Form 5500

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2021

This Form is Open to Public
Inspection

Part] | Annual Report Identification Information

For calendar plan year 2021 or fiscal plan year beginning 01/01/2021

and ending  12/31/2021

A This return/report is for: D 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

B This return/report is: D the first return/report

D an amended return/report

C Ifthe plan is a collectively-bargained plan, check here. . ........................

Form 5558

D special extension (enter description)

D Check box if filing under:

E |If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

D automatic extension

[ ] a DFE (specify)
D the final return/report
D a short plan year return/report (less than 12 months)

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
LA CLINICA DEL PUEBLO 403(B)

1b Three-digit plan
number (PN) » 001

1c Effective date of plan
01/01/2003

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

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

LA CLINICA DEL PUEBLO

2831 15TH STREET NW
WASHINGTON, DC 20009-4607

2b Employer Identification
Number (EIN)
52-1942551

2c Plan Sponsor’s telephone
number
202-462-4788

2d Business code (see
instructions)
621498

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.

::E(;"é Filed with authorized/valid electronic signature. 09/12/2022 CATALINA SOL
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 (2021)
v. 210624




Form 5500 (2021) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 167
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 YE&T..............cc..ceveveiveiireeiecee e 6a(1) 118
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeirriiieiriiecesee e 6a(2) 119
b Retired or separated participants reCeIVING DENEFILS................coviveviviieereeeeeee et eeee et ettt ee e st eees st e e aesess e s eneseseseas 6b 4
C Other retired or separated participants entitled to future DENEItS ............oiii i 6¢C 49
0 SUDtOtal. Add INES BA(2), BB, AN BC......veeeereeeeeeeeeeeeeeeeeeee e e s eee s e et et st ee e et e s e et es e et et s eee et eeet et st ee s eees s sees e et esenesenees 6d 172
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccooiiiiis 6e 0
T TOtal. AdA INES BA AN BE. .........veceeerceieecee et eeee et e et ee et er e s s et s et s s et et enesessae s s e s e s ensseesenss e s s e aeseraesensnaesenenans 6f 172
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEMY ...eeeeeieieieeeeee ettt ettt s et ettt eeee e e e e e st et s e st et s s e s e eee e e et e s et et s en e e s e e e e et et et et et et et et et ns st et etet et et et esenen e 69 162
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thaN 100Y6 VESEA .....ov.rvieoeeeesiesiesiesssessessessssssessssssesessses st ees et ees et es ettt et es et s ees st ettt ettt ettt en st ensensentnes 6h 0
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:
2F 2G 2L 2M 2T
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) Insurance Q) Insurance
2 I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
3 Trust 3) Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) Q) H (Financial Information)
2) |:| I (Financial Information — Small Plan)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan ©) —2_ A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D 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 1lI | 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.) weovevnrerreerneinne e e [] yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... D Yes |:| No

11c Enter the Receipt Confirmation Code for the 2021 Form M-1 annual report. If the plan was not required to file the 2021 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




Insurance Information
OMB No. 1210-0110

SCHEDULE A
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA). 2021

Internal Revenue Service

Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
This Form is Open to Public

» Insurance companies are required to provide the information
Inspection

Pension Benefit Guaranty Corporation
pursuant to ERISA section 103(a)(2).
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
plan number (PN) > 001

LA CLINICA DEL PUEBLO 403(B)

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LA CLINICA DEL PUEBLO 52-1942551

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

PRINCIPAL LIFE INSURANCE COMPANY
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year 9
42-0127290 61271 613953 148 01/01/2021 12/31/2021
2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
2946 301

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

KESTRA INVESTMENT SERVICES LLC 10425 S 82ND EAST AVE STE 110
TULSA, OK 74133-7097

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3

2946

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

NEWPORT GROUP INC 1350 TREAT BLVD SUITE 300
WALNUT CREEK, CA 94597-7959

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
REFERRAL/SERVICE FEE 3

301

Schedule A (Form 5500) 2021
v. 201209

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)

