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
D fthe T
ﬁf’;ﬁl}egéﬁeéi sfr?,?éjery sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2020
Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection

Part | | Annual Report Identification Information

For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
A This retumn/report is for: |:| a multiemployer plan D 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 return/report is: |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . . .. ... ... . .. . e > |:|
D Check box if filing under: Form 5558 |:| automatic extension |:| the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit plan
SOUTHERN OHIO MEDICAL CENTER CASH BALANCE PENSION PLAN number (PN) » 003
1c Effective date of plan
01/01/1978

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) 31-0678022
SOUTHERN OHIO MEDICAL CENTER 2C Plan Sponsor's telephone

number
740-356-7628

TREASURY SERVICES 2d Business code (see
1248 KINNEYS LN instructions)
PORTSMOUTH, OH 45662-2927 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.

I—SHIEGR,\IIE Filed with authorized/valid electronic signature. 09/16/2021 VICKI NOEL
Signature of plan administrator Date Enter name of individual signing as plan administrator
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 (2020)

v. 200204
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3a Plan administrator's name and address D Same as Plan Sponsor 3b Administrator's EIN
31-0678022
THE SOMC PENSION COMMITTEE 3C Administrator’s telephone
number
SOUTHERN OHIO MEDICAL CENTER
1805 27TH STREET 740-356-5000
PORTSMOUTH, OH 45662
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 ‘ 3097
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 YEAI.............cc..vveivviveeeiereeseeseeeeeeeeeeseessees s 6a(1) 2572
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeieriiiriieieeseece et 6a(2) 2495
b Retired or separated participants reCeIVING DENETILS................coviviviveieereeeeeeeeteeeeee st eteee e er e s et e e ees s s e aeses s e eneneseseeens 6b 2
C Other retired or separated participants entitled t0 fULUIE DENEFILS ...............cevieeueeeeieeeeeeeeeeee et see e 6C 285
d Subtotal. Add lINES BA(2), 61, AN BC......vvveeeeeeeeee e ee et ee et ee et et et ee e e e et e e eeeeee e e s e e ettt ten s eee e 6d 2782
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccoiiiiiiiiiins 6e 0
T TOtal. A lINES BA GNA BE. ........v.veveeeeececiceceeiete ettt ettt s ettt e bbb s bt e e s e et ettt e s e s s s sssesesetetet et s et s s ssseeaetetetesas 6f 2782
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEMY ....eveeceecteeeeete ettt ee et et ee ettt et et ee e e e et e et et s e e s et s s e e seseee e e et e e et et s en s e e e e e e s et et et ettt et ssns s e et etet et et et asenn e e 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thaN 100Y6 VESEM .....cv.ruiieiseesissiesiesssessessesssssssssssssesessses et ees et et e s et et e s st ettt s e st ettt sttt en st ensensentnes 6h 52
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:
1C
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) D 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 D 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)
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Part 11l | 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.) wevvevmererreieneiiee s [] 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.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan
Actuarial Information

Department of Labor

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

OMB No. 1210-0110

2020

This Form is Open to Public

; i inistrati Inspection
Employee Benefits Security Administration Internal Revenue Code (the Code). p
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
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
SOUTHERN OHIO MEDICAL CENTER CASH BALANCE PENSION PLAN plan number (PN) > 003

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF
SOUTHERN OHIO MEDICAL CENTER

31-0678022

D Employer Identification Number (EIN)

E Type of plan: Single |:| Multiple-A D Multiple-B

F Prior year plan size: |:| 100 or fewer |:| 101-500 More than 500

‘ Part | | Basic Information
1  Enter the valuation date: Month __ 01 Day 01 Year _2020
2  Assets:
BUMATKEE VAIUE .......vviveieeetteteteee ettt ettt s st b bbb s e e 24 b e b e s e s s b e bbbt e se s es et et ebes e st beb et s s e e s s b bens 2a 79940150
D) ACHUAHIAI VAIUE ...t en st en s ena s sen st en s, 2b 76844505
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..............ccccocveviinnnnnd 253 6207037 6207037
b For terminated vested participants.... 272 4670600 4670600
C FOr active PartiCIPANTS ......c..ueeieieieieiiti ettt e e e e e e e e e s sibre e e e e e e e e anenee 2572 54017795 54506477
O TOAL. .ottt 3097 64895432 65384114
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)...........c.ccceveuenne.... |:|
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........ocoiiiiiiiiiiie i 4a
b Funding target reflecting at—r?sk assumptipns, but disrege}rding trs_msition 'rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............cccccceeviiiiiiiiccinninnn
D EffECHVE INEIESE FALE ......vvvevieieiiietetetes ettt ettt e et et b et b et e s b b b et s e bt s e b b et e s e se sttt ebes e s e e e s s st s 5 5.19 %
(ST V0o T= L2 To a0 Lo 1 SRR 6 5062482

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 07/21/2021
Signature of actuary Date

MARTIN MOLLOY 20-06227

Type or print name of actuary
AON CONSULTING, INC.

Most recent enrollment number
614-436-8100

Firm name
445 HUTCHINSON AVENUE
SUITE 900
COLUMBUS, OH 43235

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

i

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

Schedule SB (Form 5500) 2020

v. 200204
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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
WEAI) .tttk b et r ettt r e r ettt enreaneeneneeeed 0 16158558
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
Y= OO 0 4674096
9  Amount remaining (line 7 minus line 8) 11484462
10 Interest on line 9 using prior year’s actual return of 2273923
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ..........ccccovcveeeiine. 3651145
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 534 %............. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
(=200 0 TP TP PP PU PR PPPPTPPN 722927
C Total available at beginning of current plan year to add to prefunding balance 4374072
d Portion of (c) to be added to prefunding balanCe...........c.cccceveveveveccerererereeeeeend 4374072
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) ................., 0 18132457
Part 11l Funding Percentages
14 Funding target attaiNMENt PEICENLAGE. ..........ovvereeereeeieiesssseseessssessssssssessssssssesssses s sssssessssesssessssesssesessessssesssessssesssassssesssensssasssssssssessesssssssesssanees 14 89.79 %
15 Adjusted funding target attaiNMENt PEFCENTAGE ...........eveeveueeeeteeeteeeeeeteeeeteeeteeeeteseeteseete e esetesetesseteseesese et eseeseae s eaessesesseseseesetesetesneeeanen 15 117.52 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEA'S TUNGING TEGUITEIMENL.............oeovoeeoeeeee oot eee et ee e e s s e s eeee s s eeee s s eneseeseees e enereen 91.48 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............c.ccccocveveuene.... 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
06/10/2021 5000000 0
Totals > | 18(b) 5000000 | 18(c) |
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. ...........cccccovveeercienennnn. 19a 0
b Contributions made to avoid restrictions adjusted to VAIUAHON TALE ................oeieeveeeeeeeeeeeeeeeeee oo 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 4649036
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriIOr YEAI? ........cooiuiiiiiii et e et e et e e st eeaaneee e Yes |:| No
b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?................ccocoveveveveeeeerererereenenes 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
0 0 0 0
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Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: Ist seggin;:o 2nd seg.rzfnot/:o 3rd seggznot/; D N/A, full yield curve used
b Applicable month (enter code) 21b 4

22 Weighted average retirement age 22 63

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
= L= T 0] 0 0 =T o | TP TR PPTPPPRPTN Yes |:| No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
FELL e o] 1 1 =T o | PP U TP
Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PrOK YEAIS ............cucueveiriiiiierererireeesee et 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(L QLS - ) USRS
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS iN@ 29) ..........c.ccceveeevecereeeereeane 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (N B)......uuueiiieeeeiicieiie et e e e ettt e e e e st e e e e e s st a e e e e e sasntteeeaeeesasstaseeeaeeesssseeseaeesansntnneeeeeesannnnns 3la 5062482
b Excess assets, if applicable, but not greater than liNE 31a ..........cceeveveveveviriveeeceeeeeieeete oo es e sennes 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallment ..., 6672066 1509876
b Waiver amortization iNStallMENt....................c.ccvvevveeverieereeeeeieeeeeeeeeeeeeee e, 0 0
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 .............ccceeeeeiiiiiieeeieneiins 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....| 34 6572358
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUIFEMENT ...ttt 0 5193440 5193440
36 Additional cash requirement (line 34 MINUS INE 35) .........cccvieuirmieeeeeieeeesee e sesee st enese s se s nesseseeesenenes 36 1378918
37 fgn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 4649036
[0} I PP U PR UP PSR
38 Present value of excess contributions for current year (see instructions)
a Total (eXCeSS, if any, Of [INE 37 OVET NE 36) ......c.cvvieieeeeeeeeeeeeeeee et eees e eeee e ee ettt es et en st eneeeean 38a 3270118
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 3270118
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ...........c.ccccceveue... 39 0
40 Unpaid minimum required contribUtions fOr @ll YEAIS ...........ccvoveeveueeeeeeeeeeeeeeteeee et eaeas 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 g Lo (U Lo Y1 Tor 1o RSP PRERR

[]2plus 7years [ ]15years

b Eligible plan year(s) for which the election in line 41a Was MAE ...........c.cccveviveeeeeeverieeeeeeee e eeeen s

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




SCHEDULE C Service Provider Information OM8 No. 12100110

(Form 5500) 2020
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).

