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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.
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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

12/31/2018

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 D the final return/report

D an amended return/report

C Check box if filing under: Form 5558

D special extension (enter description)

D automatic extension

D 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.)

D DFVC program

| Part Il | Basic Plan Information—enter all requested information

la Name of plan 1b Three-digit
QUALITY CARE NURSING SERVICES 401(K) PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1999
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) 31-1385154
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) -
2C Sponsor’s telephone number

QUALITY CARE NURSING SERVICE, INC.

501 WASHINGTON STREET, SUITE 13
SOUTH POINT, OH 45680-9208

740-377-9095

2d

Business code (see instructions)
621610

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 117
b Total number of participants at the end 0f the PIAN YE&K ...............c.cvrrevirereeeeeeeeeeec et 5b 113
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c 46
(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) 113
d(2) Total number of active participants at the end of the PIAN YEAT .............co..cvweveervreerrrereeereeeeseeeeeesessesresenenes 5d(2) 113
€ 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. 08/22/2019 DOUGLAS FREEMAN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) L o
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 Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtioNS.) ..........ccvcvevevieeeveeeieveeece e, Yes I:[ No
b 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? ...... D 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

. (See instructions.)

| Part Ill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS ...eeuvveieiieiieiie et 7a 1155322 1021911
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b
C Net plan assets (subtract line 7b from line 7a) ............c..ccccoveevennne. 7c 1155322 1021911
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ...voiieiiieeiieeeee e 8a(l) 15000
(2) PartiCIDANTS. ...evieeieeeeeeeeeeee e 8a(2) 35708
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3)
Other iNCOME (I0SS) .....vevieeieieieieciieiieeiectese et sie s eveenaeereens 8b -71043
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c -20335
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide BENEFItS) ... ..oiveeiiiieieieee e 8d 113076
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 113076
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i -133411
j Transfers to (from) the plan (see instructions)..........ccccccvvveveeeiniinnns 8]

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 23 2K 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 bond? ... 10c | X 50000
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 25438
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) .ottt ettt ettt ene e 10h X
i 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
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[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 D 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

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

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

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?...............cc.cccooiiviiiennicnn. 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 @ny PIaN YEAI? ............cccccoeievevivevirieeeieereeee e D Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes 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)
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Quality Care
Nursing Services
PHONE: 740-377-9095 FAX: 740-377-9591
FAX COVER SHEET

DATE: / [-§-2019

100 M IKE- Benerr Svlufions
FAXNO: [~ §00~519~HT72K

rRom: T erry — Jos  FREEMAN

pAGES: (& (INCLUDING COVER SHEET)

T e KEouesTed

***PLEASE RETURN ALL FAXES TO 740-377-9591***

Note: The attached information is confidential and legally privileged. QCNS,
HMNS & UHC has provided it under authorization by the clients and/or legally
authorized significant other. The recipient MAY NOT FURTHER DISCLOSE the
information without the express written consent of the client or guardian or as
authorized by law,
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i

Form 5500-SF Short Form Annual Return/Report of Small Employee O Nes. o dm
Depariment of the Treasury BEHel“t Plan
terial Revanue Senice This form is required 1o be filed under sactions 104 and 4065 of the Employee Refiremeant 2018
Department of Lahor Ingome Sacurity Act of 1974 (ERISA), and sactfons 6057(b) and G058(a) of the Internal
Engloyee Benalits Socurty AGTITISTaton Revenue Gode (tha Gode). This Form 1z Gpon to
Pranslon Barkefit Guitanty Corporation FPublic Inspection
- » Complote all entries in accordance with the Instructions to the Form §500-5F.

[ Parf1 | Annual Report Identification Information

For catendar plan year 2018 or fizcal plan year baginning 01/01/3018 and ending 12/31/2018
a multiple-emplayer plan (not muittemployer) (Filers checking this box must altach a
tist of paricipating emplayer inforrtation in accordance with the form instructions.)

[] a ene-panticipant plan D a foreign plan

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

B This returnireportis [] the fist retumvrepon []the final retumireport

D an amended returnfrepart |:| a short ptan year retum/report (less than 12 months)

€ Check box if filing under: @ Eorm 5558 D aulomalic extension [:] DFVC program
D spacial extension (enter description)
[ Partll | Basic Plan Information—anter all requested informalion

1a Name of plan 1b Three-digit
QUALITY CARE NURSING SERVICES 401 (k) PLAN plan number
(PN)_¥ 001
1¢ Effective date of plan
01/01/1989
2a Plan sponsor's name (emplayer, if for a single-employer plan) 2b Employer !dentification Number
Mailing address (include room, apt., suife ng. and street, or P.O. Box) (EN)31-1385154
i , r ince, , and ZIP or forei j ian, ruct
City or towin, state or provinge, country, an or fareign postal code (if foreign, see instrustions) 2¢_Sponsor's telephane number

QUALITY CARE NURSING SERVICE, INC, 740-377-9095

. Bush instoct
501 Washington Street, Suite 13 2d Business code (see instnictions)

S8OUTH POINT QH 45680-92208 621610
3Ja Plan administrator's name and address @Same as Plan Sponsor, 3b Administrater's EIN

3¢ Administrator's tefephona number

4 It the name and/or EIN of the pfan sponsor or the plan name has changed since the 1ast returnfreport filed for 4b EIN
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last ratum/report.

