Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104
be and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
partment of the Treasury N
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 20 19
. Dlepa""ée”‘ ?{ Lgb‘" . » Complete all entries in accordance with
Oy rimimraton Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part 1| | Annual Report Identification Information
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
A This retum/report is for: D a multiemployer plan D a ml.JIt.lpIe.—emponer plén (Fllers. chgcklng this box must attach g list of -
participating employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D 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 i e » D
D Check box if filing under: Form 5558 D automatic extension D the DFVC program
|:| special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN number (PN) » 002
1c Effective date of plan
01/01/1993
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) 31-1108895
BETHESDA, INC. 2C Plan Sponsor’s telephone
number
513-569-6111
625 EDEN PARK DR. 2d Business code (see
CINCINNATI, OH 45202 instructions)
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.

|—S|||5C|5q’\|£ Filed with authorized/valid electronic signature. 09/21/2020 MICHAEL CROFTON

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

SIGN | Filed with authorized/valid electronic signature.

HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

SIGN | Filed with authorized/valid electronic signature.
HERE

Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2019)
v. 190130




Form 5500 (2019) Page 2

3a Plan administrator's name and address 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 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 ‘
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 Plan YEar ..............c.cccveviveveiceeieeeee e 6a(1)
a(2) Total number of active participants at the end of the PIaN YEAT ............cccoeirriiiierrceeriees e 6a(2)
b Retired or separated participants reCEIVING DENEFILS. ............ccvoveviverereeeeeceeeeee e e e sttt ees e et et te e st esetetete e seeessasaeeens 6b
C Other retired or separated participants entitled to future DENEFitS ...........oo i 6¢C
d  Subtotal. Add INES BA(2), BB, AN BC........ecveeieeeeeeeeeeeee oottt ettt ettt et e ee e en s 6d
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..., 6e
T Total. AAG lINES BA AN BE.........cuvvvviereieeeecceet ettt a ettt et et e e st et et et et et es s s s s eet et et et et e b et et en s s ns et eaetebesassans 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
oo LT =L AL L= L) NPT 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thaN 100%6 VESTEM .....cvueseisiissses s sssesssssesseeseesssseesees st eeseesees e s et st es st et s e eessesns et nt ettt et sttt en st en st nsanteneas 6h
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 11 3C 3H
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)
Q) |:| Insurance Q) |:| Insurance
2) I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck 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
Q) R (Retirement Plan Information) Q) |:| H (Financial Information)
2) I (Financial Information — Small Plan)
2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan ©) |:| 0 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)



Form 5500 (2019) Page 3

Part IlI | 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.) oo [] Yyes [] 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 2019 Form M-1 annual report. If the plan was not required to file the 2019 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 SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2019

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
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 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019

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
BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN plan number (PN) > 002
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
BETHESDA, INC. 31-1108895
E Type of plan: Single D Multiple-A |:| Multiple-B F Prior year plan size: D 100 or fewer D 101-500 More than 500
‘ Part | | Basic Information
1 Enter the valuation date: Month __ 01 Day 01 Year 2019
2  Assets:
BUIMAIKEE VAIUE ......vvvvtiii ettt ettt s et bbbttt b bbb bbb bbb 2a 2390193
D ACIUAIIAI VAIUE ...ttt e et n st et e et e e en et et en st es et et s een e 2b 2390193
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...........ccocvveviieeeinnnen 4 1185977 1185977
b For terminated vested PartiCipantS................cevovvrererererereeeseseseseeeeeessseeeessenesenenend 0 0 0
C FOr aCtive PartiCIPANES ......veeeiiiieeiiiie ettt ettt 1 613209 613209
(o 1 o1 OO U R 5 1799186 1799186
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)............c.ccccveveene.... |:|
a Funding target disregarding prescribed at-risk @SSUMPLIONS ..........ocoiiiiiiiiiiiiieie e 4a
b Fupding target reflecting at-r?sk assumptipns, but disrega}rding trgnsition 'rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............ccccccvviiiiiiiiiinninn
5 EffECHVE INEIESE FALE ....v.vvveeeeieiieieteteie ettt ettt ettt ettt s e s e s ettt e s e b et e e e e st et et eses et st etesesere e e s e sesenens 5 5.35 %
(ST V0o L= L0 2 To a0 T Lo 1= SRRSO 6 0