(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2021

Page 3

Part Il | Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account atyear end ....................c.cccovevevevererennn... 4
5 Current value of plan’s interest under this contract in separate accounts at year nd....................c.ccceevevevererererrnnn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ............veeeeeeeeeeiie ettt ettt es ettt ettt n e s et et et s es s e nsnaeaet st s st e s e e s s e neene 6b
C  Premiums due but unpaid at the end Of the YEAI ............oii i 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENtEr AMOUNL. ..........c.uiiiiiiie e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
3) |:| guaranteed investment 4 other P CUSTODIAL GUARANTEED INTEREST CONTRACT
b Balance at the end 0f the PrEVIOUS YEA ...............c.ccovvririuieeeeeeeeeereerereeeeeeieeesesesesereeeaeesisiessseneneneneseeeeeasasssnessnans 7b 585958
C  Additions: (1) Contributions deposited during the year ...............cococevevvenn. 7c(1) 80447
(2) DIVIAENUS AN0 CIEAILS.........eeeeeeeeeeeeeee st eeee et eee e ee et ee e 7c(2)
(3) Interest credited dUMNG the YEaT............cv.ieveveeeeeeeeeeeeeeee e, 7c(3) 5531
(4) Transferred from SEParate aCCOUNL ................ceeereeereeereseeseeeeesseeeeneenas 7c(4)
(5) Other (SPECITY BEIOW) ...ttt 7c(5) 55063
» LOAN PAYMENT, OUTSIDE INVESTMENT TRANSFER
(BYTOLAI AATIIONS ...ttt ettt et ee et ee et et seee e s e e e eetee e eeeten s e s sneeeeeeeeeses s eeees e eeesseeeseeeteseneeeees 7c(6) 141041
d Total of balance and additions (2dd INES 70 AN 7C(B)). ....veuvveveueeeeeeeeeeeeeeee et 7d 726999
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 64081
(2) Administration charge made by carrier 7e(2) 661
(3) Transferred to separate account 7e(3)
(4) Other (SPECITY DEIOW) .........ovveeveeeee oo 7e(4) 34328
» LOAN WITHDRAWAL, OUTSIDE INVESTMENT TRANSFER,
MISTAKE OF FACT REFUND
(5) TOLA AEAUCHONS ..ottt e et ee et ee st e s e s e s e e et et e e s e et ee et en s et n st en e ees s eeeeenen 7e(5) 99070
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeieeeereeeseieeeereneeennn. 7f 627929
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Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b |:| Dental C |:| Vision d |:| Life insurance
e D Temporary disability (accident and sickness) ~ f |:| Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i |:| Stop loss (large deductible) i D HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNL FECEIVEM .......o.viuiieiiieiiiniiriesie ettt 9a(1)
(2) Increase (decrease) in amount due but unpaid ............cccceveeeinniinnnnnn. 9a(2)
(3) Increase (decrease) in unearned pPremium reServe ...........cccevveeeennee. 9a(3)
(8) EAIMNEA (1) + (2) = (3)) rrevverrereeeeseseesesoeeeesseseesesseseeseeseseeseese s eee e e eeeeeeeeseeeeeeeseeeeesesseeenseseeeeeseseeeers | 9a4)
b Benefit charges (1) Claims Paid..........c.c.coevevevevierreeeseeeseseresensseneeens 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (AAd (1) AN (2)) ..veveevrireereireieteeeeereeteeeeeteeeeeeetestestesteetessaseeresteseesteesessesseseansseeetesaeeeneans 9h(3)
LG X 1130 1= Vo L= FO R 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....vvveeveveceeeeeete et ettt see et e eae et ere e ereste et ereeneeaeseeanes 9c(1)(A)
(B) Administrative service or other fees ............ccecoeeveceveeereeeeneea 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OB EXPENSES ... 9c(1)(D)
(E) TAXES.cv.eeeeeeeeee et eeeeeeeee et ees et n st et 9c(1)(E)
(F) Charges for risks or other CONiNGENCIES .........ocvveveviveveerereieieenens 9c(1)(F)
(G) OthEr FEtENEION CAIGES ... vvveeveeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeseeneeeens 9c(1)(G)
(H) TOMAI FEEENEION. .....veeveee ettt ettt et e ete et e et e ete st eteeteeteeaeetesae st esteseesseteeteseetenseseasseresteseesenasareas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).....ccccvveennnn. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .......eceeeeeeeeeeeeeee et ee ettt ee et e e ae e et e e et e s e e es e et eae et et e et eteaseeese et eae et ese s ese s ete e eananeneeeas 9d(2)
(B) OLNEI TESEIVES ......veeeeeeeeeeeeeee ettt et e et as e e s e et et et et e et e teasee et e et eaeeeete s e ae s etesneananeneeens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...........cccccvveeeernnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CANTIEI ........cooiiiuuiiiiieee it e e e e e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............c.ccee... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. |:| Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. »




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2021

This Form is Open to Public

Inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
LA CLINICA DEL PUEBLO 403(B) plan number (PN) 4 001

C Plan sponsor’s name as shown on line 2a of Form 5500

LA CLINICA DEL PUEBLO

D Employer Identification Number (EIN)

