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

2018

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

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

09/30/2018

a single-employer plan
A This return/report is for:
D a one-participant plan D a foreign plan

B This return/report is

D the first return/report the final return/report

D an amended return/report

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.)

C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Part Il | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
PENSION PLAN FOR EMPLOYEES OF CENTRAL CLINIC BEHAVIORAL HEALTH plan number
(PN) » 002
1c Effective date of plan
06/02/2017
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) 31-0552288
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) -
2C Sponsor’s telephone number

CENTRAL CLINIC, INC.

311 ALBERT SABIN WAY
CINCINNATI, OH 45229

513-558-9005

2d

Business code (see instructions)
621420

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.c.ceevieeviceeeeeeeeee e 5a 0
b Total number of participants at the end 0f the PIAN YE&K ...............c.cvrrevirereeeeeeeeeeec et 5b 0
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
(oo 4] o1 [= (= (RS (<Y 0 ) PSR O PSP PTPRT
d(1) Total number of active participants at the beginning of the plan year 5d(1) 0
d(2) Total number of active participants at the end of the Plan YEar ..............coocvuiievrueiiiiieeeeeeee e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
ENAN 1000 VESTOU ...ttt ie ettt ettt ettt ettt e e et sttt e e e s sttt e e e e e aa sttt et e e 44kt s bttt et 444 R R bttt e e et 4a bbb et e ee e e e nbrreeeeeaannrnnnee

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. 04/08/2019 KATHY R. FIELDS

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

SIGN Filed with authorized/valid electronic signature. 04/08/2019 KATHY R. FIELDS

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 (2018)
v.171027




Form 5500-SF (2018) Page 2

6a
b

Were all of the plan’s assets during the plan year invested in eligible assets? (See inStructions.) ...........cccccviiiiiiiiini e, Yes I:[ 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 conditions.).............cccocoiiviiiiiiii, 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)7? ...... Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4151399. (See instructions.)

| Part Ill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS ....vevveriiceieie ettt 7a 402021
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b 0
C Net plan assets (subtract line 7b from line 7a) ............cc.cccooeernnee. 7c 402021 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS . 8a(1) 0
(2) PartiCIDANTS. ...evieeieeeeeeeeeeee e 8a(2) 0
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3) 0
Other INCOME (I0SS) .....c..oveurerieuieieeteiieeieieeee ettt 8b 1918
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)....................... 8c 1918
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEILS) .......cveuieiieiiieiiieeeeeeeee e 8d 0
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
g Other expenses 8g 403939
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 403939
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i -402021
j Transfers to (from) the plan (see instructions)..........ccccccvvveveeeiniinnns 8] 0

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:
1A 11 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 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction

g oo =13 o) 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

TEPOTEO ON lINE LOB.) c...vvoeieeeeeeeeee e eee et ee st n et ee et s st en et enes e en et eneneeen e 10b X

Was the plan covered by a fidelity DONd? ..., 10c X

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

DY AU OF ISNONESIY? ...........veeeeeeeceeeeeeeeeeeeeeeee et enr e 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.) .. ....uuii ittt 10e X
f Has the plan failed to provide any benefit when due under the plan? .........ccccccooernineninineennnn, 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c............ 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1070-3.) ettt h e a ettt et e s 10h

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 ........ccoiiuiiiieeeriiiiiieieee s 10i




Form 5500-SF (2018) Page 3- |1

[Part \ I 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
(Rl TS0 0) I Vo g T K N o T (o I TP PP PPPPPPON

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

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? ....ooooooooeeee s oo eeeeevoseseesssse e eees s [ ves ] No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a If awaiver 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
OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen 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.ccceveviiiueueereieeeeeeeeeeeeeeeeeeeeeee e 12b
12c

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

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LETe =T (g (o0 T T PP PPPTPPPPN

e Wil the minimum funding amount reported on line 12d be met by the funding deadline?.....................ccccocevereernennen. D Yes D No D N/A
‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted iN @any PIAN YEAr? ...........cccoeeveueeveeeeeeeeeee et Yes [[ No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............ccococeiiiiiiin, 13a 403939

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Yes D No
(o2 10T I o) 1 =Y = 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)




5500 ELECTRONIC FILING AUTHORIZATION

Plan Name: Pension Plan for Employees of Central Clinic Behavioral Health
EIN/PN:  31-0552288 /002
Plan Year: 01/01/2018 - 9/30/2018