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 08/20/2020
Signature of actuary Date
TRISHA L. BOUSSARI 20-06986
Type or print name of actuary Most recent enroliment number
AON CONSULTING, INC. 847-295-5000
Firm name Telephone number (including area code)

4 OVERLOOK POINT
LINCOLNSHIRE, IL 60069-3258

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) 2019

v. 190130



Schedule SB (Form 5500) 2019

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
=T L) ISR 338913 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
[YZ=T: 1 ISR 0 0
9  Amount remaining (line 7 minus line 8) 338913
10 Interest on line 9 using prior year’s actual return of -21555
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ..........ccccovcveeeiinn. 0
b(l) 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 554 %............. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=10 IO PSR U U R U UROOPRTRUURTURRPRPRON
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...........c.cccceveveveviccererereeeeeeeeennd
12 Other reductions in balances due to elections or deemed elections ..........................., 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) ................., 317358 0
Part 1lI Funding Percentages
14 Funding target attaiNMENt PEICENLAGE. ..........ovvereerreesieiesssieseessessesssssesesssssssessssesssssssessssesssessssesssesessessssesssessssesssessssesssensssansssesssssssessssnssessssnees 14 115.20 %
15 Adjusted funding target attaiNMENt PEFCENTAGE ...........eveeveueeeteeeteeeeeteeeeteeeteeeetese et eseete e es et esetesseteseetese et eseeseseeseaessesesseseseeseteeseae s eeeanen 15 132.84 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEA'S TUNGING TEQUITEIMENL.............ooovoeeoeeeee oottt ee s e e s eees s eeeeser e sereeeseesees e sereen 129.51 9%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............c.ccccccceveun.... 17 %
Part IV Contributions and Liquidity Shortfalls
18 cContributions 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(h) 0| 1800) |
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. ...........cccccoeveverieeennnn. 19a
b Contributions made to avoid restrictions adjusted to VAIUAON GALE ................ceeeiveeeeeeeeeeeeeeeeeee e 19b
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19c 0
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding Shortfall” for the PrIOr YEAI? ........cooiiiiiiiiie ettt e e e et e e abeeee s D Yes No
b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?................ccoceveeveveeeerenereneenenns 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

@) 4th




Schedule SB (Form 5500) 2019

Page 3

Part V

Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:
a Segment rates:

1st segment:

2nd segment:

3rd segment:

D N/A, full yield curve used

3.74 % 5.35 % 6.11 %
b Applicable month (enter code) 21b 0
22 Weighted average retirement age 22 55
23 Mortality table(s) (see instructions) |:| 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 U £ Tod 1 1 =T | SO TP PP PO TP U PR PUPPTPPP D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment...............c.cccceveveveven. D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ D Yes No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
FE e To] 1 1 =T o | P PP TP
Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contrioutions for all PrOK YEAIS ............c.cueeiriirivererereieeise et 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(LTS - ) PSSR
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS iN@ 29) ..........c.ccveveeeveeereeeereennae 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (IN@ B)......uivriiiieeeieiiitit e ee e sttt e e e e et e e e e e e st eeeesas s taeeaeeesasstabeeeaeeesssseeaeaeesannssnseeeeeesannnres 3la 0
b Excess assets, if applicable, but not greater than liNE 31a ..........cccevvevevevevireveeceeeeeieeee e es s 31b
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallment ..o, 0
b Waiver amortization iNStallMENt....................cc.covveveveererieeieeeeeeeeeeeeeeeeeee e,
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............ccceeeeeiiiiiiiieieneiies 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
FEQUITEMENT ...ttt enenen s 0 0 0
36 Additional cash requirement (line 34 MINUS INE 35) .........ccvoveurrieieeeeeetieeeeiee e eseesees et ense s esenesaeseeesesenes 36 0
37 fgn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
[0) IO TR U PR UU PR
38 Present value of excess contributions for current year (see instructions)
a Total (eXCesS, if any, Of [INE 37 OVET NE 36) ......c.cvvieieeeeeieeeeeeeee et eees e et e s ee ettt es et en st en s 38a 0
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ...........c.ccccceveu.... 39 0
40 Unpaid minimum required contribUtions fOr @ll YEAIS ...........ccveueeveueeeeeeeeeeeeeeeeeee et eae 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:
E STt gL To [0 FC T[T or 1o OSSR D 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in line 418 Was MAE ..............cceeeeverevereeeeeeeee e D 2008 D 2009 D 2010 D 2011