52-1942551

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . S persons covered at end of
code identification number policy or contract year (f) From (g) To
35-0472300 65676 CR33406 22 01/01/2021 12/31/2021

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1064

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

LINCOLN FINANCIAL ADVISORS

1300 S CLINTON ST
STE #150
FORT WAYNE, IN 46802-9999

(b) Amount of sales and base
commissions paid

Fees and other commissions

paid

(c) Amount

(d) Purpose

(e) Organization code

1064

4

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d)

Purpose

(e) Organization code

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

Schedule A (Form 5500) 2021
v. 201209
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)

(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account atyear end ....................c.cccovevevevererennn... 4
5 Current value of plan’s interest under this contract in separate accounts at Year nd....................c.c.ccoeveuevereeererrna.. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ............veeeeeeeeeeiie ettt ettt es ettt ettt n e s et et et s es s e nsnaeaet st s st e s e e s s e neene 6b
C  Premiums due but unpaid at the end Of the YEAI ............oii i 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENtEr AMOUNL. ..........c.uiiiiiiie e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
3) guaranteed investment 4) D other »
b Balance at the end Of the PreVIOUS YEAM ... vttt sttt sttt | 7b 68835
C  Additions: (1) Contributions deposited during the year ...............cococevevvenn. 7c(1) 0
(2) DIVIAENUS AN0 CIEAILS.........eeeeeeeeeeeeeee st eeee et eee e ee et ee e 7c(2)
(3) Interest credited dUMNG the YEaT............cv.ieveveeeeeeeeeeeeeeee e, 7c(3) 2373
(4) Transferred from SEParate aCCOUNL ................ceeereeereeereseeseeeeesseeeeneenas 7c(4)
(5) Other (SPECITY BEIOW) ...ttt 7c(5)
4
(BYTOLAI AATIIONS ...ttt ettt et ee et ee et et seee e s e e e eetee e eeeten s e s sneeeeeeeeeses s eeees e eeesseeeseeeteseneeeees 7c(6) 2373
d Total of balance and additions (2dd INES 70 AN 7C(B)). ....veuvveveueeeeeeeeeeeeeeee et | 7d 71208
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 13071
(2) Administration charge made by carrier 7e(2) 277
(3) Transferred to separate account .| 7e(3)
(4) Other (SPECITY DEIOW) .........ovveeveeeee oo 7e(4) 407
» PARTICIPANT LOAN ACTIVITY
(5) TOLA AEAUCHONS ..ottt e et ee et ee st e s e s e s e e et et e e s e et ee et en s et n st en e ees s eeeeenen 7e(5) 13755
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeieeeereeeseieeeereneeennn. | 7f 57453




Schedule A (Form 5500) 2021 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b |:| Dental C |:| Vision d |:| Life insurance
e D Temporary disability (accident and sickness) ~ f |:| Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i |:| Stop loss (large deductible) i D HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNL FECEIVEM .......o.viuiieiiieiiiniiriesie ettt 9a(1)
(2) Increase (decrease) in amount due but unpaid ............cccceveeeinniinnnnnn. 9a(2)
(3) Increase (decrease) in unearned pPremium reServe ...........cccevveeeennee. 9a(3)
(8) EAIMNEA (1) + (2) = (3)) rrevverrereeeeseseesesoeeeesseseesesseseeseeseseeseese s eee e e eeeeeeeeseeeeeeeseeeeesesseeenseseeeeeseseeeers | 9a4)
b Benefit charges (1) Claims Paid..........c.c.coevevevevierreeeseeeseseresensseneeens 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (AAd (1) AN (2)) ..veveevrireereireieteeeeereeteeeeeteeeeeeetestestesteetessaseeresteseesteesessesseseansseeetesaeeeneans 9h(3)
LG X 1130 1= Vo L= FO R 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....vvveeveveceeeeeete et ettt see et e eae et ere e ereste et ereeneeaeseeanes 9c(1)(A)
(B) Administrative service or other fees ............ccecoeeveceveeereeeeneea 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OB EXPENSES ... 9c(1)(D)
(E) TAXES.cv.eeeeeeeeee et eeeeeeeee et ees et n st et 9c(1)(E)
(F) Charges for risks or other CONiNGENCIES .........ocvveveviveveerereieieenens 9c(1)(F)
(G) OthEr FEtENEION CAIGES ... vvveeveeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeseeneeeens 9c(1)(G)
(H) TOMAI FEEENEION. .....veeveee ettt ettt et e ete et e et e ete st eteeteeteeaeetesae st esteseesseteeteseetenseseasseresteseesenasareas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).....ccccvveennnn. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .......eceeeeeeeeeeeeeee et ee ettt ee et e e ae e et e e et e s e e es e et eae et et e et eteaseeese et eae et ese s ese s ete e eananeneeeas 9d(2)
(B) OLNEI TESEIVES ......veeeeeeeeeeeeeee ettt et e et as e e s e et et et et e et e teasee et e et eaeeeete s e ae s etesneananeneeens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...........cccccvveeeernnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CANTIEI ........cooiiiuuiiiiieee it e e e e e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............c.ccee... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. |:| Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. »
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SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2021
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬂlrsnggcﬁrilyaAg;winistration D File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2021 or fiscal plan year beginning  01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
LA CLINICA DEL PUEBLO 403(B) plan number (PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LA CLINICA DEL PUEBLO 52-1942551

