
IF
CABELL HUNTINGTON HOSPITAL

Alternative Reporting and DisclosureStatement
For Non-Qualified Deferred CompensationPlans

(Mailedto theDOL within 120 daysofthedateyou adoptyour457(b)plan)

TO: US DepartmentofLabor
PensionandWelfareBenefitAdministration 252 C 04 0 76 4 0 89
RoomN 5638
200 ConstitutionaL~.ve.N.W.
Washington,DC~Q0210

In compliancewith the requirementsof thealternativemethodofreporting
and disclosureunderPartI ofTitle I oftheEmployeeRetirementIncomeand
SecurityAct of 1974for unfundedor insuredpensionplans for aselectgroupof
managementorhighly compensatedemployees,specifiedin DepartmentofLabor
Regulations,29CFRSec.2520.104-23,thefollowing informationis providedby
theundersignedadministrator:

1. Thenameof theEmployeris Cabell HuntingtonHospital,Inc

2. Themailingaddressof theEmployeris:

134QHal GreerBlvd. Huntington,WY 25701-3800

3. TheEmployerIdentificationNumberis 550675666

4. TheabovenamedEmployermaintainsaPlan(orPlans)primarily
for thepurposeofprovidingdeferredcompensationbenefitsfor a
selectgroupofmanagementor highly compensatedemployees.

5. NumberofplansandEligible in eachPlan(Non-QualifiedPlans):

1 Plancovering53 eligible employees

6. The Employerwill providea cop.yof theagreement(s)to theoffice
ofPensionandWelfareBenefitProgramuponrequest.

Employer: 1~n,~p4/
By:______

A tho ~zedPersp4l
Dated:_______________________
#436772005
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