Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

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

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

OMB Nos. 1210-0110
1210-0089

2017

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning  01/01/2018 and ending

03/29/2018

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

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

B This return/report is

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

|:| an amended return/report

C Check box if filing under:

|:| Form 5558 D automatic extension

|:| special extension (enter description)

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

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

|:| DFVC program

| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
DAYTON CHILDRENS ORTHOPAEDIC CENTER FOR SPINAL AND plan number
(PN) 001
1c Effective date of plan
02/01/2000
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 45-3934418
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2C Sponsor’s telephone number

DAYTON CHILDRENS ORTHOPAEDIC CENTER FOR SPINAL AND PEDIATRIC CARE INC

1 CHILDRENS PLAZA
DAYTON, OH 45404

937-641-4579

2d

Business code (see instructions)
621111

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

3b

Administrator’s EIN

3c

Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the Plan YEar ..............c.ccccovieereeeieeeeeeeeeeeeeeeeeeee e 5a 30
b Total number of participants at the end Of the PIAN YEAT............c..oeieeeeeeeeeeeeeeeeeeeeeeee e 5b 0
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 0
[odoTaa] o111 (TR 1 a1 o) SRS
d(1) Total number of active participants at the beginning of the plan year 5d(1) 30
d(2) Total number of active participants at the end of the Plan YEar ...............cccrvririierieiieieieee e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 0
5e
L0 T 001 Y=y (=Y o PP

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

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

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 10/31/2018 JOHN HARVEY

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 10/31/2018 JOHN HARVEY

HERE 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 1262522 0
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 1262522 0
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1)
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 0
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b -3076
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c -3076
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 1259396
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 8¢ 50
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 1259446
i Netincome (loss) (subtract line 8h from line 8c).. 8i -1262522
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:
2A  2E 2J 2K 3H 2F 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 1000000
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 10h X

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

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?................ccccocceviiciniicnnnnen.

i

Yes || No || NA

‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in @ny PIaN YEAr? ............cccevveeuivevereieieiceieee e

Yes D 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

CONEIOL OF tNE PBGC? ....iiiiii it ettt e e ettt e e e et e e e e et et e e e e e ettt eeaeeeeaataeeaeeesenrbaeeeens

Yes D No

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

which assets or liabilities were transferred. (See instructions.)

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

13c¢(3) PN(s)

DAYTON CHILDREN'S HOSPITAL 401(K) PLAN 31-0672132

002




OMB Nos. 1210-011¢

Form 5500-SF Short Form Annual Return/Report of Small Employee 1210.0086
Benefit Plan

OCepariment of the Treasury

Iniemal Revenue Servics This form is required to be fifed under sections 104 and 4065 of the Employee Retirement 2017
Department of Labar income Securily Act of 1974 (ERISA), and seclicns 6057(b) and 6058(a) of the Internal . .
Emplayes Senefits Securly Administralion Revenue Code (the Code), This Form is Open to

Pansion Benefi{ Guaranty Cerporalion Pubfic Inspection

» Complete all entries in accordance with the instructions to the Form 5500-SF.
| Partl | Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 01/01/2018 and ending 03/29/2018
D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer infarmation in accordance with the form instructions.)

@ a single-employer plan
A This returnireport is for:

D a one-participant plan D a foreign plan
B Thi / i
Is retum/report s |:| the first returnfreport El the final return/report.
D an amended return/report El a short plan year return/report (less than 12 months)
C Check box f filing under: D Form 5558 |:| automatic extension D DFVC program
D special extension (enter description) N
I Partll | Basic Plan information—enter all requested information ‘
1a Name of plan ' 1b Three-digit
DAYTON CHILDRENS ORTHOPAEDIC CENTER FOR SPINAL AND plan number
(PN) ¥ 001
1c Effective date of plan
02/01/2000
2a Plan sponsor's name (employer, if for a singte-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and streel, or P.O. Box) (EN}45-3934418
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2c S -
DAYTON CHILDRENS ORTHOPAEDIC CENTER ¢ Oponsor's telephone number
FOR SPINAL AND PEDIATRIC CARE INC {837) 641-4579

2d Business code (see instructions)
1 CHILDRENS PLAZA

DAYTON OH 45404 621111
3a Plan administrator's name and address @ Same as Plan Sponsor. 3b Administrator's EiN

3¢ Administrator's telephone number

4  If the name and/or EIN of the plan spansor or the plan name has changed since the last returnfreport filed for 4bh EIN
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last returm/report.

a Sponsor's name 4d PN
G Plan Name
Ha Total number of participanis at the beginning Of the PIAN YEAT ... ..o e rees 5a 30

b Total number of participants at the end 0f the PIAN VAT ...cccce..erreericessies s eessssvesssasssesassssses e ssnecessesssesssenecs 5h
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c

COMPIBLE thIS IEEITE ..ot ei et s e eme e ebs shes e east et et s s b e st b b s mmn s et e s et nnenen 0
(1) Total number of active paricipants at the beginning of the PIaN YBar ... eenreeeseeeeeons 5d(1) 30
d(2) Total number of active participants at the end of the plan year 5d(2) 0
e Number of participants who terminated employment during the pian year with accrued benefits that were less 5e

AN T00% VESIEA 11u ittt ciee itk eae st sh bt st e ch e se e e s eas LS b E i e e e e r vy vy 0

Caution: A penalty for the late or incomplete filing of this return/report will be assessed untess reasonable cause is established.
Under penaities of perjury and other penallies set forlh in the instructions, | declare that | have examined this return/report, including, if applicabte, 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 trlg, correct, and complete.

