Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 0008

Department of the Treasury B en eflt Pl an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2020
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| 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 return/report is for: a single-employer plan |:| a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report Dthe final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 |:| automatic extension D DFVC program
D special extension (enter description)
| Part 1l | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
QUALITY CARE NURSING SERVICES 401(K) PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/1999
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 31-1385154

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

QUALITY CARE NURSING SERVICE, INC. 2C Sponsor's telephone number

740-377-9095

2d Business code (see instructions)

501 WASHINGTON STREET, SUITE 13 621610
SOUTH POINT, OH 45680-9208

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

3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan hame and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the Plan YEar.............c.ccccveeoveeeeeeeeeeeeeeeee e 5a 117
b Total number of participants at the end of the PIAN YEAT ............ccceueveveveveeeeeeeeeeeee et 5b 119
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c 51
[odo]aa] o] L= (= (a1 N1 (=] 0 ) PP PP PUPTUUPPPPPTPN
d(2) Total number of active participants at the beginning of the plan year 5d(1) 111
d(2) Total number of active participants at the end of the Plan YE&ar ..............cccevrvevieeieeeeeieieeee e, 5d(2) 105
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
TNAN 1000 VESTEU ...t eettie ettt ittt et ittt et e e et sttt ittt e e e s s tsb ettt e e s s sttt et e e e a4 4 am kbt t et e e 44 kb bt e e e e e e e annnb b et e e e e e aanbnbebeeeeaannnrnneas

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

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

belief, it is true, correct, and complete.
SIGN Filed with authorized/valid electronic signature. 09/29/2021 DOUGLAS FREEMAN
HERE ) L L L L
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature.
HERE } L o
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2020)

v.200204



Form 5500-SF (2020) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtiONS.) .........ccceevviiiiiiiiie i Yes |:| No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and coNditions.)...........coouiiiiiiiiiiiiie e Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

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

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Part lll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS ....veveeeiiceieieeiieie et 7a 1261817 1399626
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) .................c.c..oo.... 7c 1261817 1399626
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS oot 8a(1) 15000
(2) PartiCIPANES .......veevevereereeeeeeeteeteeteet ettt e e eteeteeeeteereereenes 8a(2) 61132
(3) Others (including rolloVers).............cueceeeccuiiiiieeeiiiiiieeeeeeiins 8a(3)
Other iNCOME (I0SS) ....vveeveeeeeiueeeeeeeee e e e 8b 160686
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 236818
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFILS) ........c.veueeuieeierieeieiieeieieeeeeee et 8d 99009
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other expenses 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 99009
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 137809
j Transfers to (from) the plan (see instructions)...........ccoccvvveeeeennn. 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 23 2K 3D
b [If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
(e (0T =1 1) I PP PO PP UPTPRPT 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
L= sl lnc=To Mol g I 110 TC I 0= U OO PPPP 10b X
Was the plan covered by a fidelity bond? ... 10c | x 50000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? .....coiiiiii ettt ettt e ettt et e e e b e e e snaeaeannees 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (S INSIIUCHIONS.)......uuiiii ittt e e aaa e 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........c.c.ccccoceveeveveveveerrnnnn. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c..cccceevene 10g X 10001
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1071-3.) oottt 10h X

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




Form 5500-SF (2020) Page 3-| 1

[Part \ | Pension Funding Compliance

11 Isthis a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 |:| Yes D No
L= [0
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... ‘ 1la ‘

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

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.

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.

No. Other. Provide explanation

N N N |

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
B RIS A 7 oo oo oo oA e oo e oo oo e e Ao Ao oo e e e e e e e et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aaeaaaaaaeaaaaaaaaas D Yes No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

a If awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
OFANTING T8 WAIVET. ....eiiiiiiiieieie ettt ettt e e e e e aat bttt aeeaaanbebeaeeaaaansbneeeaeesaannreneen Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for thiS PIAN YEAI ................ccccvivreeeiererirerereeeeeeeeeeeeeeersseeseesenenens 12b

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

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGATIVE @IMIOUNT) .. eiieeiiee et ee ettt e e e ettt e e e e e ekttt et e e e e e ettt e et e e e e 4 st e b e e e e e e aastbe et e aeeaansnesbeeeeessaneneeeeaessannnenres

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.................c.c.c.c.ccccevernrnn... D Yes D No D N/A