Department of Labor This Form is Open to Public

Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning  01/01/2020 and ending  12/31/2020
A Name of plan B Three-digit
SOUTHERN OHIO MEDICAL CENTER CASH BALANCE PENSION PLAN plan number (PN) > 003
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SOUTHERN OHIO MEDICAL CENTER 31-0678022

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .............. Yes D No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

U.S. BANK NATIONAL ASSOCIATION

31-0841368
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2020

v. 200204
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

AON CONSULTING, INC.

(h)

()

Did service provider

(f)
Did indirect compensation
include eligible indirect

(9)
Enter total indirect
compensation received by

Did the service
provider give you a
formula instead of

receive indirect
compensation? (sources
other than plan or plan

Sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding

eligible indirect

an amount or

compensation for which you

answered “Yes” to element

estimated amount?

(f). If none, enter -0-.

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|

(a) Enter name and EIN or address (see instructions)

(h)

compensation? (sources

e
Did service provider
receive indirect

other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|

() Enter name and EIN or address (see instructions)

(h)

(€)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(¢)]

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(f). If none, enter -0-.

compensation for which you
answered “Yes” to element

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

23-2293237
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -O-.
a party-in-interest
11 50 NONE KNOWN 241035
NEPC, LLC
26-1429809
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -O-.
a party-in-interest
17 28 50 NONE KNOWN 115258
51
GLOBAL TRUST COMPANY
26-3761443
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
2150 NONE KNOWN 113114

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|
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2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

INVESCO TRUST COMPANY

by the plan. If none,

(d)
Enter direct
compensation paid

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

46-3793325
(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
285051 NONE KNOWN
52 62

38555

Yes No |:|

Yes No |:|

Yes |:| No |:|

(a) Enter name and EIN or address (see instructions)

U.S. BANK NATIONAL ASSOCIATION

(d)
Enter direct
compensation paid

enter -0-.

by the plan. If none,

(€)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(f). If none, enter -0-.

compensation for which you
answered “Yes” to element

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

31-0841368
(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
192528 NONE KNOWN
50 62 68

21219

Yes No |:|

Yes No |:|

Yes |:| No |:|

() Enter name and EIN or address (see instructions)

INCOME RESEARCH & MANAGEMENT

(d)

Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect

other than plan or plan

(f)

Did indirect compensation

(¢)]

Enter total indirect

compensation? (sources

enter -0-.

sponsor)

include eligible indirect
compensation, for which the
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

04-2955404
(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
285051 NONE KNOWN

20285

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|
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2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

LINDSELL TRAIN LIMITED

by the plan. If none,

(d)
Enter direct
compensation paid

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

98-1104976
(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
285061 NONE KNOWN
62 68

15337

Yes No |:|

Yes No |:|

Yes |:| No |:|

(a) Enter name and EIN or address (see instructions)

STATE STREET GLOBAL ADVISORS TRUST

(d)
Enter direct
compensation paid

enter -0-.

by the plan. If none,

(€)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(f). If none, enter -0-.

compensation for which you
answered “Yes” to element

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

81-4017137
(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
195051 NONE KNOWN

14898

Yes No |:|

Yes No |:|

Yes |:| No |:|

() Enter name and EIN or address (see instructions)

UBS ASSET MANAGEMENT TRUST COMPANY

(d)

Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect

other than plan or plan

(f)

Did indirect compensation

(¢)]

Enter total indirect

compensation? (sources

enter -0-.

sponsor)

include eligible indirect
compensation, for which the
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

36-3718331
(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
2850 NONE KNOWN

5534

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part I | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

OMB No. 1210-0110

2020

This Form is Open to Public

» File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
A Name of plan B  Three-digit
SOUTHERN OHIO MEDICAL CENTER CASH BALANCE PENSION PLAN plan number (PN) > 003

C Plan sponsor’s name as shown on line 2a of Form 5500
SOUTHERN OHIO MEDICAL CENTER

D Employer Identification Number (EIN)
31-0678022

Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total NoNINterest-beAring Cash...............cccocveuevrreeeeieeeeeeee e la 0 266
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYETr CONTDULIONS ....v.voveveveveeeeccececeeteteieses e 1b(1) 4500000 5000000
(2) Participant CONtHBULONS...............coevevreeeereeeseeeeeeseseeseses s 1b(2)
)T 13T OSSO 1b(3) 323 12
C General investments:
O deposiy e e o | 1@ 352419 405561
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ..ottt 1c(3)(A)
(B) AllOTNEI ...ttt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEfEITEA ..ottt lc(4)(A)
(B) COMMON ...ttt n s naneneenas 1c(4)(B) 373 291
(5) Partnership/joint VENUTE iNtErESS .............ovevevrveeeereeeeseeeeesesesssneeeens 1c(5) 70511375 69600398
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) PArtiCIPANT IOANS .........coveeeeeeieeeieeeeeseeeeeeesee et enessesaee et s s enenneeeees 1c(8)
(9) Value of interest in common/ColleCtiVe trUSES ............c..cvrvereerereererrrenen. 1c(9)
(10) Value of interest in pooled separate aCCOUNtS ..............cccverveverrerererrenen. 1c(10)
(11) Value of interest in master trust investment acCouNtS.............cococeveven.... 1c(11)
(12) Value of interest in 103-12 investment €Ntities .............ccceeeeeveverenans 1c(12)
(13) \f/ueggg)of interest in registered investment companies (e.g., mutual 1c(13) 4682469 6454039
(14) Value of funds held in insurance company general account (unallocated |~ )
[o10] 1= To1 ) OO P PP OPPPPTPN
(15) OtNET ..ottt 1c(15)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule H (Form 5500) 2020
v. 200204
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) Employer real property 1d(2)
€ Buildings and other property used in plan operation ............cccccoevvviiiereneenne le
f Total assets (add all amounts in lines 1a through 1€) .........ccccceveveveererrnnnne. 1f 80046959 81460567
Liabilities
0 Benefit Claims PaYabIE ........ccoririiiieeecieirireieeeee e eeeeeen 1g
N Operating PaYabIes ..............coeeeeevieeeeeeeeeeee et 1h
| AcCQUISItION INDEDLEANESS.........c.coeveevveeeeeece et een e 1i
] Other IADIIES. ....c.cveieceieciceei ettt 1 0 123455
K Total liabilities (add all amounts in lines 1g throughlj) ..........ccccocevevevevevennnee. 1k 0 123455
Net Assets
| Net assets (subtract line 1k from [N 1) ...........ccoeevererereeeeceee e, | 1l | 80046959 81337112

Part Il [Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. 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. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) EMPIOYErS ..........cccccvvvvennne. 2a(1)(A) 5000000

(B)  PartiCIDANTS ...cvcvvevveveveteeereeeeseteseseteeesesesesesenseseessssassesesesenennseas 2a(1)(B)

(C) Others (iNCIUAING FOIOVEIS)........cveveveveeerereresererereeeeeieeeeeesen e 2a(1)(C)
(2) NONCASh CONTDULIONS ..........veveeece et 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 5000000

b Earnings on investments:

(1) Interest:

(A) Intergst—bearing cash (including money market accounts and 2b(1)(A)

certificates of dePOSIL).........uveiiiiiiiiiiiiiee e

(B) U.S. GOVEIMMENt SECUMHIES ........vveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 2b(1)(B)

(C) Corporate debt INSIIUMENLS .........cccevevevevererererereeeeeeieteseseseneneneens 2b(1)(C)

(D) Loans (other than to PartiCipANLS) ..........c.cvvevevreererrsrereserereneneens 2b(1)(D)

(E)  PartiCiPant I08NS ...........cveveveveereerereeeteeesesesesesessseesessessesssesenesenenens 2b(1)(E)

(F) ONET .o 2b(1)(F) 11052

(G) Total interest. Add lines 2b(1)(A) through (F)......cccvveveveverevereeennnns 2b(1)(G) 11052
(2) Dividends: (A) Preferred StOCK..........o.oieeoeeeeeeeeeeeeeeee oo 2b(2)(A)

(B) COMMON STOCK ...ttt en e 2b(2)(B) 16

(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C) 80048

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 80064
(B) RENES <.ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds 2b(4)(A) 33912600

(B) Aggregate carrying amount (see instructions)....................... 2b(4)(B) 30684145

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result.............. 2b(4)(C) 3228455
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate..................... 2b(5)(A)