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)

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

(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) 2021
v. 201209
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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)

KESTRA INVESTMENT SERVICES LLC

74-2794194

(b)

()

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
49 55 99 OTHER 0 9709
SERVICES

Yes No D

Yes D No

Yes D No

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

PRINCIPAL LIFE INSUTRANCE COMPANY

42-0127290

(b)
Service
Code(s)

(©)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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?

13 37 50
64

CONTRACT
ADMINISTRATOR

2397

Yes No D

Yes No D

Yes D No

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

LINCOLN NATIONAL CORPORATION

35-1140070

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

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?

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?

1350

NONE

550

Yes No D

Yes No D

Yes D 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)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

(©)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

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?

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?

Yes D No D

Yes D No D

Yes D No D
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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
(see instructions)

(C) Enter amount of indirect
compensation

KESTRA INVESTMENT SERVICES LLC

49 55 99

9709

(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.

PRINCIPAL LIFE INSURANCE COMPANY

42-0127290

COMMISSIONS AND REFERRAL/SERVICE FEE

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
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
(see instructions)

(C) Enter amount of indirect
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 Il | 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

(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
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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

OMB No. 1210-0110

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).

2021

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending  12/31/2021
A Name of plan B  Three-digit
LA CLINICA DEL PUEBLO 403(B) plan number (PN) 4 001

C Plan sponsor’s name as shown on line 2a of Form 5500
LA CLINICA DEL PUEBLO

D Employer Identification Number (EIN)
52-1942551

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 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ...........ccoouiiiiiiiiii e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYETr CONTDULIONS ........vevveeeeee et 1b(1) 0 0
(2) Participant CONtHBULONS...............coevevereieeseeeseeeeeeeseeesess s 1b(2)
(B) ONET .ottt 1b(3)
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) ..ttt e e e e
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEA ....evee oot 1c(3)(A)
(B) AllOINEI ...ttt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIETEITEM ...t lc(4)(A)
(B) COMITION .ottt 1c(4)(B)
(5) Partnership/joint VENtUre INtErESES ............oeeveveveveeereeereeeeeeeeeeseeeenenees 1c(5)
(6) Real estate (other than employer real property) .......ccccceeeeeercivieeeeeennnns 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) Participant 0aNnSs ............ccoevveveveveeereriereseeeeesnennes 1c(8) 61873 90886
(9) Value of interest in common/collective trusts 1c(9)
(10) Value of interest in pooled separate aCCOUNtS ..............cccverveveeeerrrerrenen. 1c(10)
(11) Value of interest in master trust investment acCouNts.............cccoceeeven.... 1c(11)
(12) Value of interest in 103-12 investment entities ...............coccoevervruenennn. 1c(12)
(13) \f/uegzg)of interest in registered investment companies (e.g., mutual 1c(13) 2059199 2326913
(14) \é(e;lnut?ac(;{;;nds held in insurance company general account (unallocated 1c(14) 624904 665342
(15) OtNET ..ottt 1c(15)

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

Schedule H (Form 5500) 2021
v. 201209
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1d

Employer-related investments:

(1) Employer securities

(2) Employer real property
Buildings and other property used in plan operation ............cccocccvieieieiiiinnes
Total assets (add all amounts in lines 1a through 1€) ..........ccccveveeeiiiiiinnnnn.
Liabilities
Benefit claims payable ..............ooooii s
Operating PaYabIES .........oeiii i
ACqQUISItION INAEDIEANESS......ciiiiiiiiiiii e
Other Iabilities. .........ooiiiiii i
Total liabilities (add all amounts in lines 1g throughldj).........cccccceieiiiiiinnnn.
Net Assets