[Part VII | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any PIan YEAr? .............ccccoeeveveveveueeeeeeeeeeeeeeeeeeeee e |:| Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONEIOI OF tNE PBGC? ...ttt e e ettt e sttt e e sttt e sttt e e s se e e s bbb e e estseeesabseeeasbsbessbseeesabaeesbreeessbneeas

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

13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)
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Quality Care Nursing Services

401 Washington 5t., Ste. 13, South Point, OH 45680 Nl
Phone: (740) 377-9095 ~~ (800} 759-5383 ~ Ultimate Health Care, Inc. ~

Fax: (740) 377-9593 ~Health Management Nrsg. Sves.~

To: Ml K-é..z From: Donna Maynard, Payroll Manager

Co; g%tﬁi‘}' S:h_ghms Pages: ‘{‘ Time:
Fanc: %\)@” 519-41728  bate OC?,-,E;@HQ\,(

" §500 - < ¢

. .0 Urgent {] For Review L[l #Pease Comment [lPlease Reply L[ Please Recycle

sComments:

***This messuge is intended only for the use of the individual or entity to which It is addressed and may
contain information that ia privileged, confidential and axempt from disclosing under applicable law. If
the reader of this message s not the imtemded recipient or the employee of agent responsible for
dellvering the message to the intended recipient or the employee, you are herchy notified that any
dizsomination, distribution or copying of this communication s prohibited. If this communication is
received in error, please notify ws immediately by telephone (B00) T59-5383, and return the original
message to 05 at the above address via the US postal service. Thank you.
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110
Departmont of the Treasury Benefit Plan
Intenel Revenus Senvie Fhis form is required to be filed under sections 104 and 4065 of the Employee Retirement 2020
Dﬂparﬁﬂam of Labgr Income Sacurity Act of 1874 (ERISA), and gections 6057(b} and 6058(a) of the Internal
Seuity Adminkgtmion Revenue Code (the Code). Th;“:l?";" is DF;?“ to
ubllc Inspaction
Pansion Bensfil Guaranly Cotuorufun » Complete all entriss in accordance with the instructions to the Farm 5500-5F.

I Part] | Annual Report Identification Information

For calendar plan year 2020 or fiscal plan year beginning 0170172020 and ending 1273172020
A This retumireport 15 for; a single-employer plan D a multipla-emplover pfan (not multiemployer) {Filers checking this box must attach a

list of participating employer information in accordance with the fonm instructions. )

B This return/report is D the first retum/report D the final retumireport
[I an amended return/report I:l a shori plan year returnfrepart (less than 12 months)

C Check box if filing under: EI Form 5558 l:l automatic extension D DFVC program
El special extension (enter dascription)
[ Partll | Basic Plan Information—enter all requested information

1a Nama of plan 1B Three-digit
QUALITY CARE MNURSING SERVICES 401 (k) PLAN plan numbear
(PN} P 001
1¢ Effective date of plan
01/01/1999
2a Plan sponsor's name {employer, if for a single-employer plan) 2b Employar ldentification Number
Mailing addrass {inciude room, apt., suite no. and street, or P.O. Box) {EiN)31-1385154
City o town, state or provinee, eountry, and ZIP or foreign pestal code (if foreign, see instruttions) 26 Sponsor's elephons numb
QUALITY CARE NURSING SERVICE, INC. 3778095 T

501 Washington Street, Suite 13 2d Business code (sea instructions)

S50UTH POINT OH 45680-2208 621610

3a Plan administrator's name and addrass g] Same as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone number

4 K the name andfor EIN of the plan sponsor or the plan name has changed since the last returmireport filed for 4b EIN
this plan, enter the plan sponsor's nama, EIN, the plan name and the plan number from the last rebuindreport.

A Sponsors neme 4d PN
€ Plan Name

8a Total numbear of participants at the baginning of the ptan year.......... §a 117
b Total number of participants at the end of the PIAN YBET..........c..cec. e iecsbebimie e 1 et ot e bbbt b s stk d AR 5b 119
¢ Number of partimpants with account balances as of the end of the plan year (nnty defined contribution plans 5c

complete this item).... 51
(1) Total number of active padicipans at 118 BEGINIRG OF e PIAN FERAN......v..crrwre e emsiese e eces b eecbebesesstesis 5d(1) 111
d(2) Total number of active participants at the end of the plan year.......... et e R teerermnaeres 5d(2) 105
& Numbar of participants who terminatad amploymam during the plan year with acerded heneﬁts that were less Se
than 100% vested . 0