SCHEDULE | Financial Information—Small Plan OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2019
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the ] ] ]
D Internal Revenue Code (the Code). This Form is Open to Public
epartment of Labor X
Employee Benefits Security Administration Inspection

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019

A Name of plan B  Three-digit

BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN plan number (PN) 4 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BETHESDA, INC. 31-1108895

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule I if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. 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.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A Total Plan @SSELS ....eeevveeieieiieeie e la 2390193 2734917
b Total plan HabiliteS ........c.ceveveverereresevereeeeee e 1b
C Net plan assets (subtract line 1b from line 1a) .........ccccoeivvieeeeennn. 1c 2390193 2734917
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYEIS. ..ottt 2a(1)
(2) Participants .| 2a(2)
(3) Others (including rollOVErS) ........ccccuveiiiiiieiiiieenee e 2a(3)
b Noncash contributions..............ccceeveveveeieceee e 2b
C Other INCOME.....ciiiiiiiiiiiie et 2c 464201
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢) ................ 2d 464201
€ Benefits paid (including direct rollovers) ...........ccccoceeeeniiiiiiiieenenne 2e 99940
f  Corrective distributions (see iNStruCtioNS) ............cccceveveveveveeeiennne. 2f
g Certain deemed distributions of participant loans
(SEE INSIIUCTIONS)...cciiiiiieeeee e e ettt ettt e e e e e e 29
h Administrative service providers (salaries, fees, and
COMMUSSIONS) .vvevveevieeeiee sttt e ste e e e st e et e s e e steeeseesnbeenaeesseeeseenns 2h 19537
i Other expenses 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i)..........cccccceeeeennnns 2j 119477
K Net income (loss) (subtract line 2j from line 2d)..........c.ccccevevevnee. 2k 344724
| Transfers to (from) the plan (see iNStructions) .............cccceevevenene. 2

3 Specific Assets: If the plan held assets at any time during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.

Yes No Amount
a Partnership/joint VENtUre iNtEreSstS ..........oooviiiiiiiiiiiiiic e 3a X
D EMPIOYEr real PrOPEMY .......cocviveiiieeeieeeie et 3b X
C Real estate (other than employer real Property)........cccccovcuereiiiiieiiiie e 3c X
O EMPIOYEr SECUMLES ..ottt 3d X
€ Participant loans 3e X
f  Loans (other than to participants) 3f X
g Tangible personal Property..........cccciiiiiiiiiic i 39 X
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule | (Form 5500) 2019

v. 190130



Schedule | (Form 5500) 2019 Page2-| 1

’ Part Il |Comp|iance Questions

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.) .......... 4a X

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans

secured by the participant’s account balance. ............coooveiiiiiciiii 4ab X
C Were any leases to which the plan was a party in default or classified during the year as
UNCOIIECHIDIE? ..o 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported ON INE 48.) ......coiuiiiiiiiie et 4d X
€ Was the plan covered by a fidelity DONA? ... de X 500000

f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud Or dISNONESLY? .......ooi i e e e e e Af X

0 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? ...........cccccceeeiiiiiieeeeenenns 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? ....... 4h X

i Did the plan at any time hold 20% or more of its assets in any single security, debt,
mortgage, parcel of real estate, or partnership/joint venture interest?..........ccccceeeeiciiieeeeeennnns 4 X

j Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC? .........ccocvevieiiieiiee e 4§ X

K  Are you claiming a waiver of the annual examination and report of an independent qualified
public accountant (IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or

2520.104-50 statement. (See instructions on waiver eligibility and conditions.) .............cccccvvvveenne 4k X
| Has the plan failed to provide any benefit when due under the plan? .............cccocoeveevevececnnnen. 4| X
m If this is an individual account plan, was there a blackout period? (See instructions and 29
CFR 2520.1071-3.) ..ottt sttt am
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..........c..cc...... 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:| Yes No

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

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)

5cC If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ..... |:| 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.)