Net assets (subtract line 1k from line 1f)........cccuviviiiiiiiiiie s

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

2745976

3083141

19

1h

1i

1j

1k

u |

2745976

3083141

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

a

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers ........ccccceevveennnee.
(B)  PartiCIPANES ...ccuvieiiiiiie et
(C) Others (including rollOVErS).........ccueviiiiiiiiieee it
(2) Noncash CONIBULIONS..........uviiiiie e e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .............
Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of dEPOSIL).........uveiiiiiiiiiiiiiee e

(B) U.S. GOVEINMENE SECUNTIES ...vvvvvreeeieiiiiiieeeeeiiiiireeeessnenneeeeeessnnens
(C) Corporate debt INStrUMENTS .........c.eviiiiiiiiiieeie e
(D) Loans (other than to partiCipants) ..........ccooueeerivieiniieenieeenieee e
(E) PartiCipant 08NS .........ccoiiiiiiiiiie it
[ T ¢ 2 =] P USRS
(G) Total interest. Add lines 2b(1)(A) through (F).......ccccoeeriiiiiiiinennnns

(2) Dividends: (A) Preferred StOCK.........c.uvvviieeiiiiiiiiee e
(B) COMMON STOCK .eeiiiiiiiiiee e e e ettt e e et e e e e e e e s snae e e e e e ennnnees
(C) Registered investment company shares (e.g. mutual funds)..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(B) RENES et a e e e e r e e e e e

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...................

(B) Aggregate carrying amount (S€e iNStruCtions)............cccvvveeeeernrinnns
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.....................

(B)  OtNEI ettt a e

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) .....ueeeeeeeiiiiiiiieee e

(a) Amount

(b) Total

2a(1)(A)

61805

2a(1)(B)

276312

2a(1)(C)

2a(2)

2a(3)

338117

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

3376

2b(1)(F)

7904

2b(1)(G)

11280

2b(2)(A)

2b(2)(B)

2b(2)(C)

23028

2b(2)(D)

2b(3)

23028

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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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) Net investment gain (loss) from 103-12 investment entities...................... 2b(9)
(10) Net invgstment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds) 229199
C OtherinCOME ......ooiiiiiiie it 2c
d Total income. Add all income amounts in column (b) and enter total.................... 2d 601624
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 261512
(2) To insurance carriers for the provision of benefits ............c.c.cccecvereeueaee. 2e(2)
(B) ONEI ..ottt 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3) ........coceeerrerierrinnses 2e(4) 261512
f Corrective distributions (see iNStrUCtIONS) ...........cevrveveveeeeeeeeeeeeeceseeeeeeeeeeienae, 2f
g Certain deemed distributions of participant loans (see instructions)............... 2g
R INtErESt EXPENSE. ... e 2h
i Administrative expenses: (1) Professional fees ..............cccccoceeevevrrererennan. 2i(1)
(2) Contract adMINISrAtor FEES ............ovcevieeeeeeeeeeeeeeeeeeeeeees e eeeeeensens 2i(2)
(3) Investment advisory and management fees ............coovoeveeeueeereesereesennan. 2i(3)
(B) OtNET ...ttt et 2i(4) 2947
(5) Total administrative expenses. Add lines 2i(1) through (4) .............cc....... 2i(5) 2947
j Total expenses. Add all expense amounts in column (b) and enter total....... 2j 264459
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from N 2d...........ccooweemeerveeeeeeressssssssssssenen 2k 337165
| Transfers of assets:
(1) TO RIS PIAN..... oot 2i(1)
(2) From this Plan .........uiiiiie et 21(2) 0

Partlll 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) [ ] Unmodified ([ | Qualified (3) [X| 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.

(1) [X| DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) D 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: COUNCILOR BUCHANAN MITCHELL, CPAS (2) EIN: 52-1711839

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

‘ Part IV ‘Compliance Questions

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

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) .................. 4a X 101
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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
CRECKEA.) ..ttt ettt ettt ettt ettt e et a et et e ettt e ettt anen e s e nenans 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.) .......cccccvveeiiiiciiireeeeeiinnns 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) O 4d X
€  Was this plan covered by a fidelity DONA?...........cooouiiiiiiiiccice ettt eve v 4e X 250000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
L= T o B0 0 1] o] 4= T AV USRS 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? .........cccoceeeiivieeniieeeiieeenieee s 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.).....c.coiiiiiiii et e e e e e e e e e s eaeereeeaeeeas 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.ooiiiiiiiiee ettt e e et e e e e e e aeereeeaeeeeas 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? ..........uiiiiiiiiiiiie e 4k X
| Has the plan failed to provide any benefit when due under the plan? .............cccooviiiiiiic i, 41 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.000-3.) ottt et ettt 4m X
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...........ccoveiiiiiiiieieeeeniiieeeenn. 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 I, 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 (g0 Tox11o] 1 3 PP PPN