& Sponsor's name 4d PN
¢ Plan Name
Ba Total number of participants at the beginning of the plan year .. Ba 117

b Total number of parficipants at the End of te PRI YBAF .- . e eorcereeces oo e sset s st b s et sness 5b 113
& Number of paricipants with account balances as of the end of the plan year (anly defined contribution ptans 5c

COMPIELE LNES HEIMY cvvvvesvesssrssssssmsrressesssssssssssvesmreesesesbonesssoesssseeessomeeecets osehseneaies sttt R rES SRS PERE PSR T 00 46
d{1) Total number of active participants at the beginning of the PIAN VAT 1v...werer-rrrsssreesseeeeeeeesesssrass rieeseseseressecess Sd{1) 113
d(2) Total number of active participants at the and of te PIAN YBEM v rmsrsssssrrsesrssereessemss s 5d(2) 113
8 MNumber of pariicipants who terminated employment during the ptan year with accrued benefits that ware kss 5@

than 100% e sttt 0

! ng of this returnfrepart wiil be assessed unless reasonable cause Is estabilshed.
Er ponalligh dat forth in the instruciions, | declare that | have examined this retur/raport, including, if applicable, & Schedula
/3 o slgna by fin enrolled actuary, as well as the electronic vargian of this refum/report, and to the best of my knowledge and

CE—a 22 p4é /9 |povglas Preeman
Date Enler name of individual sighing as plan administrator
@"7 7 /9 |pouglas Freeman
Date Enter name of individual slgning as employer or plan sponsar
For Fapamnrk Re ugtion Act Notice, aea the Instructions for Form §500-5F. form 5500-SF (2016)

vt
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Form 5500-5F {2018)

Page 2

T-023  POO0O3/0006 F-335

6a Were all of the plan’s assets duning the plan year invested in gligible a55ets? (5@ INSIUGHONE) v s s

b Are you dlaiming a waiver of the annual examination and rapor of an independent qualified public accountant (IQPA)

under 28 CFR 2520.104-467 (Sea instructions on waiver eligibility and ¢ondifions.) ..o i

B ves [] Mo
Yes [] No

if you angwamd “No™ to plthar line Bg or ling 6b, the plan cannot use Form 5500-5F and must Instoad use Form 5500,
¢ Ifthe plaﬁ i & dofined benefit plan, is it covered under the PBGC Insurance program (see ERISA section 4021)?

If “Yes" is chacked, enter the My PAA confimhation number from the PBGC premiun fiting for this plan year

...... [] Yes [Ino [[] ot determined

. {See instructions.)

I Part il | Financial Information

7  Plan Assets and Liabilities (2} Beginning of Year {b) End of Yoar
B TG RN BBSOIE . ooor e st eorseeeeerer s et sssrae s 7a 1,158,322 1,021,911
b Total plan BADINEE ... s beibicenrgand - TH
€ Nei plan assets (subtradt fing 7i from Hne 73) i, - Te 1,195,322}, ‘ 1 021,911
8  Incoms, Expenses, and Trlansfers for this Plan Year I (a) Amaunt . (b) Tntal .
a ﬁ*;"gmggjgmm”mmmme fmm ____________________________________ ga(t) AR, 000 i i s P
{2) PAMCIPANTS . cvvsirssississssisissic i siss ot beeteemte s eepeeeem becnseeecceecd Ba(2) 35,708 ‘
{2)_Others (including LOIOVErE). e s 8a{3)
B Other INCOMB (085 auecescueeitne oot oottt ee et eeeneeeneene ah -71, 042
€ Total income (add lines Bal1), 8a(2), Ba(3), and 8b)..v.eiriincorens Be -20,335
d Benelits paid (including girect- rollovers and Insurance premiums, o N (IR TIY:
10 PrOVIBE BEOETIEY .o cortoinsne i treeeoecsectenatenceeeeeecenemeneeeceremneced Bd - 112,076
& Cartain deemed and/or comective distibutions (see instructions)...| 8e
f Administrative service providers {salaries, faes, COMMISSIONS) ... Bf
€] OB BXDEIIROS . v v s cvssersreirasssrssreres e ens s rrss s rgn s s g a2 he b £t en i]:]
h Total expenses (add lines 84, Be, 8f, and Bg) gh 113,076
i Net income {toss) (subleact ling 8 frism ling d¢) PTI SAE IR AR A B ~133,413%
J transfers to (from) the plan (e MStucions). ..o, g

| Part IV IPlan Characteristics

If the plan provides pengion benefits, enter the appllcable pansinn feature mdes frorn the List of Plan Charactaristic Codas in the instructions:

Sa
2E 2J 2K 3D
Ix |ifthe plan provides welfare benefits, entar the applicabls welfare feature codes from the List of Plah Characteristic Codas in the instnuctions:
PartV ] Compllance Quastions
10  During the plan year: ' Yea | No Amount
& Vvas there a failure to transtnit to the pfan any participant contributions within the tima period
desciibed jn 29 CFR-25610.3-1027 (See instructions and DOL's Vohintary Fiduciary Correction %
PPROGFETIL 1oy reeeviranarascrsirereses rerass nse s e e e rs s a4 om 040440248800 40 288428 R b d e § e e e e bt e et e cac e edede e 10a
B Were thare any nonaxampl transactions with any party-in-inferas{? (Du not include transactiuns %
reported on line 103.)... feaeiieen reir . . 10h
€ Was the plan covered by a ﬁdelliy bond? 0 | £ 50,000
¢ Did the plan have a loas, whether or not r&lmbursed hy lhe plan s ﬂde!uy bnn:l that was caused x
DY fraud of GIShONEEIYT ..o b e e e e e eesva e i ennensasressnressssrsrens] 10d
& Were any fees or commissions pald to any brokers, agents, or other persons by an insurance
carmier, Insurance service, or other organizatinn lhat provtdas soma or afl of tha haneﬁts under X
the plan? (See !nstructmna) Zubidin b s sesnnn s g snas s seress ey Fe e o i 10R
f Has the plan failed fo pro\nde any banefit when dua under tha plan‘? ..... AR AR )" X
¢ Did the plan have any participant loans? (If “Yes,” enter amount a5 of Year-end.} ... vsessines 10g X 25,438
h Hihisis an mdlwdual acgount plan was thare a b!ackout panud" (See instructions and 29 CFR X
ZEAAOTBY (e i e e L et e g e s 10h
i If 10hwas answered “Yes,” check the box if you either provided the required nefice or one of the
axceptions 1o prowding lhe nohce applled under 29 CFR 2520 101»‘3 ............................................ 101
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Form 5500-GF (2018} Page 3- | |

[Part vi | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see indlrugtions and complete Schedule S8 D Yes D No
o BB AN e 8 O
41a Enler the unpaid minimum required contributions for all years from Schedula SB (Form $500) fine 40,
12  isthis a defined contribution plan subject to the minimum funding requirements of section 412 of the Cods or section 302 of D ¥ @ N
=Y N ea 0
(If "Yas," complete line 12a or lines 12b, 12¢, 12d, and 12& batow, as applicable.)

a If awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instiuctions, and enter the date of the fetter ruling

ranting the WRIVEL. wiviisuesisssss s s eonsissssssnsss oy s s ras s ... Month Day Year
if you complated lina 12a, complate lines §, 9, and 10 of Schedubs MB (Form 5500), and skip to lina 13.
b Enter the mirimum required SOTIBUTON TOr thIS DN YEAT ..........ermeesmrsssmesssersmssansssmssmarssssessssss ssssesss revsssssssseesss 12h
€ Enter the amount contributed by the employer to the plan for this plan Y8ar .........c....ocoocoivceveinsis i 12c
¢t Subiract the amount In line 12¢ from the amount in line 12b. Enter the result (snter a minus sign to the left of a 12d
LT g T, 1 ) 4 U

[}ves [[ o [] nin

& Wil the minimum funding amount reported on fine 12d be met by the funding deadling?...
lPart Vil I Plan Terminations and Transfers of Assels

13a Has a resolution to terminate the ptan been adopted in @NY PIAN YEATT ....v.. i i st sissassesosssantinss D Yes @ Mo
If “Yes,” enter the amount of any plan assets that reverted to the employer this YEar ... vrvrsrverssssrrsseserevrrees 13a
b Were all the plan assets distributed fo participants or beneficiaries, transfemed to another plan, or brought under the D Yes E No
controt of fhe PG T e

€ If, during this plan year, any assats or lizbilitias were fransfarrad from this plan to another plan(s), identify the plan(s) to
which azsels or liabilities were transferred.