SCHEDULE R Retirement Plan Information OME No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2019
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation

For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit

BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN plan number

(PN) > 002

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BETHESDA, INC. 31-1108895

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

. . 1 0
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): 41-6271370

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

Part 11 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)? .......vvvverrrrrernn D Yes D No N/A
If the plan is a defined benefit plan, go to line 8.

5  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 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

6a
deficiency not waived)

b  Enter the amount contributed by the employer to the plan for this plan year 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 @ Negative amMOUNL) ...........eiiiiiiii e 6C

If you completed line 6¢, skip lines 8 and 9.

7 Will the minimum funding amount reported on line 6¢ be met by the funding deadling?.............ccccovvvvvevevecinrernnnan. D Yes D No D N/A

8 Ifachange 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 v
administrator agree With the ChaNGE? .........ciii e D es

[] 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
DOX. If N0, ChECK thE “NO” BOX......c.cvivivererererititeteeeeetetetetet et etee sttt D Increase Decrease D Both D 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 @ Doesthe ESOP hold @ny Prefermed STOCK? ..........ooviwiieieeeee s sees e eesee st ee s s eee e s st st s s ee e eneseo 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” I0AN.) ... ..uuiiiiieiiiiir e e e e e e e e e e e e s raeeeeeeeananes
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?............ccocceveeeveeereeeeveeeeeeeeeene D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2019

v. 190130
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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

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

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

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

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

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):
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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 YA ..ottt ettt e et et et et ee e e e e et e e et et et et e s see e ee et eeeeeeeeee e e s s eeeeeeeeeees 14a
b The plan year immediately preceding the CUITENt PIan YEar..............ccceeeoveveveeeeeeee e ee e 14b
C  The second PreCeding PIAN YA ..........ccuuii ittt ettt 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............ccccovcvveinnee. 15a

b The corresponding number for the second preceding PIAN YA ...............ccceieeevererereeeeereeereeeeeerreneresenennen 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 ..........ccccoiiiiiiiiiiiiiiiieeeeeenns 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 EMPIOYEIS ...ttt e s et e e e e s s e e e e e e s s anibbreeaessannnnreaaaaas

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. ... s r e e e et s s st e e s s s s s e e s e e e e anes |:|

| 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 to be iNCluded @s @n ALACKIMENT ..ot et e et e et et e e h et e s et e e e e e b e et e e s an e e se e e e n e e e s e e e nre e e n e e e e nnee s |:|

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b  Provide the average duration of the combined investment-grade and high-yield debt:
D 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
C  What duration measure was used to calculate line 19(b)?
D Effective duration |:| Macaulay duration |:| Modified duration D Other (specify):

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No
b  Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

[

D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation




Schedule SB Attachment (Form 5500)—2019 Plan Year
Bethesda Hospital, Inc. Supplemental Executive Retirement Plan

EIN: 31-1108895 PN: 002

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

Interest Rates for Minimum Funding Purposes

1st Segment Rate
2nd Segment Rate
3rd Segment Rate

Interest Rates for Maximum Tax Purposes

1st Segment Rate

2nd Segment Rate

3rd Segment Rate
Payment Form

Retirement Age
Active Participants

Terminated Vested Participants

Mortality Rates
Healthy and Disabled

Lump Sum Conversion
Withdrawal Rates
Disability Rates

Valuation of Plan Assets

Trust Expenses Included in Target Normal Cost

Actuarial Method

Valuation Date

Aon

Based on segment rates with no lookback (as of
January 2019), each adjusted as needed to fall within
the 25-year average interest rate stabilization corridor

3.74%
5.35%
6.11%

Based on segment rates with no lookback (as of
January 2019), without regard to interest rate
stabilization

2.55%

3.93%

4.49%

Actual elected payment form for retirees. Else, lump
sum.