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

D Yes DNo DNot determined
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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

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B Three-digit
LA CLINICA DEL PUEBLO 403(B) plan number
(PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LA CLINICA DEL PUEBLO 521942551
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
INSETUCTIONS . . e ettt et et et et e et e e et et et et et et re e e e et e e a e e aeaaas

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): 35-0472300 42-0127290

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3

Part 11 Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ..........coovvvveennn. D 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 ..............cccceveeeeveveviveeeeenennns 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 amOUNT).............oiiiiiiiii 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.ccccceveveerernnnn. [] ves [] No ] A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNQE? .........coii it I:I Yes I:I No I:I 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......cveveieeeveieieteeeeeseteeee et en st e st D Increase D Decrease D Both D No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. D Yes D No
11 @ Doesthe ESOP hold @ny Prefermed STOCK? ..........ooviwiieeeeeeseeseeeseseesee s s ees e s s eee e e e st s e e st es 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.) ......uuiiiiieiiiiiir e e e e e e s r e e e e e s raeeeeeeeananes
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?.............ccocceveeeveeereeeeeeeeeeeeeeee D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2021

v. 201209



Schedule R (Form 5500) 2021 Page2-| 1

| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):




Schedule R (Form 5500) 2021 Page 3

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: |:| last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL)...........cooii i e e e e s e e e e e s a e e e e e aenraaees
b The plan year immediately preceding the current plan year. |:| Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)...............ccccccciiii e
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)...........eueeiiiiiiiie e e e e e s e
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................c............ 15a
b The corresponding number for the second preceding PIan YEar .............ccc.c.cueueveveveveeeeeeeeereeeeeeeereneneenen 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 ..........cccccoiiiiiiniiiniiieinen, 16a
b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn EMPIOYEIS ... ...ttt e e et esi et eeeeessneeeeaeesaassnraeeaeeeannnnnnas
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...............uiiiiii e e e e e e et e e e e e e s st b e e e e e e s aantaaeeaeeeesnsssaseeaeeeeennsnaneeeas

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefi

t 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 in

structions regarding supplemental

information to be INCIUAEd @s AN AtEACHMENT............. i ettt e e e e st e e e e e e e e e e e e aeaeeeaeean 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: % Investment-Grade Debt: % High-Yield Debt: % Real Estate:

b  Provide the average duration of the combined investment-grade and high-yield debt:

% Other: %

|:| 0-3 years D 3-6 years |:| 6-9 years D 9-12 years |:| 12-15 years D 15-18 years D 18-21 years D 21 years or more

C  What duration measure was used to calculate line 19(b)?
|:| Effective duration D Macaulay duration D Modified duration |:| 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?|:| Yes D No

b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

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

exceeding the unpaid minimum required contribution by the 30th day after the due date.
No. Other. Provide explanation

unpaid minimum required contribution

[
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
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CENTERED ON YOUR SUCCESS

Independent Auditor’s Report

To the Fiduciaries and Plan Administrator
La Clinica del Pueblo, Inc. 403(b) Plan
Washington, D.C.

Scope and Nature of the ERISA Section 103(a)(3)(C) Audit for the 2021 Financial Statements

We were engaged to perform an audit of the financial statements of La Clinica del Pueblo, Inc. 403(b)
Plan, an employee benefit plan subject to the Employee Retirement Income Security Act of 1974
(ERISA), as permitted by ERISA Section 103(a)(3)(C) (ERISA Section 103(a)(3)(C) audit). The financial
statements comprise the statement of net assets available for benefits as of December 31, 2021, and the
related statement of changes in net assets available for benefits for the year then ended, and the
related notes to the 2021 financial statements.

Management, having determined it is permissible in the circumstances, has elected to have the audit
of La Clinica del Pueblo, Inc. 403(b) Plan’s 2021 financial statements performed in accordance with
ERISA Section 103(a)(3)(C) pursuant to 29 CFR 2520.103-8 of the Department of Labor’s Rules and
Regulations for Reporting and Disclosure under ERISA. As permitted by ERISA Section 103(a)(3)(C),
our audit need not extend to any statements or information related to assets held for investment of
the Plan (investment information) by a bank or similar institution or insurance carrier that is regulated,
supervised, and subject to periodic examination by a state or federal agency, provided that the statements
or information regarding assets so held are prepared and certified to by the bank or similar institution or
insurance carrier in accordance with 29 CFR 2520.103-5 of the Department of Labor’s Rules and
Regulations for Reporting and Disclosure under ERISA (qualified institution).