_Caution: A penalty for tha late or Incom vlete ﬂl!n of th[s raturm'rapurt wlll ba assassed untass raascmabla causa Is astablished.
“Under penalties of pefjury argl other penalties set forth in the instructions, | daclara that | have examinad this tetum/repatt, inciuding, 1f applicable, a Schedule
8B or Scheduie M complepsd am:l slg y @in enrofled actuary, as well as the electronic verslon of this returm/report, and to the best of my knowledge and

Z?S‘% 2&f |pouglas Freeman
Date ! Enter name of individua! signing as plan sdministrator

Z#j? Z{ Douglas Freeman
Date Enter name of individua! signing as emplayer or plan sponsar_§

For Paparwerk Redustion A::l Noﬂﬁa, ) the fstrustions fiar Form S500-8F, Form 5300-5F (2020)
v.200204
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Form 5500-8F {2020} Page 2

T-277  POO0O3/0004 F-024

Ga

Woere all of the plan's assets during the plan year invastad in efigible assats? (See instuctions.).,.,

b At you clgiming a waiver of the annual examination and repert of an independent quatified public accountant (IQPA)

under 28 CFR, 25620.104-467 (See nstructions on waivar eligibility and conditians.).....

@ Yas I:l No

E Yes Ij No

If you answered “No™ to either line 6a or line 6b, the plan cannot use Form ssm)nsF and rnuat inataad use Form 5500.
© |fthe plan is a defined bensfit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7

it “Yes" is checked, anter the My FAA confirmation number from the PBGC premiuim filing for this plan year

...... [ ves [{no [ ] not determined

- {Bsa instructions.)

| Part 11l | Financial Information

7 Plan Assels and Liabilifies {a) Beginning of Year {b) End of Year
A TOE PIAN BEEEES 1 1o.iiemtemesore et seeerseceesnesesesersassrseanseenes Ta 1,261,817 1,359,626
B Total plan TabiliES. v o ireiisreresresss s s s s arsnas 7h
€ Net phan sssets (subtract line 7b frem line 7a)... ..., Te 1,261,817 1,399,626
8  Income, Expenses, and Transfers for this Plan Year (a} Amount {t) Total
P 1) EMDIOVETS oo | 8800 15,000
(#) Particlpants.........ocoueeecees . | sam 61,132
(3) Others (including rollavers) | _Baf3)
B COINET INCOME (J055).ur. e eeeensseresesssnmsssssnsssssenssesesranessessesemasecncneten b 160, 686
€ Tolal income {add fines 8a(1), 8a(2), Ba{3), and 8b).....ccoussuinn.cs fic 236,818
d Benefits paid (including direct rollovers and insurance premiums
10 PROVIH® DENBMS . eorssssssssesssssssasssszzsszspsssssseesssssssagessssmsssass Bd 89,009
8 Certain deemed and/or corrective distributions {sea ingtructiong), 8o
f Adminlstrative service providers {salaries, faes, commizsions)..... Bf
.8 Other axpenses... errsemsan e 8o
h _Total expanses (sdd lines 8d, 8e, 8f, and 8g).... 8h 909,009
I Net incoma (loss) (subtract ling Bh from line 8c) i 137,809
] Transfers to (from) the plan (see inStCHORS) ... creceerrr s varens 8
| Part iv | Plan Characteristics
9a {If the plan provides pansion bansfits, enter the applicabla pansion teature codas from the List of Plan Characteristic Godes in the instructions;
2B 20 2K 3D
b |if the plan provides welfare benefits, enter the applicable welfare feature codas from the List of Plan Charactaristic Godes in the instructions:
| Part V I Compliance Questions
10  During the plan year: Yas | No Amount
a Wasthere a failure to transmit to the plan any participant contributions within the time pariod
deseribed in 29 CFR 2510.3-1027 (See Instructions and DOL's Veluntary Flduciary Corraction X
Program) ... N . | 10a
b Ware thara any nonaxampl lmnsacllﬂhs wim any party-ln-mlarest? (Da not tncluda trahsactmns X
TEPOrted 0N NN 108, funmiimr im0t et 8 bbb 10b
€ Was the plan covered by & fidelity BORA? ..o ettt eneecenessessseesseess § 400 | 50,000
d Did the plan have a loss, whether or nat reimbirsad by the plan's fdamy bond, that was caused ¥
by fraud or dishonasty? .., " . . PPN I L.
& Wae any fees or aommmsians paid to any brakers, agents, or other persons by an insurance
camer, insurance service, or other organization that provides some or all of the benefits under ¥
16 RANT {S00 MSIIGHONG. Y11 e seermrrssssrsrrsss sarersrnesnsssssarssnssyssssssms nssssns s sanmassasssassnssssssnssars smavensas 10a
f Has the plan failed to provide any benefit when due under tha plan? 10f X
g Did the plan have any pardicipant oans? (f *Yes,” entar amount a5 of YEarend.) .. eereeamnns 10g X 10,001
h Ifthisis an individua! account plan was there a blackout paru:sd?' (Sea instructions and 29 CFR X
2520.101-3.)... 10h
i If10hwas answarad “Yﬂs, chaok tha box sf you -allhar pmvided lhe requlred nntica or one 01' lha
axgeptions to providing the notice applied under 29 CGFR 2520101 -3 .o ceesesarsins e senninins 10}