Probability by age: 100% age 55. However, actual
retirement age is used for employees who have
notified TriHealth of their intent to retire during the
year (not applicable for this valuation).

Age 55 (or current age, if older).

2019 static mortality table for annuitants and non-
annuitants per §1.430(h)(3)-1(e) (based on 2006
base rates from the RP-2014 mortality study).
2019 applicable mortality per IRC section 417(e).
None

None

Fair market value

$0

Standard unit credit cost method

January 1, 2019

Proprietary & Confidential | 002_SB_PARTV STMT OF ACTUARIAL ASSUMPTIONS-METHODS.DOCX Page 1 of 1



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
Department of the T
|§f§nge£e3enui Srsrifiy sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 201 9
Em[iipii”éiﬁéﬁfsfﬁ? it » Complete all entries in accordance with
i )}\dminisimﬁon i 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 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A This returnireport is for: |:| a multiemployer plan |:| 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 retum/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe planis a collectively-bargained plam; Check IWere. . . .uoiviu s cn vn vt ve od v v vd i v e e v o o e e s s e s » |:|
D Check box if filing under: @ Form 5558 |___] 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
BETHESDA HOSPITAL INC. SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN number (PN) » 002
1c Effective date of plan
01/01/1993

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) 31-1108895

BETHESDA, INC. 2c Plan Sponsor’s telephone

number
513-569-6111
625 EDEN PARK DR 2d Business code (see
’ instructions)
622000
CINCINNATI OH 45202
Caution: A penalty for the late or incomplete filing of this return/report will be d unless reasonable cause is established,
Under penalties of perjury and other penalties set ferth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and a}da}hﬁnem&aﬁ well as there;lgctra,.g}i.%’\@rsion of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.
f4 7 4 p g , — !

sioN | /7~ (i (A ‘gs : } G 12 12920 MICHAEL CROFTON
HERE % _— - 1

Signature of plan administye{or Date Enter name of individual signing as plan administrator

7

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 signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Form 5500 (2019)

v. 190130



Form 5500 (2019) Page 2

3a Plan administrator's name and address B Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator’s telephone
number

4 |f 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 ‘

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 YEar ................ccovovcueiieeeieceieeeeeeee e 6a(1)
a(2) Total number of active participants at the end of the PIAN YEAr .........coiiiiriiriiiiieeie e 6a(2)
b Retired or separated participants reCeiving DENEILS. ................c.crucuiueiiiiieieeeeecceceeeceete ettt 6b
C Other retired or separated participants entitled to future benefits ... 6¢c
d Subtotal. Add iNeS 6a(2), Bb, AN BC.........c.oeieieeeeeieceeee ettt ettt ettt ettt n et 6d
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .............cccociii 6e
T Total. A lINES BU NG BE...............oeeereieieieeeeee ettt ettt ettt e e ee e s e et ettt et en e s e s s sa e e et e s et et ens e eansetesesesans 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS THEIM) ...ttt ettt e et e ettt e e e ee e et ee e ee et ee et e e ee e ee et s e een et 6g
h Number of participants who terminated employment during the plan year with accrued benefits that were
€8S thaN 100% VESTEU ... os ettt ittt sttt ettt et s et ee st s st e et s ee s ettt ettt ettt 6h
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 11 3C 3H

b Ifthe 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)
(1) |:| 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) B R (Retirement Plan Information) (1) |:| H (Financial Information)
(2) @ I (Financial Information — Small Plan)
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) D — A (Insurance Information)
actuary (4) |:| C (Service Provider Information)
3) X 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.) oo [] Yes [] 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 2019 Form M-1 annual report. If the plan was not required to file the 2019 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




OMB No. 1210-0110

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan

Actuarial Information 2019

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

Department of Labor

Employee Benefits Security Administration This Form is Open to Public

Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
P File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019

» 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

BETHESDA HOSPITAL, INC. SUPPLEMENTAL EXECUTIVE RETIREMENT plan number (PN) > 002

PLAN

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

Bethesda, Inc. 31-1108895

E Type of plan: [] Single [ ] Muitiple-A [] Muttiple-B F Prioryear plan size: [ | 100 orfewer [] 101-500 [X] More than 500