Management has obtained a certification from a qualified institution as of and for the year ended
December 31, 2021, stating that the certified investment information, as described in Note 3 to the
financial statements, is complete and accurate.

Disclaimer of Opinion on the 2021 Financial Statements

We do not express an opinion on the accompanying 2021 financial statements of La Clinica del Pueblo,
Inc. 403(b) Plan. Because of the significance of the matters described in the Basis for Disclaimer of
Opinion for the 2021 Financial Statements section of our report, we have not been able to obtain
sufficient appropriate audit evidence to provide a basis for an audit opinion on the financial statements.

Basis for Disclaimer of Opinion on the 2021 Financial Statements

The La Clinica del Pueblo, Inc. 403(b) Plan has not maintained sufficient accounting records and
supporting documents relating to certain annuity contracts and custodial accounts issued to current and
former employees prior to January 1, 2009. Accordingly, we were unable to apply auditing procedures
sufficient to determine the extent to which the accompanying financial statements may have been
affected by these conditions.

Further, as described in Note 1 to the accompanying financial statements, the La Clinica del Pueblo, Inc.
403(b) Plan has excluded from investments in the accompanying statement of net assets available for
benefits certain annuity contracts and custodial accounts issued to current and former employees

COUNCILOR, BUCHANAN & MITCHELL, P.C. — CPAs AND BUSINESS ADVISORS
www.cbmcpa.com | (F) 301.986.0432


http://www.cbmcpa.com/

To the Fiduciaries and Plan Administrator
La Clinica del Pueblo, Inc. 403(b) Plan

Basis for Disclaimer of Opinion on the 2021 Financial Statements (Continued)

prior to January 1, 2009, as permitted by the Department of Labor’s Field Assistance Bulletin No.
2009-02, Annual Reporting Requirements for 403(b) Plans. The investment income and distributions
related to such accounts have also been excluded in the accompanying statement of changes in net
assets available for benefits. The amount of these excluded annuity contracts and custodial accounts
and the related income and distributions are not reasonably determinable. Accounting principles
generally accepted in the United States of America require that these accounts and the related income
and distributions be included in the accompanying financial statements.

Responsibilities of Management for the 2021 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, and for
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. Management’s election of the ERISA Section 103(a)(3)(C) audit does not affect management’s
responsibility for the financial statements.

In preparing the financial statements, management is required to evaluate whether there are conditions
or events, considered in the aggregate, that raise substantial doubt about La Clinica del Pueblo, Inc.
403(b) Plan’s ability to continue as a going concern for one year after the date the financial statements
are issued.

Management is also responsible for maintaining a current plan instrument, including all plan
amendments, administering the Plan, and determining that the Plan’s transactions that are presented
and disclosed in the financial statements are in conformity with the Plan’s provisions, including
maintaining sufficient records with respect to each of the participants, to determine the benefits due
or which may become due to such participants.

Auditor’s Responsibilities for the Audit of the 2021 Financial Statements

Our responsibility is to conduct an audit of La Clinica del Pueblo, Inc. 403(b) Plan’s financial statements
in accordance with auditing standards generally accepted in the United States of America and to
issue an auditor’s report. However, because of the matters described in the Basis for Disclaimer of
Opinion on the 2021 Financial Statements section of our report, we were not able to obtain sufficient
appropriate audit evidence to provide a basis for an audit opinion on these financial statements.

We are required to be independent of La Clinica del Pueblo, Inc. 403(b) Plan, and to meet our other
ethical responsibilities, in accordance with the relevant ethical requirements relating to our audit.

Other Matters
2021 Supplementary Schedules Required by ERISA

The supplementary Schedule H, Line 4i - Schedule of Assets (Held at End of Year) and Schedule H,
Line 4a - Schedule of Delinquent Participant Contributions as of December 31, 2021, are presented
for purposes of additional analysis and are not a required part of the financial statements but is
supplementary information required by the Department of Labor’s Rules and Regulations for Reporting
and Disclosure under ERISA. Such information is the responsibility of management and was derived
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To the Fiduciaries and Plan Administrator
La Clinica del Pueblo, Inc. 403(b) Plan

Other Matters (Continued)
2021 Supplementary Schedules Required by ERISA (Continued)

from and relates directly to the underlying accounting and other records used to prepare the financial
statements. Because of the significance of the matters described in the Basis for Disclaimer of Opinion for
the 2021 Financial Statements section of our report, it is inappropriate to and we do not express an
opinion on the supplementary schedules.