09-30-"21 17:20 FROM- T-277  POO04/0004 F-024

Form 5500-8F {2020) Page3-[ |

’E‘;rt Vi I Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding raquirements? {If "Yes," sea instructions and complete Schedule 5B

{Form 5500) and Iines 11a and b below.) if this is o defined contribulion pension plan, leave line 11 blank and complets ling 12 D Yeos D Mo
DB, 11 ueassursrsnsanss s rmesnrsnrsn e rer st R b b A b A g4 bk bk g i s
8 Enter the unpaid minitmum raguirad contributions for alt vears from Schedule 5B (Form 5500 lina 40 ... .. l 1a I

b PBGC missed contibution reporting reqtiirements. IF the plan is coverad by PEGC and the amount teported on line 11a iz greater than $0, has PBGC
been notified a5 raquired by ERISA sections 4043(c)(5) and/or 303(k)4)? Chack the applicabls box;

Yes.

No. Reporting was waived under 29 CFR 404.3.25(c)(2) because cantributions equal to or exceeding the unpald minimum required contribution were made
by the 30th day after the due date,

No. The 30-day peried referenced in 29 CFR 4042.25(c)(2) has not yet ended, and the sponsor intends to make a contribution aquat to or exgesding the
unpaid minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation

I |

(-

12  Is this a defined contibution plan subject 1o the minimuem funding requirements of section 412 of the Cote or sestion 302 of
ERISA? ...
(If "Yas" camp!ata Iina 1za ar linas 12

12 biank and complete line 11 above.

12¢, 12d, and 12¢ below, as applicable.) If this is a defined baneafit pansion plan, leave line | - D Yes E No

a [fawaiver of the minimum fundmg standard for z priur yaar i belng amortized in this plan year, sea instructions, and anter the date of the letter ruling
granting the wiver. — Month Day Year

If you completed ling 'ﬂa, complem Ilnes 3, 9 and 'Iﬂ of Schedula MB (Form 5500), and skip to line 13,

r

b Enter the minimum required contribution for this PIaN YBEF s s s s s s s s sssssnsasas 12b

€ Enter the amount confributed by the employer to tha plan for this plan Year ... s s s 12¢

d Subtract the amount In line 12c from the amount in fine 12b. Enter the result (eme:r a minus sTgn totheleft of a 12d
Nagative AMOURLY o cswes e e, ety g e veepreaar s rarrrd v T srcra e sen

8 Wil the minimum fundlng amount raported an line 124 ba met hy the fundlng deading?... D Yes D No |_| NA

E"art Vil | Plan Terminations and Transfers of Assets
134 Hasaresolution to terminate the plan been adopted in SAY PN YEATY ... wssrisessssssmsssmsssaes [l Yas E No

If *Yes,” enter the amount of any plan assets that revarted 10 the employer this YBaL. ... s rssrssssesrere 13a

b Wera all the plan assets distibuted to partlc:panls or beneficianes, transferred to another pian or brought under the D Yes @ No
control of the PRGC? ... eoee e eeeeoeieieeeoyierrireisrrcrsriiorszeacessiersrrorepisesrrsseriessiessasersisesssieressescegesceesopegecgescsscecs

C If, during this plan year, any azsets or Habilites were transferred from this plan to anolher p!an(s) identily the plan{s) to
which gg5els or liabililes were transfemed. (See instructions.)

13¢{1) Name of plan{s); F3cl2} EIN(z) 13c(3) PN{5)