[ Part | | Basic Information

1 Enter the valuation date: Month __ 01 Day __ 01 Year _ 2019
Assets:
BUMAIKEE VAIUE.........o.eeeer et ee e s et eaea e s s e emsememesemessssansn s s ons s ne s naseaean s as e aeme et aesee et eeneeuensaseed 2a 2,390,193
DD AGHUBIAI VAIUE .....ooveoeeeeeeeeeeeeee e ces et se e e et s seeesneeed 2b 2,390,193
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 ..o 4 1,185,977 1,185,977
b For terminated vested PartiGiPanES ... .....vccueeeecuereeeeereeeeeeaeresae s eeesessnseenseens 0 0 0
C For active participants 1 613,209 613,209
O TOMAI ettt ettt eb et 5 1,799,186 1,799,186
4  Ifthe plan is in at-risk status, check the box and complete lines (a) and (b) ......cocceeerericenenee D
a Funding target disregarding prescribed at-risk assumptions.............cooeoreeeecce 4a
b Fun_ding target reflecting at-risk assumpti(_)ns, but disregqrding tra_nsition {11Ie for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor .............cccccccoeiiiiiiccnene.
5 . Effective interest rate 5 5.35%
B TATGEL MOMAI COSE ....ov.rvoereereeeeereeeereeeeeeeeeeeeaeetesees s sseeseeses e as s e ee e et meens e acmerescos 6 0

Statement by Enrolied 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 @B P
HERE |Trisha L. Boussari e 08/20/2020
Signature of actuary Date
TRISHA L. BOUSSARI 2006986

Type or print name of actuary

AON CONSULTING, INC.

Most recent enroliment number
847-295-5000

Firm name
4 OVERLOOK POINT
LINCOLNSHIRE IL 60069-3258
Address of the firm

Telephone number (including area code)

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 FaperworF Reduction Act Notice, see the Instructions for Form 5500 or 5500-GF.

i

Schedule SB (Form 5500) 2019

v. 190130



Schedule SB (Form 5500) 2019

Page 2 - ]:l

Part I 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
VAT ...t eeteteeteaeeeeeees et ee et e ee et enee et et e eeeeeEenen e et an e et et et eaeaeseneaeaencneeseseneteeereneaneen 338,913 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
Y- Ly OO PUPPTRUPRTPRRIRt
9  Amount remaining (liN€ 7 MINUS iNE 8).....c.cveueueurvireeeririenirieiecreassese et seeesnannes 338,913
10 Interest on line 9 using prior year's actual return of __ =6 .36% .....ccecuveeerrecrreieenens -21,555
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prioryear).........c.c..cccoceoveeenee 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 5.54%.......... 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FERUTIE . e nmnmnsssins smmnmsnrssansasosssfinss reannsnstntaotons insiam s ndnhans et b b nas b o eas B AN R R 0
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............ccooeveieiriceicereceereene 0
12 Other reductions in balances due to elections or deemed elections................cc.c........ 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12).................. 317,358

Part 11l Funding Percentages

14  Funding target attAINMENt PETCENTATE ........ooov....eeveeeeeeeeeeeeeeeeeveeseeeesssesereeessssess s sssssesesessseseessseeeseessesenesssssees e eeeesemeseee st ssrene s rene e rerecsne] 14 | 115.20%
15 Adjusted funding target attaiNMENt PETCENIAGE ..........cceuevrieireeeeetiee st sesesetetsssssesesstsasseseseasssesesessasesseseseesesnsesessssesensasasasseseeenssssnsessnnens 16 | 132.84%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16

T L LLs e e (L1 T T —— 129.51%
17 Iif the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ..........c.cooeveeeeuvevenned 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) 0| 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............cccoeiceiiininannn, 19a

b Contributions made to avoid restrictions adjusted to valuation date .............c.ccoceveveiemreroceieeee oo 19b