As Plan Administrator and/or Employer Plan Sponsor, I hereby acknowledge that I have
reviewed and signed a paper copy of the 2018 annual 5500 series return. I also
understand that, by authorizing Schneider, Male & Strakowski Co, EA to complete the
electronic submission of this return using EFAST-II procedures, a scanned copy of the
return, bearing my signature will be included in the electronic filing. I am aware that both
the Department of Labor and the Internal Revenue Service are bound by public
disclosure regulations and that a copy of my signed 5500-SF or 5500 may be viewed by
the public on the Department of Labor Internet site,

I hereby authorize and direct Schneider, Male & Strakowski Co, EA, to electronically file

the noted return with the Department of Labor Electronic Filing Acceptance System
(EFAST).

Plan Administrator and/or Employer/Plan Sponsor

< "’\A\_-.&\S‘& Ay /CE & 0oN

Sign Date




Form 5500-SF

Pspartment of the Treasury
Internal Ravenue Service

Benefif Plan

Employea Bensfits Security Administration

Department of Labor
the Intemal 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 section 6057(b} and 6058(a) of

> Complete all entries in accordance with the instrucﬁons to the Form 6500-SF.

OMB Naos, 1210-0110
1210-0089

2018

This Form is Open to Public
Inspection

[ESSEE  Annual Report identification Information

For calendar plan year 2018 or fiscal plan year beginning

01/01/2018 and ending

09/30/2018

A This retumn/report is for:

B This return/report is:

C Check box if filing under:

E a single-employer plan

a foreign plan

a one-participant plan
the final return/report

the first return/report
D an amended return/report

[] Form 5558
|:| speclal extension (enter description)

D automatic extension

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,)

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

D DFVC program

mu Basic Plan Information =—- enter all requested Information

1a Name of plan

1B Three-digit

Pension Plan for Employees of Central Clinic Behavioral Health 8!’?‘:1) n: mber 00?2
1¢ Effective date of plan
06/02/2017
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing Address (include room, apt., suite no. and strest, or P.O. Box) {EIN) 31-0552288
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
Central Clinic, Inc. 2¢ Sponsor's telephone number
. (513} 558-9005
2d Business code (see instructions)
311 Albert Sabin Way 621420
US Cincinnati OH 45229
3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone number
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report filed for 4b EIN
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnfreport.
a Sponsors name 4d PN
C Plan Name
5a Total number of participants at the beginning of the plan year 5a 0
b Total number of participants at the end of the plan year S5h 0
C Number of participants with account balances as of the end of the plan year (enly defined contribution plans 5¢
complete this item)
d(1) Total number of active participants at the beginning of the plan year 5d{1) ]
d(2) Total number of active participants at the end of the plan year 5d(2) 0
Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% vested Se 0

Caution: A penaity for the late or incomplete filing of this return/report will be assessed unless reasonable cause Is astablished.

Under penalties of perjury and other penalties set forth in the instructions, 1 declare that | have
SB or Schedule MB completed and signed by an enrolled actuary,
belief, it is trye, correct, and complete,

examined this return/report, including, if applicable, a Schedule
as well as the electronic version of this return/report, and to the best of my knowledge and

o N ?rc&&\ / N~ WL&R{Q&\‘\ Kathy R. Fields
na‘ture ot/pla_g‘ administrator ’ Date Enter name of individual signing as plan administrator
: same
SR Signature of amployorfplan sponsor Date Enter name of individual signing as employer or plan spensor

For Paperwork Reduction Act Notice, see the instructions for Form 5500-SF.

. Form 5500-SF {2018)
v.171027




Form 5500-5F 2018 Page 2

6a were all of the plan's assets during the plan year invested in eligible assets? (See instructions.) Yes [CINe
b Are you claiming a walver of the annual examination and report of an independent qualified public accountant {|QPA)
under 29 CFR 25240.104-467 (See Instructions on waiver eligibility and conditions.) [X]Yes [No

If you answersd "No" to elther line 6a or line 6b, the plan cannot use Form §600-SF and must instead use Form 5500,
C ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7  nen[X] Y5 I:l No [ ]Not determined

