Annual Return/Report of Small Employec

This forra s required lo be flled under sections 104 and 4065 of the Employee Ratirement
income Security Acl of 1974 {ERISA), and sections 6057(b) and 6058(a) of the Internal

} Complete all entries in acsordance with the Instructions fo the Form §500-5F.

OMB Nos, 12190110
1210-0089

2017

This Form is Open to
Public Inspection

[ "Part] -] Annual Report ldentification Information

For cafendar plan year 2017 or fiscal plan year beginning 0L/01/2017 and ending

12/31/2017

X a single-employer plan
A This returnireport is for:
D a one-pasticipant plan D a foreign plan

B This returnfreport is [l the first rotumreport

D an amended retarnirepart

D the final returnireport

C Check box If fillng under: g] Form 5558

[I special extension (enter deseription)

D automatic extensicn

D a muffiple-employar plan {not multiernployer) {Fllers checking this box must attach a
fist of pariicipating employer Information In accordance with the form instructions. )

D a shart plan year returnfreport (less than 12 months}

D DFVYG pregram

g b

“Part Il | Basic Plan Information—enter afl requested information

1a Name of plan

Shady Lawn Health Care Community 401{k) Plan

1b Three-digit
plan number
FN) >

601

1¢ Effective date of plan
10/01/1999

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

Mailing address (include room, apt., sults na. and siraet, or P.O. Box)

City or town, slate or provincs, country, and ZIiP or foreign postal code (if forelgn, see instructions)
PROVIDE-A-CARE, INC,

15028 OLD LINCOLN WAY E.

DALTON OH 44618

2b Employer identification Number
(EIN)34.~-1128B606

2¢ Sponsor's telephone number
330-828-2278

2d Business code (sea Instructions})
623000

Ja Plan adminisfrator's name and address @ Same as Plan Spansor.

3b Administralors EIN

3¢ Administrators tefephone number

4 fthe name andfor EIN of the plan sponser or the plan name has ehanged since the last returnfreport filed for
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last refura/report.

4b EIN 44 1128606

A Sponsors hame Provide-A-Care, Tnc. 4d PN 001
C Plan Name Provide-A-Care, Inc. 401(k) Plan
Ha Total number of participanis at the beginning of the plan year... Sa 83
b Totat number of participanis at the end of the plan year .............. - 5h 84
¢ Number of parhclpaﬂte with account balances as of the end of the p!an ysar (only def' ned contnbutron plans 5o
complets this tem}... 8
d{1) Total number of active participanls at the beglinning of the plan year... 5d{1) 83
d{2} Total number of active paicipants at the end of the plan year ... 5d{2) 83
£  Number of partichhanis who terminated employment during the plan yoar W|Eh accrued beneﬂts thai were [ess e -
than 100% vested ., {
Gaufion: A penally for iiie Iate o incomplete filmg nf ihns retumiraport wrll be 'assessed unless reasonable cause is estabiished.

Urder penaltles of parjury and other penaliies sat forth in the instructions, | declare that ] have examined this retasn/report, including, i appiicable, a Schedule
SB or Scheduie MB completed and signed by an enrolled actuary, as well as the electronic version of (hls relumlreport and to the best of my knowledge and

ue, corrgnt, and compleie.

JRIa AN~ IETaH \\\\

FBrran

S!gna\t I“a of k;j:iadnmmstrator Date Enter name of indi

idual signing as plan administrator
[

AN bAHS i

u

L]
Slgnatu{re! OH’ oyerfplan sponsor Date Enter name of individual signing as employer or plan sponsor

Fur Papen.vork Redustion Act Nolice, soe the Inslructions for Form 53500-SF.

Form BE0G-SF (2617)
v.i70203
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6a  Were all of the plan's assats during the plan year invested in efigible assats? {See instructions, )... @ Yes I:l No
b Are you dalming a walver of the annual examination and repar of an independent qualified public accouniant (IQF‘A)
under 28 CFR 2520.104-467 (Ses instructions on walver eligibliity and conditlons.}.... serrseemsirarerens @ Yes D Ne

If you answered “No” to either Jine 6a or line 6b, the plan cannot use Form SSOU-SF and maist mstaad use Form 5500,
¢ if the plan Is a deflned benefil plan, Is it covered under the PBGC insurance program (see ERISA seclion 4021)7 ...... D Yes |:| No D Nol determined
IF"Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year, . {Sea instructions.)