(B)  OBNEI ittt ettt ettt sttt re et ens 2b(5)(B) 7591623

A nes P0(E)A) A B) oot e 26()(C) 7591623
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts....................... 2b(6)
(7) Net investment gain (loss) from pooled separate accounts...................... 2b(7)
(8) Net investment gain (loss) from master trust investment accounts .......... 2b(8)
(9) Netinvestment gain (loss) from 103-12 investment entities..................... 2b(9)
(10) Net inve.stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual fundS) .........coooiiiiiiiiii e 299898
C OtheriNCOME ...c.eeiiiiiiiie e 2c 205415
d Total income. Add all income amounts in column (b) and enter total.................... 2d 16416507
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 6716180
(2) To insurance carriers for the provision of benefits ...........ccooccviiiininiinns 2e(2)
(B) OUNET .ot seen e 2¢e(3) 7573633
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccceeveerverreerurenn. 2e(4) 14289813
f  Corrective distributions (S€e INSITUCHONS) .........cccoveveveveverereeeeeeeieeeeeseseneiena 2f
g Certain deemed distributions of participant loans (see instructions)............... 29
N INEIESE EXPENSE . ...eceveeeeeeeeeee ettt 2h
i Administrative expenses: (1) Professional fees ............cccocoeeeeevevrererenennns 2i(1) 262254
(2) Contract admiNiStrator fEES ........ccuuviiiiiei e 2i(2)
(3) Investment advisory and management fees ..........cccuveveieiiiiiiiiiie e 2i(3) 328447
() OUNET ..ottt ee e 2i(4) 245840
(5) Total administrative expenses. Add lines 2i(1) through (4) .........cccoueun.n. 2i(5) 836541
i Total expenses. Add all expense amounts in column (b) and enter total....... 2j 15126354
Net Income and Reconciliation
K Netincome (loss). Subtract line 2j from N 2d ...........ccowwmmeerveeeeeessssssssssssssesee 2k 1290153
| Transfers of assets:
(1) TOHhIS PIAN.....ceeveeeeeeee ettt 21(2)
(2) From this plan .. 21(2)
Part Il Accountant’s Opinion
3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
1) [X| unmodified @ [ ] Qualified (3)[ ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

Q) D DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) |X| neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: PLANTE MORAN, PLLC (2) EIN: 38-1357951

d The opinion of an independent qualified public accountant is not attached because:
2) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

’ Part IV |Comp|iance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4q, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4. MTIAs also do not complete line 4l.

During the plan year: Yes No Amount

a  Was there afailure 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




Schedule H (Form 5500) 2020

Page 4- 1

Yes No Amount
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
Lo (L= A=Y 1) TSROSO 4b X
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......cccccvveeeeiiiiviineeeeiiinnns 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is
[ QT=Yet =T 1) RSO RR 4d X
€  Was this plan covered by a fidelity DONA?...........ccociiiiiiiiiciee ettt eve v 4e X 1000000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
L=V o I o 0 ] o] =T A SRR 4f X
g 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? .........ccccceeervvieeniieeniieeenieeeenns 4g 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
[ Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format rEQUIrEMENTS.).......ciuiiiiiii ettt e e a e e e e e e e e reeeaeaeas 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and
see instructions for format reQUIrEMENTS.).....c.ooii it e et e et r e e e e eaeereeeaeaeas 4j X
K Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control Of the PBGC? ..........uiiiiiiiiiiiieiiiie et 4k X
I Has the plan failed to provide any benefit when due under the plan? ............cccooiiiiiiiic e, 4
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.000-3.) 1ttt ettt n et 4m
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...........ccoveiiiiiiiieieeenaniiieeenn 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D 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)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and

(1S (0 Tox11o] 1 3 PSPPI
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4306317

Yes |:|No |:|Not determined




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2020
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
o 6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public
epar_tment of_Labor o ] Inspection
Employee Benefits Security Administration D File as an attachment to Form 5500. .
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
A Name of plan B Three-digit
SOUTHERN OHIO MEDICAL CENTER CASH BALANCE PENSION PLAN plan number
(PN) 4 003
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SOUTHERN OHIO MEDICAL CENTER 31-0678022
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

LTS3 (0110 PPN

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 3 202

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)? ..........coovvveeennn. Yes D No D 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
deficiency not waived) ................................................................................................................................ 6a
b  Enter the amount contributed by the employer to the plan for this plan Year ..............cccoeveeeveveveveveeeeeennnss 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 amMOUNt).............ooiiiiiiiii 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 deadline?...............c.ccccoeveevrevernnnn. [] ves [] No ] wa

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
administrator agree With the ChaNGE? .........oii i et e I:I Yes D 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
bOX. 1f N0, ChECK the “NO” DOX......c.eveeeeeriveieieeeees e ee et ees st e s D Increase D Decrease D Both 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 SLOCK? ....... ..o iwiieeeeeeeseeseee s eee e e s ees e s s e eee e s e et es e ee s en e 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.) ......uuiiiieiiiiiii e e e e e e e e e e e e e e e snnreeeeeeeeannnes
12 Does the ESOP hold any stock that is not readily tradable on an established securities Mmarket?.............cccccoveeevecereeeeeeeeeeceeeene D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2020

v. 200204
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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 |:| Weekly D Unit of production |:| 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 |:| Weekly D Unit of production |:| 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 |:| Weekly D Unit of production |:| 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 |:| Weekly D Unit of production |:| 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 |:| Weekly D Unit of production |:| 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 |:| Weekly D Unit of production |:| Other (specify):
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14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer |:| alternative |:| reasonable approximation (see 14a
instructions for required AttACNMENT)..........oi i e e e s e e e e e e sate b e e e e e e e sbbbreeeaeeeannnrnneas

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment).............cccccveeiieiiiieeenenn.

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c¢
previously reported (see instructions for required attaChMENT)........uuuiiiiiiiiii it e e e e s s r e e e e sannes

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............cccccceevneen. 15a

b The corresponding number for the second preceding PIAN YA .............c.c.covrvevererireeeeeerereeeeeeeseerenesenennen 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 ........c.ccccccoieiiiiiiiiineeeeenns 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 ... .o ittt e e e e s et reaeessabbeeraeessanbbbeeeaeasannneneas

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. ........ i e e s e e a s e e

| 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 as @n AtEACHIMENL............c.i i ettt h e e s e e r e et et e en e e san e e R e e e et e s st e e n e e s bn e e eeesneenneeennees D

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: _ 37.2 % Investment-Grade Debt: _ 49.3 % High-Yield Debt: 3.1 % Real Estate: 0.0 % Other: 104 %
b  Provide the average duration of the combined investment-grade and high-yield debt:
|:| 0-3 years |:| 3-6 years D 6-9 years 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)?
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 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:
D 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




Southern Ohio Medical Center Cash Balance
Pension Plan

Financial Report
December 31, 2020



Southern Ohio Medical Center Cash Balance Pension Plan

Contents
Independent Auditor's Report 1-2
Statement of Net Assets Available for Benefits 3
Statement of Changes in Net Assets Available for Benefits 4
Notes to Financial Statements 5-10
Schedule of Assets Held at End of Year 11

Schedule of Reportable Transactions 12



Plante & Moran, PLLC

plante

250 S. High Street
Columbus, OH 43215

moran Tel: 614.849.3000

Fax: 614.221.3535
plantemoran.com

Independent Auditor's Report

To the Plan Administrator and
Board of Directors

Southern Ohio Medical Center
Cash Balance Pension Plan

We have audited the accompanying financial statements of Southern Ohio Medical Center Cash Balance Pension
Plan (the "Plan"), which comprise the statement of net assets available for benefits as of December 31, 2020 and
2019 and the related statement of changes in net assets available for benefits for the years then ended, and the
related notes to the financial statements.

Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements in accordance
with accounting principles generally accepted in the United States of America; this includes the design,
implementation, and maintenance of internal control relevant to the preparation and fair presentation of financial
statements that are free from material misstatement, whether due to fraud or error.

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on our audits. We conducted our
audits in accordance with auditing standards generally accepted in the United States of America. Those
standards require that we plan and perform the audits to obtain reasonable assurance about whether the financial
statements are free from material misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the
financial statements. The procedures selected depend on the auditor’s judgment, including the assessment of the
risks of material misstatement of the financial statements, whether due to fraud or error. In making those risk
assessments, the auditor considers internal control relevant to the entity’s preparation and fair presentation of the
financial statements in order to design audit procedures that are appropriate in the circumstances, but not for the
purpose of expressing an opinion on the effectiveness of the entity’s internal control. Accordingly, we express no
such opinion. An audit also includes evaluating the appropriateness of accounting policies used and the
reasonableness of significant accounting estimates made by management, as well as evaluating the overall
presentation of the financial statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our audit
opinion.
Opinion

In our opinion, the financial statements referred to above present fairly, in all material respects, the net assets of
the Plan as of December 31, 2020 and 2019 and the changes in net assets for the years then ended in
accordance with accounting principles generally accepted in the United States of America.