43¢ (1) Name of plan(s): 13¢e(2) EIN(s) 13e{3) PN(s)
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SUMMARY ANNUAL REFORYT FOR
QUALITY CARE NURSING SERVICES 401{K) FLAN

This is a summary of the annual report for the QUALITY CARE NURSING SERVICES 401(k) PLAN (Employer
Identification Number 31-1385154, Plan Number (001) for the plan year 01/01/2018 through 12/31/2018. The anniat report has
been filed with the Employee Benefits Szcurily Administration, as required under the Ernployee Retirement Income Security Act
of 1974 (ERISA).

Basic Financial Statement

Plan expenses were $113,076. These expenses included $0 in administrative expenses and $113,076 in benefits paid to
participants and benefiplaries, and $0 Iz other expenses, A total of 113 persons wire participants in or beneficiaries of the plan at
the end of the plan year, although not all of these perzons had yet camed the dght to reccive bencfits.

The value of plan asscts, after subtracting liabilitics of the plan, was $1,021,911 as of the end of the plan year,
compared to $1,155,322 ag of the beginning of the plan year. During the plan year the plan experienced a change in its net aszets
of -§133,411. This change includes unreatized appreciation ot depreciation in the vatue of plan assets: that 1g, the difference
between the value of the plan's assets at the end of the year and the value of the assets at the beginning oF the year or the cost of
aksets acquited dyring the year, The plan had tofal income of 820,335, including employer contributions of $15,000, employee
contributions of $35,708, other contributions/other incorne of $0 and eamings from investments of -571,043,

Information Regarding Flan Assets

The U.S. Department of Labor’s repulations reguire that an independent qualified public accountant audit the plan"s
financial statements uatess certain conditions e met for the avdit requircment to be waived, This plan met the andit waiver
conditions for the plan year beginning 01/01/2018 and therefore has not had an audit performed.

The plan®s assets were loans fo participants and other qualifying asscts.

General information regarding the audit waiver conditions applicable to the plan can be found on the U.S. Department
of Labor Web site at hitps-/fwww.dol gov/agencies/ehes andet the heading "Frequently Asked Questions.”

Your Rights to Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request, To obtain a copy of the
full annual repert, or any part thereof, write or call the office of Douglas Freeman, who it a representative of the plan
administratot, at 501 Washitgton Streat, Suite 13, SOUTH POINT, OH 45680-9208 and phone number, 740-377-9095, The
charge to cover copying costs wili be 35,00 for the fill annual report, or $0.25 per page for any part thereof,

You also have the right to seceive from the plan administrator, on request and at no charge, a statement of the assets
and liabilitics of the plan and accompanying notes, or a statement of income and expenses of the plan and accompanying notes,
ot both. If you request a copy of the full annual report from the plan administrator, thege two statements and accompanying notes
will be included as part of that report, The charge to cover copying cous given above does not include 4 charge for the copying of
thege portions of the report becavse these portions are fumished without charge,

You also have the legally protected right to examine the annual repott at the main office of the plan: 501 Washington
Sweet, Suite 13, SOUTH POINT, OH 45680-9208, and at the U.5. Department of Eabor in Washington, D.C., or to obtain a copy
from the U.S. Department of Labor upen payment of copying cosis, Requests to the Depariment should be addressed to; Public
Disclosure Room, Room N-1513, Employee Benefits Sccurity Administration, ULS, Department of Labor, 200 Constitution
Avenue, N.W,, Washington, D.C. 20210,

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub, L. 104-13) (PRA), no persons are required to respond to a
collection of information unless such collection displays a valid Office of Management and Budget (OMB) control number. The
Department notes that a Federal agency cannot conduct or spongor 2 eoflection of infyrmation vnless it is approved by OMB
under the PRA, and displays a cumvently valid OMB control number, and the public is not required to respond to a collection of
information unless it displays a currently valid OMB control number. See 44 U.8.C. 3507. Algo, notwithstanding any other
provisions of law, no persen shall be subject to penalty for failing to comply with a collection of information if the collection of
inforination does not display a curcently valid OMB control number. Se¢ 44 17,8.C. 3512,
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The public reporting burden for thiz collection of information is estimated to averape less than one minute per notice
{approximately 3 hours and 13 minutes per plan). Interested parties are eacoucaged to send comments regarding the burden
¢stimate or any other agpect of this coltection of information, including suggestions for reducing this burden, to the U.S.
Drepartment 'of Labor, Office of the Chicf Information Officer, Attention: Deparimental Clearance Officer, 200 Constitution
Avenue, N.W., Room N-1301, Washington, DC 20210 or emait DOYL, FRA PUBLICE@dol.gov and reference the OMB Control

Number 1210-0040.
OMB Control Number 1210-0040 (expires 06/30/2022)