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

a Did the plan have a “funding shortfall” for the prior year? ... [] Yes [ No

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? ..............cccooovevveeveeeeeeeeeucereneenss U 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
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PartV |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

& Sepmenlres! ot s;agr';lzn‘;) — ;eg;n Se n:/; 5 sg grzin;) D N/A, full yield curve used
b Applicable MONEA (ENEET COARY..... vt ee e oo 21b
22 Weighted aVerage retif@MENt AR .............c..cccuevureeverrereeeseessseeesseeesseseeeseseeeeeeeseeseesseseeseessessesseesensseeescesseeeed 22 55
23 Mortality table(s) (see instructions) |:| Prescribed - combined @ Prescribed - separate D Substitute
Part VI |Miscellaneous ltems
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
AUHACKAIMENL: covrvuvvssussvusmmsrsisssmimn svvomssmmsmisesyss s soivs sy sesas (8 VT s o4y 088 8854 45 TS SF 43§ S5 S S P T S o S o S s S S D Yes @ No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment..............ccccoccoccou.... D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ...................... D Yes @ No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACKIMENE it ioriiinncomninmssieninnss dieemnnaranpmbas Shammedusamntsmtas i nmsasannsst s Aip Armms sEAR TR S AR S SRS S S A A
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for @ll PHOT YEAIS ..............ceeecueecuereeseeceeeeeeeeeaceeeeetesee e eeesseessanseeeesecneed 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
LT R ——
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS [N€ 29) ..........c.cevevrueereceeereenennes 30
Part VIl |Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAl COSE (N B) ... v.oeeeeeeeeeeeeeeeee e eeee e ee et eeeeee e es s ees e ess e ee s sa e e eese e sresnseesnasanese s snesnesen] 31a
b Excess assets, if applicable, but not greater than ine 31 ..........ocooueeeeeeeeuceeeceeeeeeeeeeeeeee e 31b
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment.............cooo e 0 0
b Waiver amortization iNSIAMENT ............coreeeeereerirriecrceicc e eeeereeeeeeeeeesenessseseeas 0
33 If a waiver has been approved for this plan year, enter the date of the n_xling letter granting the approval 33
(Month Day Year ) and the waived amount .........cccccereveerrccinrnereneenns
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
TEQUIrEMENE . ...iiie e s e e secnaeees 0 0
36 Additional cash requirement (line 34 MINUS NE 35)...........co..oooueviuiurueeeeeieeeeeeereeeeeeeeceeeaeeeee st neen e aenand 36
37 ?g;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 o
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, 0f lINE 37 OVEI NG 36) .......c.c.curveeeeuimcreeercceeemeeenereeseeseserrsessseseseessesessesenersereseassseenseed 38a 0
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37)..........ccc.co.o.......... 39 0
40 Unpaid minimum required contributions for all YEars ....................ocooioo oo 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:

A SchedUIE QIECIEM . ucoviisimrim s e S S e S L e B e

_________ D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in ine 418 Was MAAE ..........c..oeoeerueeeeeeeeeeeeeeeeeeeeeceeeeeee e

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




Schedule SB Attachment (Form 5500)—2019 Plan Year
Bethesda Hospital, Inc. Supplemental Executive Retirement Plan

EIN: 31-1108895 PN: 002

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

A single point retirement age of 55 is used for the valuation.
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Schedule SB Attachment (Form 5500)—2019 Plan Year
Bethesda Hospital, Inc. Supplemental Executive Retirement Plan

EIN: 31-1108895 PN: 002

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

Interest Rates for Minimum Funding Purposes

1st Segment Rate
2nd Segment Rate
3rd Segment Rate

Interest Rates for Maximum Tax Purposes

1st Segment Rate

2nd Segment Rate

3rd Segment Rate
Payment Form

Retirement Age
Active Participants

Terminated Vested Participants

Mortality Rates
Healthy and Disabled

Lump Sum Conversion
Withdrawal Rates
Disability Rates

Valuation of Plan Assets

Trust Expenses Included in Target Normal Cost

Actuarial Method

Valuation Date

Aon

Based on segment rates with no lookback (as of
January 2019), each adjusted as needed to fall within
the 25-year average interest rate stabilization corridor

3.74%
5.35%
6.11%

Based on segment rates with no lookback (as of
January 2019), without regard to interest rate
stabilization

2.55%

3.93%

4.49%

Actual elected payment form for retirees. Else, lump
sum.