To the Plan Administrator and
Board of Directors

Southern Ohio Medical Center
Cash Balance Pension Plan

Report on Supplemental Information

Our audits were conducted for the purpose of forming an opinion on the financial statements as a whole. The
supplemental schedules of assets held at end of year as of December 31, 2020 and reportable transactions for
the year ended December 31, 2020 are presented for the purpose of additional analysis and are not a required
part of the financial statements but are supplemental information required by the Department of Labor's Rules
and Regulations for Reporting and Disclosure under the Employee Retirement Income Security Act of 1974. Such
information is the responsibility of the Plan's management and was derived from and relates directly to the
underlying accounting and other records used to prepare the financial statements. The information has been
subjected to the auditing procedures applied in the audits of the financial statements and certain additional
procedures, including comparing and reconciling such information directly to the underlying accounting and other
records used to prepare the financial statements or to the financial statements themselves, and other additional
procedures in accordance with auditing standards generally accepted in the United States of America. In our
opinion, the information is fairly stated in all material respects in relation to the financial statements as a whole.

7424&/ f 7)&4,«/, PLLL

Columbus, Ohio
August 30, 2021



Southern Ohio Medical Center Cash Balance Pension Plan

Statement of Net Assets Available for Benefits

December 31, 2020 and 2019

2020 2019
Assets
Investments at fair value:
Money market fund $ 405,561 $ 352,419
Corporate stock 291 373
Mutual funds 6,454,039 4,682,469
Comingled funds 69,600,398 70,511,375
Total investments at fair value 76,460,289 75,546,636
Contributions receivable 5,000,000 4,500,000
Accrued income 12 323
Cash 266 -
Total assets 81,460,567 80,046,959
Liabilities - Due to insurance company 123,455 -
Net Assets Available for Benefits $ 81337112 $§ 80,046,959

See notes to financial statements.




Southern Ohio Medical Center Cash Balance Pension Plan

Statement of Changes in Net Assets Available for Benefits

Years Ended December 31, 2020 and 2019

2020 2019
Additions
Contributions - Employer $ 5,000,000 $ 4,500,000
Investment income:
Interest and dividends 97,751 83,269
Net realized and unrealized gains on investments 11,323,578 12,423,914
Total investment income 11,421,329 12,507,183
Total additions 16,421,329 17,007,183
Deductions
Benefits paid directly to participants or beneficiaries 6,716,180 4,975,304
Purchase of annuity contracts 7,573,633 -
Administrative expenses 841,363 938,357
Total deductions 15,131,176 5,913,661
Net Increase 1,290,153 11,093,522
Net Assets Available for Benefits
Beginning of year 80,046,959 68,953,437
81,337,112 $ 80,046,959

End of year

See notes to financial statements.




Southern Ohio Medical Center Cash Balance Pension Plan

Notes to Financial Statements

December 31, 2020 and 2019

Note 1 - Plan Description

The following description of Southern Ohio Medical Center Cash Balance Pension Plan (the "Plan")
provides only general information. Participants should refer to the plan agreement for a more complete
description of the Plan's provisions.

General

The Plan is a noncontributory defined benefit plan covering all employees of Southern Ohio Medical
Center (the "Organization") who meet certain requirements regarding age and length of service, and it
provides for retirement, death, and disability benefits. The Plan is subject to the provisions of the
Employee Retirement Income Security Act of 1974 (ERISA).

The Plan has a cash balance aspect that reports accrued benefits to participants in the form of
hypothetical individual account balances. Account balances are increased annually by a percentage,
based on years of service, of the employee's compensation, plus an interest crediting rate determined
annually, based on the average yield of the 10-year Treasury bond as of November of the preceding plan
year.

Employees become participants in the Plan following attainment of the age of 21 and completion of one
full year of service and at least 1,000 hours and are fully vested for normal retirement benefits after three
years of service.

Pension Benefits

Employees with three or more years of service are entitled to normal annual pension benefits beginning
at the normal retirement age of 65, as described in the Plan. The individual pension benefit is calculated
as a single-life annuity commencing on the first day of the calendar month coincident with or next
following the date the participant attains normal retirement age and is equal to the greater of the
participant's prior plan benefit or the actuarial equivalent of the participant's cash balance account as of
his or her normal retirement age.

Death Benefits

In certain circumstances, if an active or terminated employee who has a vested interest in the Plan dies
prior to his or her normal retirement age, the surviving spouse or designated beneficiary shall receive a
survivor benefit, as defined in the Plan.

Funding

Contributions are made by the Organization in actuarially determined amounts. The Organization’s policy
is to make contributions necessary to satisfy ERISA funding standards. Annual contributions meet the
minimum funding requirements of ERISA.

Party-in-interest Transactions

Certain plan assets are in investment funds managed by State Street Bank and Trust Company and
Mercer Investment Management, Inc. State Street Bank and Trust Company and Mercer Investment
Management, Inc. are the custodians of the plan investments, and Mercer Investment Management, Inc.
was the Plan's investment advisor until March 2019 when funds were transferred to US Bank; therefore,
these transactions qualify as party-in-interest transactions, as defined under ERISA guidelines.



Southern Ohio Medical Center Cash Balance Pension Plan

Notes to Financial Statements
December 31, 2020 and 2019

Note 1 - Plan Description (Continued)
Purchase of Annuity Contract

During 2020, the Plan purchased a nonparticipating annuity contract with an insurance company totaling
$7,573,633. Under the agreement, beginning on January 1, 2021, the Plan transferred to the insurance
company pension obligations for certain retirees or their beneficiaries receiving pension payments. In
total, the Plan irrevocably transferred the obligations for approximately 240 retirees or their beneficiaries
to the insurance company in exchange for pension trust assets, eliminating any future investment or
mortality risk associated with those participants. The purchase of annuity contracts is reported in the
accompanying statement of changes in net assets available for benefits for the year ended December 31,
2020. In November 2020, the Plan made an initial payment to the insurance company of $7,450,178 for
the purchase of the annuity contract. In March 2021, the Plan made an additional payment of $123,455
based on a final reconciliation of the census data for participants included in the annuity contract. The
amount paid subsequent to year end is recorded as a liability as of December 31, 2020 in the
accompanying statement of net assets available for benefits.

Note 2 - Summary of Significant Accounting Policies
Investment Valuation
The Plan's investments are stated at fair value.

The commingled funds are valued at net asset value per share (NAV) (or its equivalent) of the funds,
which is based on the fair value of the funds' underlying assets. All other investments are valued based
on quoted market prices reported in active markets. See Note 3 for additional information.

The methods described above may produce a fair value calculation that may not be indicative of net
realizable value or reflective of future values. Furthermore, while the Plan believes its valuation methods
are appropriate and consistent with other market participants, the use of different methodologies or
assumptions to determine the fair value of certain financial instruments could result in a different fair
value measurement at the reporting date.

Benefit Payments

Benefits are recorded when paid.

Administrative Expenses

Various administrative costs are paid by the Plan and the Organization.
Actuarial Assumptions

The actuarial present value of accumulated plan benefits is determined by an actuary and is the amount
that results from applying actuarial assumptions to adjust the accumulated plan benefits to reflect the time
value of money and probability of payment between the valuation date and the expected date of payment.



Southern Ohio Medical Center Cash Balance Pension Plan

Notes to Financial Statements
December 31, 2020 and 2019

Note 2 - Summary of Significant Accounting Policies (Continued)

The significant actuarial assumptions used in the valuation of the Plan at January 1, 2020 are
summarized as follows:

Actuarial cost method Standard unit credit cost method
Interest rate For 2020 - 6.0 percent per annum
Mortality basis For 2020 - Amounts-weighted aggregate rates from the Pri-2012
mortality study, projected generationally from 2012 using Scale MP-
2020
Crediting rate of interest 4.01 percent
Retirement Below are the retirement assumptions for the Plan:
Attained Age Rate
55-59 6.00%
60 12.00
61 8.00
62 15.00
63-64 12.00
65-67 30.00
68-69 25.00
70-71 40.00
72+ 100.00

The foregoing actuarial assumptions are based on the presumption that the Plan will continue. Were the
Plan to terminate, different actuarial assumptions and other factors might be applicable in determining the
actuarial present value of accumulated plan benefits.

Use of Estimates

The preparation of financial statements in conformity with accounting principles generally accepted in the
United States of America requires management to make estimates and assumptions that affect the
reported amounts of assets and liabilities and disclosure of contingent assets and liabilities at the date of
the financial statements and the reported amounts of additions and deductions during the reporting
period. Actual results could differ from those estimates.