If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this year 4151399 {See instructions.)
m Financial Information
7  Plan Assets and Liabilities - (a) Beginning of Year {b) End of Year
A _Total plan assets 7a 402,021
b Total plan labilities 7h O
€ Net plan assets {subtract line 7b from ling 78)  wuwsssiemsersses T— .| Te¢ 402,021 0
8 income, Expenses, and Transfers for this Plan Year (a) Amount {b} Total
a Contributions received or receivable fram:
{1} Employers 8a(1)
{2} Pariicipants 8a(2)
{3) Others (including rollovers) 8a(3)
b Otherincome (loss) ' 8b
C Total income {add lines 8a(1}, 8a(2), 8a(3), and 8D) wceessessssncene wers|  8C
d Benefits paid (Including direct rollovers and insurance premiums
{o provide benefits) 8d
€ Certain deemed and/or corrective distributions (see instructions) .. 8e
f Administrative service providers {salaries, fees, commissions) . 8f
g Other expenses 8 403,939
h  Total expenses (add lines 8d, 8, Bf, ANU BY)  wermemsmmsesssssmseoreenmee] B 403,939
| Netincome (loss) (subtract ling 8h from liNe 86}  wemessssessrsssssssnsesees|  Bi (402,021)
J  Transfers to {from} the pI'an (see instructions)  .we. 8j

Plan Characteristics

1A 1T 3D

| if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes In the instructions:

Compliance Questions

10 During the plan year: Yos
a  Was there a failure fo transmit to the plan any participant contributions within the time peried

described in 29 CFR 2610.3-1027 (See instructions and DOL's Voluntary Fiduciary Correction

Program) i0a

b Were there any nonexempt transactions with any party-in-interest? {Do not include transactions
reported on line 10a.) 10b
. € Was the plan covered by a fidelity bond? 10c

d Did the plan have a loss, whether or niot reimbursed by the plan's fidelity bond, that was caused

by fraud or dishonesty? 10d
& Were any fees or commissions paid to any brokers, agents, or other persons by an insurance

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

the plan? (See instructions.) 10e
f Has the plan failed to provide any benefit when due under the plan? 10f

Did the plan have any participant loans? (If "Yes," anter amount as of year end.}  swssssssssressensnser | 108

If this is an ihdividual account plan, was there a blackout period? {See instructions and 29 CFR
2520.101-3.) 10h

i If10h was answered "Yes," check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 26 CFR 2520.101-3 10i

o e




Form 5500-SF 2018 Page 3 -

h Pension’ Fu'ndl_ng Compiiance

11 Is this a defined benefit plan subject to minimum funding reqmrements'? (If "Yes," see instructions and complete Schedule 3B 1 Yes [X] No
Form 5500 and line 11a below - aunese
11a Enter the unpaid minimum required contnbullons for all years from Schedule 3B (Form 5500) line 40 11a
12 s this a defined contribution plar subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? M Yes [X] Wo
(If "Yes." complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

a [f 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 walver S imsarsris it sy RO SRR ey novasenssensuasne Ty pprpmmvoma— 1 (s 011q] __Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500}, and skip to {lne 13,
b Enter the minimum required contribution for this plan year. 12b
c Enier the amount contributed by the employer to the plan for the plan year 12¢
d  Subtract the amount in line 12c from the amount in line 12b. Enter the resylt (enter a minué sign to 'lhe left bf a 12d
negative amount)  womssmssssesssessesismssissrmsmsstszsassas 1NN ETIEEEY S et eI I LA E LS bt narn s snsE s ERORSROE TS ROR IR BRIV A SR AT U PSR BRSES RS S PRTE i
e WII the minfmum fundmg amount reported on line 12d be met by the funding deadline? ] Yes I:] Noe ] N/A
B Plan Terminations and Transfers of Assets '
13a Has a resolution to terminate the plan been adopted in any plan year? B Yes [ No
If"Yes," enter the amount of any plan assets that reverted to the employer this year 13a 403,939

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

CONMIOl Of the PBGC?  sivsiscssisassosssrsnsrssasmensaronsassssssrassessssasanenseosssosasass T erTTR .
LT L T e trasiesavssssesnerensis

X] ves [ Ne

-€  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plans) to
which assets or liabiliies were transferred. {See instruciions.)

13¢{1) Name of plan(s}): 13¢(2) EIN(s)

13¢(3} PN(s)