Probability by age: 100% age 55. However, actual
retirement age is used for employees who have
notified TriHealth of their intent to retire during the
year (not applicable for this valuation).

Age 55 (or current age, if older).

2019 static mortality table for annuitants and non-
annuitants per §1.430(h)(3)-1(e) (based on 2006
base rates from the RP-2014 mortality study).
2019 applicable mortality per IRC section 417(e).
None

None

Fair market value

$0

Standard unit credit cost method

January 1, 2019
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Schedule SB Attachment (Form 5500)—2019 Plan Year
Bethesda Hospital, Inc. Supplemental Executive Retirement Plan
EIN: 31-1108895 PN: 002

Schedule SB, Part V—Summary of Plan Provisions

The following briefly describes the key provisions of the Bethesda SERP.

Eligibility for Participation Employees designated by the Board of Directors. The plan has
been frozen since July 1, 2001.

Normal Retirement
Eligibility Age 65 and five years of service

Benefit Pre-tax benefit of [(A-B)+ C]xD + [B — E]
determined as of June 30, 2001

55% of Highest Average Earnings

Benefit under Base Plan at initial participation date
30 years

Service (maximum 30 years)

Benefit under Base Plan at termination date

GICICICE

Early Retirement
Eligibility Age 55 and 10 years of service

Benefit Normal Retirement Benefit reduced 1/3% per month if
commencement precedes age 65

Taxation Adjustments Benefit payable at retirement may be reduced to reflect special
tax rules (due to taxation during career)

Forms of Payment Generally same forms as Base Plan plus subsidized lump sum
option

Key Definitions
Highest Average Earnings Highest five consecutive years of W-2 pay during career

Base Plan Qualified pension plan applicable to participant

Other Information to Fully and Fairly Disclose the Actuarial Position of the Plan

Due to software limitations with the electronic filing process, information filed electronically cannot be
controlled by the Enrolled Actuary. The values on the signed Schedule SB will govern to the extent there
are any differences in the entries filed electronically and the actual data contained on the signed
Schedule SB.
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Schedule SB Attachment (Form 5500)—2019 Plan Year
Bethesda Hospital, Inc. Supplemental Executive Retirement Plan

EIN: 31-1108895 PN: 002

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

A single point retirement age of 55 is used for the valuation.
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Schedule SB Attachment (Form 5500)—2019 Plan Year
Bethesda Hospital, Inc. Supplemental Executive Retirement Plan
EIN: 31-1108895 PN: 002

Schedule SB, Part V—Summary of Plan Provisions

The following briefly describes the key provisions of the Bethesda SERP.

Eligibility for Participation Employees designated by the Board of Directors. The plan has
been frozen since July 1, 2001.

Normal Retirement
Eligibility Age 65 and five years of service

Benefit Pre-tax benefit of [(A-B)+ C]xD + [B — E]
determined as of June 30, 2001

55% of Highest Average Earnings

Benefit under Base Plan at initial participation date
30 years

Service (maximum 30 years)

Benefit under Base Plan at termination date

GICICICE

Early Retirement
Eligibility Age 55 and 10 years of service

Benefit Normal Retirement Benefit reduced 1/3% per month if
commencement precedes age 65

Taxation Adjustments Benefit payable at retirement may be reduced to reflect special
tax rules (due to taxation during career)

Forms of Payment Generally same forms as Base Plan plus subsidized lump sum
option

Key Definitions
Highest Average Earnings Highest five consecutive years of W-2 pay during career

Base Plan Qualified pension plan applicable to participant

Other Information to Fully and Fairly Disclose the Actuarial Position of the Plan

Due to software limitations with the electronic filing process, information filed electronically cannot be
controlled by the Enrolled Actuary. The values on the signed Schedule SB will govern to the extent there
are any differences in the entries filed electronically and the actual data contained on the signed
Schedule SB.
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