Risks and Uncertainties

Contributions to the Plan and the accumulated plan benefits are reported based on certain assumptions
pertaining to interest rates, inflation rates, and employee demographics. Due to the changing nature of
these assumptions, it is at least reasonably possible that changes in these assumptions will occur in the
near term and, due to the uncertainties inherent in setting assumptions, that the effect of such changes
could be material to the financial statements. Investment securities are exposed to various risks, such as
interest rate, market, and credit risks. It is at least reasonably possible that changes in the values of
investment securities will occur in the near term and that such changes could materially affect the
statement of net assets available for benefits.

Subsequent Events

The financial statements and related disclosures include evaluation of events up through and including
August 30, 2021, which is the date the financial statements were available to be issued.



Southern Ohio Medical Center Cash Balance Pension Plan

Notes to Financial Statements
December 31, 2020 and 2019

Note 3 - Fair Value Measurements

Accounting standards require certain assets and liabilities be reported at fair value in the financial
statements and provide a framework for establishing that fair value. The framework for determining fair
value is based on a hierarchy that prioritizes the valuation techniques and inputs used to measure fair
value.

Level 1

Fair values determined by Level 1 inputs use quoted prices in active markets for identical assets that the
Plan has the ability to access.

Level 2

Fair values determined by Level 2 inputs use other inputs that are observable, either directly or indirectly.
These Level 2 inputs include quoted prices for similar assets in active markets, quoted prices for identical
or similar assets in markets that are not active, and inputs other than quoted prices that are observable
for the asset.

Level 3

Level 3 inputs are unobservable inputs, including inputs that are available in situations where there is
little, if any, market activity for the related asset. These Level 3 fair value measurements are based
primarily on management’s own estimates using pricing models, discounted cash flow methodologies, or
similar techniques taking into account the characteristics of the asset.

In instances where inputs used to measure fair value fall into different levels of the fair value hierarchy,
fair value measurements in their entirety are categorized based on the lowest level input that is significant
to the valuation. The Plan’s assessment of the significance of particular inputs to these fair value
measurements requires judgment and considers factors specific to each asset.

The following tables present information about the Plan’s assets measured at fair value on a recurring
basis at December 31, 2020 and 2019:

Assets Measured at Fair Value on a Recurring Basis at
December 31, 2020

Investments
(at Fair Value) Level 1 Level 2 Level 3
Money market fund $ 405,561 $ 405,561 $ - $ -
Corporate stock 291 291 - -
Mutual funds 6,454,039 6,454,039 - -
Total 6,859,891 $ 6,859,891 $ - $ -
Commingled funds measured at
NAV 69,600,398
Total investments at fair
value $ 76,460,289



Southern Ohio Medical Center Cash Balance Pension Plan

Notes to Financial Statements
December 31, 2020 and 2019

Note 3 - Fair Value Measurements (Continued)

Assets Measured at Fair Value on a Recurring Basis at
December 31, 2019

Investments
(at Fair Value) Level 1 Level 2 Level 3
Money market fund $ 352,419 $ 352,419 $ - $ -
Corporate stock 373 373 - -
Mutual funds - Fixed income 4,682,469 4,682,469 - -
Total 5,035,261 $ 5,035,261 $ - $ -
Commingled funds measured at
NAV 70,511,375
Total investments at fair
value $ 75,546,636

The commingled funds invest in diversified portfolios in common stocks of U.S. and multinational
companies; equity securities issued by non-U.S. companies of any size located in the world's developed
and emerging capital markets; U.S. dollar-denominated investment grade fixed-income securities,
including government securities, corporate bonds, and mortgage- and asset-backed securities;
noninvestment-grade bonds; non-U.S. dollar-denominated bonds; and bonds issued by issuers of
emerging capital markets.

Of the total investments valued at net asset value held at December 31, 2020, commingled funds of
$4,731,991 have a monthly redemption frequency, and commingled funds of $2,481,944 have a weekly
redemption frequency. Of the total investments valued at net asset value held at December 31, 2019,
commingled funds of $7,319,661 have a monthly redemption frequency, and commingled funds of
$2,954,021 have a weekly redemption frequency. There are no unfunded commitments for investments
measured at net asset value.

Note 4 - Accumulated Plan Benefits

The actuarial present value of accumulated plan benefits is determined by consulting actuaries. The
calculations of the actuarial present value of accumulated plan benefits attributable to participants in the
Plan, which were made as of the most recent actuarial valuation at January 1, 2020, are as follows:

Actuarial present value of accumulated plan benefits:
Vested benefits:

Participants currently receiving benefit payments $ 5,703,466
Other vested participants 55,198,030
Total vested benefits 60,901,496
Nonvested benefits 458,939
Total actuarial present value of accumulated plan benefits $ 61,360,435



Southern Ohio Medical Center Cash Balance Pension Plan

Notes to Financial Statements
December 31, 2020 and 2019

Note 4 - Accumulated Plan Benefits

A summary of significant changes in the actuarial present value of accumulated plan benefits during the
year ended January 1, 2020 is as follows:

Actuarial present value of accumulated plan benefits - Beginning of year $ 58,358,519
Increase (decrease) during the year attributable to:
Benefits accumulated 4,500,000
Actuarial gains and losses 37,348
Interest accumulation 3,354,426
Benefit payments (4,975,304)
Changes of assumptions 85,446
Net increase 3,001,916
Actuarial present value of accumulated plan benefits - End of year $ 61,360,435

The increase in the accumulated plan benefits related to assumption change in 2020 of $85,446 was the
result of the following assumption changes:

- Change in the mortality assumption from the 2019 static mortality table for annuitants and non-
annuitants per 1.430(h)(3)-1(a)(3) and IRS Notice 2018-02 to the 2020 static mortality table for annuitants
and non-annuitants per 1.430(h)(3)-1(a)(3) and IRS Notice 2019-26.

In November 2020, the Plan purchased a group annuity contract from Great American Life Insurance
Company. The impact of the annuity purchase has not been reflected in the statement of accumulated
plan benefits as of January 1, 2020 or the statement of changes in accumulated plan benefits, included
within Note 4, for the year then ended. See Note 1 for additional information.

Note 5 - Plan Termination

Should the Plan terminate at some future time, its net assets generally will not be available on a pro rata
basis to provide participants’ benefits. Whether a particular participant’s accumulated plan benefits will be
paid depends on both the priority of those benefits and the level of benefits guaranteed by the Pension
Benefit Guaranty Corporation (PBGC) at that time. Some benefits may be fully or partially provided for by
the then-existing assets and the PBGC guarantee, while other benefits may not be provided for at all.

Note 6 - Tax Status

The Plan has received a determination letter from the Internal Revenue Service indicating that the Plan,
as designed, is qualified for tax-exempt treatment under the applicable section of the Internal Revenue
Code (IRC). Although the Plan has been amended since receiving the determination letter, management
believes that the Plan is designed and is currently being operated in compliance with the applicable
requirements of the IRC.

10



Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Schedule SB, line 26—Schedule of Active Participant Data as of January 1, 2020

Number of Participants, Average Compensation and Average Cash Balance Account

Attained Years of Credited Service
Age <1 1-4 5-9 10-14 15-19 20-24 || 25-29 30-34 35-39 40+
187 7
$34,229
<25 $1,379
261 140 9
$40,580| $42,421
25-29 $2,237 $5,341
135 127 76 3
$44,.879| $57,122| $60,123
30-34 $2,304 $7,896] $13,204
93 88 69 55 4
$83,934| $81,964| $59,116| $56,498
35-39 $4,173| $11,236| $15,588| $23,053
66 54 36 51 30 1
$56,895| $74,123| $73,385| $65,180| $76,703
40-44 $2,738| $11,825| $18,866| $29,714| $47,926
49 70 39 46 60 38 1
$65,418| $57,142| $72,205| $59,050| $73,058| $82,198
45-49 $2,850 $8,110| $19,065| $26,373| $46,348| $66,962
42 41 29 26 30 31 24 2
$61,867| $65,268| $60,497| $58,567| $61,977 $89,203| $83,829
50-54 $3,370( $10,070| $16,590| $29,606| $41,597| $79,311| $96,853
31 26 30 34 22 30 24 31 5
$57,381| $60,701| $70,748| $51,987| $53,411| $62,461( $79,174| $75575
55-59 $3,188 $9,657| $20,783| $26,876| $39,895| $61,316| $102,119]| $111,811
21 27 15 20 19 16 11 25 50
$70,938| $43,610 $41,217 $67,814| $76,593
60-64 $3,674 $7,019 $21,557 $116,988| $149,859
12 14 1 9 7 8 4 10 17
65-69
3 7 6 8 3 1 1 4
70+
N-2,572
Aon
Proprietary & Confidential Page 1 of 1



Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan

EIN: 31-0678022 PN: 003

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

Interest Rates

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

Interest Rates for Maximum Tax Purposes

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

Salary Increases

Cash Balance Interest Crediting Rate
Cash Balance Annuity Conversion Rate

Optional Payment Form Election Percentage

Optional Payment Form Conversion Mortality

Aon
Proprietary & Confidential

Based on segment rates with a four-month lookback
(as of September 2019)

3.64%
5.21%
5.94%

Based on segment rates with a four-month lookback
(as of September 2019), without regard to interest rate
stabilization

2.79%
3.92%
4.38%

2.50% inflationary increases, plus merit increase
(see Table 1)

4.01%
4.01%

For active participants decrementing prior to age 55,
we assume 50% of eligible participants choose an
immediate lump sum form of payment, 15% choose a
lump sum deferred for one year, 5% choose a lump
sum deferred for two years, 5% choose a lump sum
deferred for three years and 25% choose a lump sum
deferred to age 55.