[ “Part 1l | Financial Information

7 Plan Assels and Liabilltles LT (a) Beglnning of Year {b}) End of Year
A Tolal Plan E85BI5 oo mraernsrescse e eriemseenarsense,_ T8 307,445 . 269,057
B Total plan FABITHES v.cvvereceecrreiseeeresescarssscisrmssscrsassssssssssssossscsrsed B
€ Nat plan assets (sublract line 7b fom N 7a) ..o 7€ 307,445 269,057
8  Income, Expensas, and Transfers for this Plan Year L {a) Amount {b} Tota!
a Contribulions recelved or receivable from: :
(1) EMPIOYEIS .o...coossmssssccsmmosssssrsssssssnsssrssssssssomnsamssssssmrsesssarscoeso| 88(13 231
(2] PARIGEIBNS. cccrsrsssessssossenrrsrersessssssenssseegesprcssorssssscnccssenmnensne] BA(2) 4,625]
{3} Others {including rollOYers).cnmimnmsnrsseseeen.] 88(3)
b Other Income (1058) e ierersssrssremerssesseeens [ 58,160
G Total Income {add fines 8a{1) 8a(2), aa(s), and Bb) T 63,016
d Benefits paid (lnc]udinq direct rollavers and inslitance premiums :
10 Provide BENeS) .......cuineriimssssssesrasssressesrssssamasessessmseseesnsene | O14 28,774
@ Cartain deemad and[ar corrective distribulions (see nstructions},..| @e
f Adminisirative service providers (salatios, fees, commlsslons)....... 8f 2,630
g Other expenses... 8y
h Total expenses {add lines 84, 8e, 8f, and Bg) 8h 101,404
i Net incomse (loss) (sublract line 8h from ine 85) ..evsseiieiirenen] 8 -38,388
] Transfers to (from) the plan (see NSEUCHONS). . ..scoooorssocceneeee] g o

“Part V. I Plan Characterisfics
9a ilf the plan provides pension benefils, enter the applicable pension fealure codes from the List of Plan Characteristic Godes in the mstruciions
2E 2F 2G 2J 2K 27T 3D

b |iF the plan provides welfare benefits, enter the applicable wellare feature codes from the List of Plan Gharactarfslic Codes In the Instructions:

{ Part V -] Compliance Questions

10  During the plan vear Yes [ No Amaount
a Was thare a failure to franamit to the plan any participant confributions within the time period
described in 29 CFR 2510.3-1027 {See instructions and DOL’s Voluntary F§duc§ary Carrection %
Program) ... PR — I I 11
b Were there any nonexempt transachons wuth any parly In—lnteresl'? (Do nat mclude fransactions e
reported on line 10a.}... R OUUT YU VUV O PHRURRRPROPRE B I 1]
¢ Was the plan covered by a fidelity Bond? ... cminnaninmme i s 40
d Did the plan have a loss, whether or not relmbursed by the p[an s fi dehty bond, that was caused %
by fraud or dishonesty?... emererenreeen s e peane eremssbthnt et b ebaaapeastebsratnsarssmeaareresrnresssereneernnrsnenreer] EOU
8 Were any fees oy commissions pald to any brokers, agents, of other persons by an insurance
carder, Insurance service, or other organization that provides some or all of the benefits under ¥
the plan? (S6e INSIUCHONSJuu unioimrncsmirisresrerrmrs s rmss ress s e ssesssssscners] 1 08
Has the plan falled {o provide any benefil when due under the plan? a0 X
¢ Did the ptan have any participant loana? (if "Yes," enter amount as of year-end.) crcmernn-onf g X
h Ifthis is an individual account plan was ihere a blackaut perlod'? (See insfructions and 28 GFR e
2520,101-3.) ... e e e .| 10h
i ifd0hwas answered Yes, chesk lhe hox lf you elther prowc[ed the requured nuﬂc:e or one uf the e
exceptions to providing the notice applied under 20 CFR 2520.101-3 ., verveneeemeetonceneeenseranens] 101
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lPartVI l Penision Funding Compliance

11 Is this a defined benefit plan suh]ect to minimum funding requirements’? ( "Yes," see instruclions and complete Schedule 5B D Yes D Mo
(Form §5500) and fine 11a below)... [ ]
_11a Enter the unpaid minimurs requ:red contributions for all years from Schedle 5B (Form 5500} line 40... l 11a 1
12 ts this a defined contribution ptan subject to the mintmum funding requirements of saction 412 of the Code or seeﬁcm 302 of D v EI No
ERISA? .......oovreenes es
(if "Yes," complefe line 12a or ilnes 12b 12(; '12d and 129 be!aw, as appllcable )

a If a walver of the minimum fundlng standard fora pnor year ls belng amortized in this p[an year, see instructions, and enter the dale of the lefier ruling
graniing the waiver. .. Month Day Year

If you completed line 12a, complete imes 3 9 and 10 ofScheduEe MB (Form 55(]0), anc{ skip to ime 13,

b Enter the minimum required contribition foF thiS PIAN YBA ..coc e iecrimmmce e mrcisb sttt s s st siaes 12b

G Enter the amount contribuled by the employer to the plan for this plan year .. 12¢

td Subtract the amount In line 12¢ from the amount in line 12b. Enter the resut (enler aminus sign to the !efi ofa 124
riegative amount) ..

€ Wil the minimum funcimg amournt reported on fine 12d be mel by the fundmg daadime‘? ereemetebamt et aanne st iren D Yeas D Neo D NIA

Plan Taerminations and Transfers of Assets

133 Has a resolution to terminate the plan bean adopled 1N 8NY PIAN YEEIT . s ras st e s sveseemscacs D Yes @ o

If “Yes,” apter the amount of any plan assets that reverted to the employer this year .. veaeervissessieresrsnssereronmeesonere] 138

B Were all the plan assets distrbuted to parliclpanls ar beneficlaries, transferred to another psan or brought under the D Yes @ No
control of the PBGC? .. . .. [T S .

¢ 1if, during this plan year, any assets or Ilabn[ntun; were fransferred from this plan io another p]an(s). identify éhe p[an(s) o
which assels or liabilities were transferred. (Ses instructions.}

13¢{1) Name of plan(s): 13c{2) EIN(s) 13c{3) PN(s)