SIGN - %&/\}\ U W-31-1Y [os Harvey

HERE i natur: of plan admingtrator Date Enter name of individual signing as plan adminisirator

sion | Gk M {N-3) |y [POHN HARVEY

HERE gg;ature of e‘n;Sonerlpléﬁponsor Date - Enter name of individuat signing as employer or plan sponsor_|
For Paperwork Réiuction Act Notice, see the Instructions for Form 5500-5F. Form 5500-SF (2017}

v.170263
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Were all of the plan's assets during the pian year invested in eligible assets? (See instructions ). Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (JQPA}
under 28 CFR 2520.104-467 (See instructions on waiver eligibility and conditions. ). Yes D No

If you answered “No” to either line Ba or line 8b, the plan cannot use Form 5500-SF and must instead use Form 8500,

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... |:| Yes D No D Not determined

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

. (See instructions.}

[ Partlll | Financial Information

7 Plan Assets and Liabilities (a)} Beginning of Year {b} End of Year
A TOAl PIAN BSSEIS 11\ vevreeeeeceeereeeeeieteieret et e e 7a 1,262,522 0
b Total plan HahiES ....coo.coviiiririiiiiseereesssssneeeecereeiseeersescessenssass 7b
C Net plan assets (subtract line 7b from line 7a) ..o 7¢ 1,262,522 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b} Total
a Contributions received or receivable from:
{1) EMPIOYEIS ..o 8a(1) G
{2) Parieipants........ocoooeiie e e s s 8a(2) ¢
{3} Others (including roflovers).... Ba(3)
B Other NCOME (J0S5) .....ovreeeereesevreesiers oottt ensissias s 8b -3,0786
C Total income (add lines 8a(1), 8a(2), 8a(3}, and 8b) ............cccevin, 8¢ -3,076
d Benefits paid (including direct roltovers and insurance premiums
10 Provite DENBIS) . ...o..\.oee oo em et sss e 8d 1,253,396
& Certain deemed andfor corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
g OIRGr @XPEASES oo 8g 50
h Total expenses (add lines 8d, 8e, 87, and 80) ......c.eveeooeeeevvcenee]  8h 1,259,446
i Netincome (foss) (subtract line 8h from line 86)......vvevvveeceeeee] 8 -1,262,522
j Transfers to (from) the plan (see instructions}..........cccccci 8i
I Part IV | Plan Characteristics
9a [If the plan provides pension benefits, enter the applicable pension feature codes from Lhe List of Plan Characteristic Codes in the instructions:
28 2E 2J 2K 3H 2F 2D
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
I Part V I 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
PPTOQUBITEY 11vevveseeecs et emeeueesaenrene e essenearaeeme s b deaE 446 E 4L L L4104 0L P YR ¥R 46 €46 S 2n 2 eham e h £ 2 s eEe s b s b b sn b s s b bR 10a X
b Were there any nonexempt transactions with any party-in-interest? (0o nat include transactions
reported an BRE TOA ... e 10b X
€ Was the plan covered by a fidelity bond? ... ] 100 | X 1,000,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud or dishonesty?... et iedrees ey nes eare s ceeeireeneeennn| 10d X
e Were any fees or commissions paid fo any brokers, agents. or other persens by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the plan? (See INSIUCHONS.) ... viv s et b 10e X
Has the plan failed to provide any benefit when due under the plan? ..., 10f
¢ Did the plan have any participant loans? (if "Yes,” enter amount as of year-end.) .....ccecooecennns 10g e
h Ifthis is an individua) account plarn, was there a blackout period? (See instructions and 29 CFR
2520.101-3) v 10h X
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions 10 providing the notice applied under 29 CFR 2520.101-3 oo 10i
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[Part \il | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB D Yes No
(Form 5500) N NS 118 BEIOWY ..o oottt e co e e b dL et e b Lt ea 1L E UL rEE e r RSyt st

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) fine 40| 11a |

12  is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes No
ERISA? 1o eooosoeeeeoes e eesesesees s seeee oot 1202511 et et et b
(If"Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

a If a waiver of the minimurmn funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter rufing
Granting the WEAIVET. ...ivisies e ceee i ime st d et ot et sae st ems st st se s en e s s bna bt b Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form §500), and skip to line 13.

b Enter the minimum required CORHDULEN TOr thiS PIAN YEAT ...vv.vrerves v eeeeeeeeeeeveeseeesiessestenseeeeasseessesensessses s srsssasssscesees 12b
12¢

€ Enter the amount contributed by the employer to the plan for this plan year ...

¢ Subtract the amount in line 12¢ from the amount in line 12b. Enter the result {enter a minus sign to the left of a 12d
NEGALIVE AMIOUNE) L.t ee s et e e Lo e e e

€ Will the minimum funding amount reparted on line 12d be met by the funding deadline?...........ovvniirre i D Yes [l No |:| NIA
[Part Vil | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any Plan YEar? ............co s csmmmrersssnveses e canesnseoos @ Yes |:| No

If “Yes,” entar the amount of any plan assets that reverted to the employer this year ........ceevvivvicmeeceniiciceeeenn| 138 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the @ Yes D No
CONITOl Of thE PBGU 7 1o cee ettt s e e emcen e et bmai s b aas s it .

€ 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 instrucfions.)

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

DAYTON CHILDREN'S HOSPITAL 401 (K) PLAN
31-0672132 002