For active participants decrementing between ages 55
to 64, we assume 70% of eligible participants choose
an immediate lump sum form of payment, 15%
choose a lump sum deferred for one year, 10%
choose a lump sum deferred for two years, and 5%
choose a life annuity.

For active participants decrementing age 65 and over,
we assume 95% of eligible participants choose an
immediate lump sum form of payment and 5% choose
a life annuity.

For current terminated vested participants, we
assume a lump sum election deferred to age 55.

Current 417(e) table for lump sums

Page 1 of 6



Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan

EIN: 31-0678022 PN: 003

Retirement Age
Active Participants
Terminated Vested Participants

Mortality Rates
Healthy and Disabled

Withdrawal Rates

Disability Rates

Decrement Timing

Surviving Spouse Benefit

Valuation Compensation

Benefit and Compensation Limits

Valuation of Plan Assets

Aon
Proprietary & Confidential

See Table 2
See Table 2

2020 static mortality table for annuitants and non-
annuitants per section 1.430(h)(3)-1(a)(3) and Notice
2019-26

See Table 3
None

Middle of year decrements (except that retirement is
assumed to occur at the beginning of the year for
ages where the assumed retirement rate is 100%)

It is assumed that 100% of males and 100% of
females have an eligible spouse, and that males are
three years older than their spouses.

2019 pensionable earnings

Projected benefits and compensation are limited by
the current IRC section 415 maximum benefit of
$230,000 and the 401(a)(17) compensation limit of
$285,000.

Smoothed fair market value of assets over the current
and prior two years, adjusted for contributions, benefit
payments, administrative expenses, and expected
earnings. The average value of assets calculated in
this manner is further limited to not less than 90% nor
more than 110% of fair market value.

A characteristic of this method is that the expected
distribution of the value of plan assets is skewed
toward understatement relative to the corresponding
market values for expected long-term rates of return in
excess of the third segment rate under IRC section
430(h)(2)(C)(iii).
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Expected Return on Assets

2018 Plan Year 6.40%, limited to 6.29%
2019 Plan Year 6.00%
2020 Plan Year 6.00%
Trust Expenses Included in Target Normal Prior year's expense adjusted for PBGC premiums
Cost
Actuarial Method Standard unit credit cost method
Valuation Date January 1, 2020

Aon
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Table 1

Salary Merit Increase Rates—Merit Scales
Age Rate

24 and under 4.50%

25-34 3.00%

35-39 2.50%

40-44 2.25%

45-54 1.00%

55-59 0.50%

60 and older 0.00%

Aon
Proprietary & Confidential
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Table 2

Retirement Rates—Active Participants
Age Rate
55-59 6.00%
60 12.00%
61 8.00%
62 15.00%
63 12.00%
64 12.00%
65-67 30.00%
68 25.00%
69 25.00%
70 40.00%
71 40.00%
72+ 100.00%

Aon
Proprietary & Confidential
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Table 3

Withdrawal Rates—Termination Rates
Years of Service

Age 01 2 3+
20 18.00% 17.00% 15.90%
21 17.00% 16.00% 15.82%
22 17.00% 16.00% 14.56%
23 17.00% 16.00% 13.31%
24 17.00% 16.00% 12.07%
25 13.00% 12.00% 10.84%
26 13.00% 12.00% 9.61%
27 13.00% 12.00% 9.54%
28 13.00% 12.00% 9.47%
29 13.00% 12.00% 9.39%
30 13.00% 12.00% 9.30%
31 13.00% 12.00% 9.21%
32 13.00% 12.00% 9.10%
33 13.00% 12.00% 8.98%
34 13.00% 12.00% 8.85%
35 16.00% 11.00% 8.79%
36 16.00% 11.00% 8.72%
37 16.00% 11.00% 8.62%
38 16.00% 11.00% 8.51%
39 16.00% 11.00% 8.37%
40 15.00% 11.00% 7.52%
41 15.00% 11.00% 6.91%
42 15.00% 11.00% 6.31%
43 15.00% 11.00% 5.79%
44 15.00% 11.00% 5.27%
45 14.00% 9.00% 5.27%
46 14.00% 9.00% 5.22%
47 14.00% 9.00% 5.12%
48 14.00% 9.00% 4.94%
49 14.00% 9.00% 4.73%
50 10.00% 9.00% 4.65%
51 10.00% 9.00% 4.42%
52 10.00% 9.00% 4.06%
53 10.00% 9.00% 3.59%
54 10.00% 9.00% 3.05%
55+ 10.00% 9.00% 6.00%

Aon
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Southern Ohio Medical Center Cash Balance Pension Plan

Schedule of Reportable Transactions

(a)

(b) (c)

(d)

Form 5500, Schedule H, Line 4j
EIN 31-0678022, Plan No. 003
Year Ended December 31, 2020

(h)
Current Value of
(9) Asset on (i)

Identity of Party Involved Description of Asset Purchase Price Selling Price Cost of Asset Transaction Date Net Gain
Category (i) - A single transaction that amounts to more than 5 percent of the beginning
value of total plan assets:
First American First American Government $ 4,500,000 $ - 4,500,000 $ 4,500,000 $ -
First American First American Government - 6,700,178 6,700,178 6,700,178 -
Category (iii) - A series of transactions with respect to securities of the same issue that
amount in the aggregate to more than 5 percent of the beginning value of the total plan
assets:
First American First American Government:
Purchases - 58 24,943,566 - 24,943,566 24,943,566 -
Sales - 111 - 24,890,428 24,890,428 24,890,428 -
Msci Acwi Index NI Fund:
Purchases - 6 3,890,000 - 3,890,000 3,890,000 -
Sales - 12 - 4,591,997 4,194,418 4,591,997 397,579
State Street Global Advisors Ssga Russell 1000 Index NI (Cb):
Purchases - 1 2,200,000 - 2,200,000 2,200,000 -
Sales - 9 - 3,801,873 2,967,454 3,801,873 834,419
IR&M Ir&m Long Credit Fund LLC (Cb):
Purchases - 2 2,570,000 - 2,570,000 2,570,000 -
Sales - 6 - 3,070,284 2,317,916 3,070,284 752,368
State Street Global Advisors Ssga 20+ Year US Treasury Strips:
Purchases - 5 5,390,000 - 5,390,000 5,390,000 -
Sales - 14 - 6,875,163 4,978,718 6,875,163 1,896,445

There were no Category (ii) or (iv) reportable transactions during the year.
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OMB No. 1210-0110

SCHEDULE SB Single-Employer Defined Benefit Plan
(Form 5500) Actuarial Information 2020
Department of the Treasury

Internal Revenue Service
Department of Labor

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

This Form Is Open to Public

Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5§500-SF.
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020

» Round off amounts to nearest dollar.

» 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

SOUTHERN OHIO MEDICAL CENTER CASH BALANCE PENSION PLAN plan number (PN) 3 003

C Plan sponsor's name as shown on line 2a of Form 5500 or 5§500-SF D Employer Identification Number (EIN)

SOUTHERN OHIO MEDICAL CENTER 31-0678022

E Type of plan: @ Single |:| Multiple-A |:| Multiple-B F Prior year plan size: D 100 or fewer D 101-500 @ More than 500

[‘Partl | Basic Information

1  Enter the valuation date: Month __ 01 Day__ 01 Year_ 2020
2  Assets:
a Market value...... 2a 79,940,150
b Actuarial value. 2b 76,844,505
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 253 6,207,037 6,207,037
b For terminated vested participants 272 4,670,600 4,670,600
C For active participants 2,572 54,017,785 54,506,477
T oot eseeenssseessssensnessnssasenes 3,097 64,895,432 65,384,114
4 |fthe plan s in at-risk status, check the box and complete lines (@) and (b).....c..cocovuemrercuncnsines D
a Funding target disregarding prescribed at-risk assumptions.......... 4a
b Fur'lding target reflecting at-risk assumptif:ns, but disrega'rding trgnsition !'ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor
D EffECtVE INTEIESE TAIB.....ceveeeeeeeeeeererrrreeeeeserasssessassssssssesssssssssssssasssasessssenssssasessencasessssssstsssssnssnsssssassssssessassassases 5 5.19%
0 TArGEt NOMMAI COSt.vuiunruerererrrreerrensistetcssessssesressassssasessssnssessssssssassssasssssessssstssssssesssssssnsosssiassssssassnsssssstsssssssssosssess 6 5,062,482

Statement by Enrolled Actuary

To the best of my knowledge, the inf ion supplied in this schedule and hedul t ttachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulation In my opinion, each other assumptlon is reasonable (taklng lnto acacunt the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best te of anticip perience under the plan,
- SIGN .
HERE ahy MO“O‘Y W\&\IV\ 07/21/2021
L
Signature of actuary Date
MARTIN MOLLOY 2006227

Type or print name of actuary
AON CONSULTING, INC.

Most recent enrollment number
614-436-8100

Firm name Telephone number (including area code)
445 HUTCHINSON AVENUE
SUITE 9200
COLUMBUS OH 43235
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

i

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

Schedule SB (Form 5§500) 2020
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Schedule SB (Form 5500) 2020

Page2-[ |

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
VEAI) ..ottt nnnes 0 16,158,558
8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior
year) 4,674,096
9  Amount remaining (line 7 MINUS N 8) .........c.c.oevevecuereeeeieeceeeeceeeeeeeee e 11,484,462
10 Interest on line 9 using prior year's actual return of __19.80% ......cccccevevrrrrernnnnns) 2,273,923
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ..............ccccccocoe... 3,651,145
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 5.34%.............. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TERUIT oo 722,927
C Total available at beginning of current plan year to add to prefunding balance...............] 4,374,072
d Portion of (c) to be added to prefunding balance ..............ccccccevververiereriecieeeeenn) 4,374,072
12 Other reductions in balances due to elections or deemed elections ............................| 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12).................. 18,132,457
Part il Funding Percentages
14  Funding target attaiNmMent PEICENAGE . ..........ov..eveeeeeeeeeeeeeee oo e ee e ee e e s e e ee e se e ee s e ne s en e sne e e e 14 89.79%%
15 Adjusted funding target attainMENt PEICENTAGE..............coevveceeeceeeeeeeeeeeeee oottt eree et s s nas e e es et esasase s s s e sennaeseresn 15 | 117.52%
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEA'S FUNGING TEQUITEIMENT .........o.ivivieiieees ettt ee e ee e e e en e s e e e enennenaeananaenennaeen 91.48%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage.............cc..cccccouene.... 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
06/10/2021 5,000,000 0

Totals » 18(b) 5,000, 000]| 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. ...........cccccceevieeenineenne 19a 0
b Contributions made to avoid restrictions adjusted to valuation date..................ccccrueveveveeereeeeceeees e 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢c 4,649,036
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the Prior YEAI? ....... .o ittt e e e e e e aibeee e @ Yes |:| No
b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?................c.c.ccocovoveeeeeerececennene. @ 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
0 0 0 0




Schedule SB (Form 5500) 2020 Page 3

PartV | Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st segment: 2nd segment: 3rd segment:

[ | N/A, full yield curve used

3.64% 5.21 % 5.94%
b Applicable month (enter code).... 21b
22 Weighted average retir@MENt AQE ..............cccocueueveeeeeeeeeeeeeeeeeeseees et ee e eeeae e e ee s e e es e ne e esen e eenanensen e 22 63
23 Mortality table(s) (see instructions) I:I Prescribed - combined lg| 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
AHACKIIMENT. .. ettt h ettt e h e bt e b e oo e e b e e e he e e e bt e s bt e h e e e b e e b e e e h e e eh e n et sia e @ Yes |:| No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ...................ccc.c........ D Yes Igl No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ....................... @ Yes |:| No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACIIMENT ...
Part VIl | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all Prior YEArS .............c..cceueveeueveruerieeieeeeieieeee e 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
[T - )
30 Remaining amount of unpaid minimum required contributions (line 28 minus liN€ 29) ...........c.cccocveeeveveveecennn. 30
Part VIIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSt (N B) ...........veeeeececeeeieeeececeeee et s ettt ee s ae st e s s sae st en s sssaeas s e s s s sanssansns 31a 5,062,482
b Excess assets, if applicable, but not greater than i€ 318 ..........ooooeovioeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment ..............cooiiiiiii e 6,672,066 1,509,876
b Waiver amortization installment ..................c..o.ooeuevereueeeeereeeeeeeeeeeeeeeeeeee e 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ............cccceeeveiiiiiiee e 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....| 34 6,572,358
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUINEMENT ... 0 5,193,440 5,193,440
36 Additional cash requirement (line 34 MINUS INE 35).............ccovovueuieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 36 1,378,918
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
S TSP 4,649,036
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, Of [INE 37 OV lINE 36) ..........covuoviveeeeeeeeeeeeeeeeeeeseeeeeee e eeeee e eee s en s een e 38a 3,270,118
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 3,270,118
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37)............................ 39 0
40 Unpaid minimum required contribUtions for @ll YEAIS ...............ccccovueuiieveeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 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:

b= WS Yol o [=Te (U] [l (=Y ox (=T U URRN

D 2 plus 7 years

D 15 years

b Eligible plan year(s) for which the election in line 412 Was Made .............ccccevueuercueeeceeieeeeeeeee e

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




Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan

EIN: 31-0678022 PN: 003

Schedule SB, line 19—Discounted Employer Contributions

Year applied for contributions: 2020

Days to
Discount to Interest
1/1/2020 at Adjusted
Date Amount 5.19% Contribution
June 10, 2021 $ 5,000,000 526 $ 4,649,036
Total Contribution $ 5,000,000 $ 4,649,036

Aon
Proprietary & Confidential
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

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

The average retirement age shown in line 22 has been calculated by assuming the following retirement
rates and no decrements other than retirement for this calculation. All retirements are assumed to occur
at mid-year, except for the 100% retirement age.

(d)

(a) (b) (c) Product
Age Rate Weight (a) x (b) x (c)
55.5 6.00% 1.0000 3.33
56.5 6.00% 0.9400 3.19
57.5 6.00% 0.8836 3.05
58.5 6.00% 0.8306 2.92
59.5 6.00% 0.7807 2.79
60.5 12.00% 0.7339 5.33
61.5 8.00% 0.6458 3.18
62.5 15.00% 0.5942 5.57
63.5 12.00% 0.5050 3.85
64.5 12.00% 0.4444 3.44
65.5 30.00% 0.3911 7.69
66.5 30.00% 0.2738 5.46
67.5 30.00% 0.1916 3.88
68.5 25.00% 0.1341 2.30
69.5 25.00% 0.1006 1.75
70.5 40.00% 0.0755 2.13
71.5 40.00% 0.0453 1.29
72 100.00% 0.0272 1.96

Weighted Average 63.11

Aon
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Schedule SB, Part V—Summary of Plan Provisions

History of Plan

The Mercy Hospital Corporation Retirement Plan was amended and restated effective January 1, 1978.
Prior to this date, the Hospital participated in a multi-hospital plan sponsored by the Sisters of the
Academy of Our Lady of Lourdes. This plan satisfied the criteria of Code Section 501 to qualify as a
church plan and therefore was not subject to the funding rules of the Employee Retirement Income
Security Act of 1974 (ERISA).

The retirement plan as restated by Mercy Hospital is substantially the same as the prior plan.

The plan was amended effective July 31, 1982, to refund the past member contributions and to eliminate
future member contributions.

The plan was amended effective January 1, 1984, to provide a benefit equal to the prior plan accrued
benefit as of January 1, 1984, plus a career average benefit for service after January 1, 1984, equal to
1.5% of monthly compensation up to $1,250 and 2.5% of monthly compensation in excess of $1,250.
There is a minimum benefit equal to the prior plan accrued benefit as of July 1, 1984, for any member in
the plan on that date.

The plan was amended effective January 1, 1985, to comply with the Retirement Equity Act. Specifically,
the eligibility requirements for plan participation were lowered to age 21 with one year of service. The
plan’s death benefit coverage was expanded to cover all vested participants. Employees are required to
share in the cost of the protection provided.

Effective January 1, 1989, employees with five years of vesting service were fully vested in their accrued
benefit. Also, both the compensation considered in the benefit calculation and the overall maximum
benefit were reduced.

The Southern Hills Restated Retirement Plan was merged into the Scioto Memorial Hospital Restated
Retirement Plan effective September 30, 1989. That plan was subsequently merged into the

Mercy Hospital Corporation Retirement Plan effective December 31, 1989. The plan was then renamed
the Southern Ohio Medical Center Retirement Plan.

Effective January 1, 1990, the plan was amended to provide a benefit of 0.75% of pay (as defined under
the plan) with certain minimum benefits for plan participants age 60 and over on that date. In addition, the
plan’s early retirement reduction factors were modified.

Effective January 1, 1999, the plan was amended to stop benefit accruals under the old formula and
convert the plan to a cash balance plan. The plan was renamed as the Southern Ohio Medical Center
Cash Balance Pension Plan.

Aon
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Effective Date October 1947: Amended and restated January 1, 2008.

Eligibility for Participation Employees who were members in the prior plan continue
as members on January 1, 1999. Other employees
become members on the January 1 or July 1 following
attainment of age 21 and completing one year of
employment during which at least 1,000 hours are

worked.
Eligibility for Benefits
Normal Retirement Age 65 and the third anniversary of plan participation.
Vested Termination Upon termination of employment after completion of

three years of service.
Preretirement Death Benefit Three years of service.

Amount of Benefits
Normal Retirement and Vested Termination The greater of:

= The prior plan benefit; and

= The actuarial equivalent of the cash balance
account.

Preretirement Death Benefit 50% of the actuarial equivalent of the cash balance
account.

Form of Benefit
Automatic Form A monthly amount payable during the employee’s
lifetime and thereafter 50% of such monthly amount
continuing to the surviving spouse until the spouse’s
death.

Optional Forms (a) Life annuity.
(b) Life annuity with 5, 10, or 20 years certain.
(c) 50%, 75%, or 100% joint and survivor annuity.
(d) Lump sum.
(e) All optional forms are calculated as the actuarial

equivalent of the cash balance account on the
annuity start date.

Aon
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Definitions
Cash Balance Account The notional account equal to the sum of:

(a) The initial account balance;

(b) Contribution credits;

(c) Interest credits; and

(d) Transition credits, if applicable.

Initial Account Balance The actuarial equivalent lump sum amount of the prior
plan benefit in the form of a single life annuity
commencing at normal retirement age.

Contribution Credits A percent of compensation credited to the cash balance
account on the last day of each plan year, provided the
participant earns a year of service. The percent is based
on years of service as of the beginning of the plan year
according to the following table:

Years of Percent of
Service Compensation

04 2.0%
5-9 2.5%
10-14 3.0%
15-19 4.0%
20-24 5.0%
25-29 6.0%
30+ 7.0%

Interest Credits An amount credited to the cash balance account on the
last day of each plan year determined by multiplying the
value of the cash balance account at the beginning of
the plan year by the interest credit rate. Interest credits
will be given for each year the participant has an account
up until the participant commences benefits. Certain
transition credits were provided for the five years
following January 1, 1999 for participants meeting
designated age and service conditions.

Prior Plan Benefit The benefit as determined on December 31, 1998 under
the provisions of the plan in effect on that date.

Actuarial Equivalent The cash balance account is converted to the form of
payment using the following basis:

(a) Annuities—The cash balance account will be
converted to an annuity based on the November

Aon
Proprietary & Confidential Page 3 of 4



Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

10-year Treasury rate for the prior plan year with a
minimum rate of 4.01% and the current 417(e)
mortality table for lump sums.

(b) Lump sum—The lump sum amount is equal to the
cash balance account.

Interest Credit Rate November 10-year Treasury rate for the prior plan year
with @ minimum rate of 4.01%.

Compensation Total remuneration paid to a member of the plan. For
2019 recognizable compensation is limited to $280,000.

Service One year of service shall be credited for each year an
employee completes at least 1,000 hours.

Plan Changes Since the Prior Year

The funding valuation does not reflect any plan changes.

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.

Aon
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Southern Ohio Medical Center Cash Balance Pension Plan

Schedule of Assets Held at End of Year

(a)(b)

Identity of Issuer

Form 5500, Schedule H, Line 4i
EIN 31-0678022, Plan No. 003
December 31, 2020

(c) (d) (e)

Description of Investment Cost Current Value

State Street Global Advisors
AllianzGl

State Street Global Advisors
State Street Global Advisors
GQG Partners

State Street Global Advisors
IR&M

State Street Global Advisors
State Street Global Advisors
UBS

Invesco

William Blair

Lindsell Train

Parametric

Wellington Trust Company

First American

Exterran Holdings Inc.
Archrock Inc.

John Hancock
Ashmore

Commingled funds:

Msci Acwi Index NI Fund $ 2,338,935 $ 3,066,569
Allianzgi International Small Cap 996,071 1,230,963
Ssga Russell 2000 Index NI Ctf 183,458 269,608
Ssga Russell 1000 Index NI (Cb) 6,033,601 8,457,181
Gqg Partners Global Equity Fund (Cb) 1,952,321 2,481,944
Ssga Msci Eafe 100% Hedged 1,772,148 2,078,516
Ir&m Long Credit Fund LLC (Cb) 10,621,276 14,193,531
Ssga Intermediate US Credit Index 11,330,270 12,726,351
Ssga 20+ Year US Treasury Strips 9,400,876 11,892,578
Ubs Emerging Markets Equity Opportunity 1,329,546 1,779,761
Invesco Global Targeted Returns 914,053 954,682
William Blair Emerging Markets Growth Cit 1,097,689 1,751,766
Lindsell Train Global Equity LLC 2,184,510 2,516,573
Parametric Global Defensive Equity Fund
LLC 2,263,401 2,215,418
Willington Trust Company - CIF Small Cap
2000 2,983,331 3,984,957
Money market fund - First American
Government 405,561 405,561
Corporate stock:
Exterran Hidgs Inc 1 57
Archrock Inc. 1 234
Mutual funds:
John Hancock Income Fund Class R6 3,885,406 4,081,010
Ashmore Sicav Em Local Currency 2,156,135 2,373,029
Total $ 61,848,590 $ 76,460,289
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Schedule SB, line 32—Schedule of Amortization Bases

Type of Present Value Date Years Amortization
Base of Instaliment Established Remaining Installiment
Shortfall $ 931,404 January 1, 2016 3 $ 321,632
Shortfall $ 1,333,196 January 1, 2017 4 $ 351,381
Shortfall $ 2,556,637 January 1, 2018 5 $ 548,528
Shortfall $ (521,021) January 1, 2019 6 $ (95,835)
Shortfall $ 2,371,850 January 1, 2020 7 $ 384,170
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Schedule SB Attachment (Form 5500)—2020 Plan Year
Southern Ohio Medical Center Cash Balance Pension Plan
EIN: 31-0678022 PN: 003

Schedule SB, line 24—Change in Actuarial Assumptions

The funding valuation reflects the following assumption changes:

= A change in the interest rate assumption from segment rates as of September 2018 to segment rates
as of September 2019, each adjusted as applicable to fall within the 25-year average interest rate
stabilization corridor.

= A change in the mortality assumption from the 2019 static mortality table for annuitants and non-
annuitants per §1.430(h)(3)-1(a)(3) and IRS Notice 2018-02 to the 2020 static mortality table for
annuitants and non-annuitants per §1.430(h)(3)-1(a)(3) and IRS Notice 2019-26.

= A change in the salary merit increase.

= A change in the retirement rates.

= A change in the termination rates.

= The removal of disability rates.

= A change in percent married assumption from 80% to 100%.

= A change in election probabilities for active participants decrementing under age 55 from the
assumption that 50% of eligible participants choose an immediate lump sum form of payment, 20%
choose a lump sum deferred for one year, 15% choose a lump sum deferred for two years, and 15%
choose a lump sum deferred for three year to the assumption that 50% of eligible participants choose
an immediate lump sum form of payment, 15% choose a lump sum deferred for one year, 5% choose
a lump sum deferred for two years, 5% choose a lump sum deferred for three years and 25% choose
a lump sum deferred to age 55.

= A change in election probabilities for active participants decrementing between ages 55 to 64 from
the assumption that 50% of eligible participants choose an immediate lump sum form of payment,
30% choose a lump sum deferred for one year, 15% choose a lump sum deferred for two years, and
5% choose a life annuity to the assumption that 70% of eligible participants choose an immediate
lump sum form of payment, 15% choose a lump sum deferred for one year, 10% choose a lump sum
deferred for two years, and 5% choose a life annuity.

= A change in election probabilities for active participants decrementing at ages 65 and over from the
assumption that 87.5% of eligible participants choose an immediate lump sum form of payment and
12.5% choose a life annuity to the assumption that 95% of eligible participants choose an immediate
lump sum form of payment and 5% choose a life annuity.

= A change in election probabilities for current terminated vested participants from the assumption of a
lump sum election at the later of two years from the valuation date and age 55 to the assumption of a
lump sum election deferred to age 55.

= A change in the calculation of the assumed expenses payable from the trust from 0.50% of the
market value of assets to prior year's expense adjusted for PBGC premiums.

The non-prescribed changes were made to better reflect the anticipated plan experience. These changes
did not reduce the funding shortfall more than the thresholds stated in Internal Revenue Code Section
430(h)(5), so approval of the Commissioner is not required.
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