Auditor’s Report on the 2020 Financial Statements

We were engaged to audit the 2020 financial statements of La Clinica del Pueblo, Inc. 403(b) Plan. As
permitted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and Regulations for Reporting and
Disclosure under ERISA, the plan administrator instructed us not to perform, and we did not perform,
any auditing procedures with respect to the information certified by a qualified institution. Further,
La Clinica del Pueblo, Inc. 403(b) Plan has not maintained sufficient accounting records and supporting
documents relating to certain annuity contracts and custodial accounts issued to current and former
employees prior to January 1, 2009. Accordingly, they were unable to apply auditing procedures
sufficient to determine the extent to which the accompanying financial statements may have been
affected by these conditions.

La Clinica del Pueblo, Inc. 403(b) Plan has excluded from the 2020 financial statements certain annuity
contracts and custodial accounts issued to current and former employees prior to January 1, 2009,
as permitted by the Department of Labor’s Field Assistance Bulletin No. 2009-02, Annual Reporting
Requirements for 403(b) Plans. The investment income and distributions related to such accounts have also
been excluded from the 2020 financial statements. The amount of these excluded annuity contracts and
custodial accounts and the related income and distributions are not determinable. Accounting principles
generally accepted in the United States of America require that these accounts and the related income
and distributions be included in the 2020 financial statements.

In our report dated July 27, 2021, we indicated that because of the significance of the information that
we did not audit, we were not able to obtain sufficient appropriate audit evidence to provide a basis for
an audit opinion and, accordingly, we did not express an opinion on the 2020 financial statements.

& it Buchamarn W2l 7C.

Bethesda, Maryland Certified Public Accountants
September 2, 2022



LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS

DECEMBER 31, 2021 AND 2020

Assets
Investments, at Fair Value
Investments, at Contract Value
Total Investments
Notes Receivable from Participants
Total Assets

Net Assets Reflecting All Investments at Fair Value

Total Assets - Net Assets Available for Benefits

See accompanying Notes to Financial Statements.

2021 2020
$ 2,477,661 2,189,183
733,460 699,453
3,211,121 2,888,636
90,886 61,873
3,302,007 2,950,509
3,302,007 2,950,509
$ 3,302,007 2,950,509




LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

STATEMENT OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS
FOR THE YEAR ENDED DECEMBER 31, 2021

Additions to Net Assets Attributed to
Contributions
Employers’
Participants’
Total Contributions
Investment Return
Net Appreciation in Fair Value
Interest and Dividends
Total Investment Return
Interest on Notes Receivable from Participants
Total Additions
Deductions from Net Assets Attributed to
Benefits Paid to Plan Participants
Administrative Expenses

Total Deductions

Increase in Net Assets Available for Benefits

Net Assets Available for Benefits, Beginning of Year

Net Assets Available for Benefits, End of Year

See accompanying Notes to Financial Statements.

$

61,805

276,312

338,117
255,677
32,973
288,650
3,376
630,143

275,098
3,547

278,645

351,498

2,950,509

$ 3,302,007



LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2021 AND 2020

DESCRIPTION OF THE PLAN

The following description of the La Clinica del Pueblo, Inc. 403(b) Plan (the Plan) provides only
general information. Participants should refer to the plan document for a complete description
of the Plan’s provisions.

General

The Plan is a defined contribution plan pursuant to the provisions of Section 403(b) of the Internal
Revenue Code (the Code) established for the benefit of all employees in the Plan. The Plan is
subject to the provisions of the Employment Retirement Income Security Act of 1974 (ERISA).
A complete description of the Plan is contained in the Plan Document and Adoption Agreement,
which governs the operation of the Plan.

Eligibility

An employee is eligible to participate in the Plan upon date of hire provided that they normally
complete more than 20 hours of work per week and have attained a minimum age of 21.

Contributions

Each year participants may contribute pre-tax compensation subject to the limits established by the
Code. As a result of the Economic Growth and Tax Relief Reconciliation Act of 2001 participants
expected to reach age 50 or older during the calendar year may make an additional “catch up”
contribution. La Clinica del Pueblo, Inc. (the Company), may make a matching contribution to all
eligible compensation for all participants. For the year ended December 31, 2021, no matching
contributions were made. Participants entering the Plan may roll over contributions from other
plans. In addition, the Plan allows employees with at least 15 years of service to make additional
elective deferrals in accordance with the plan documents.

During 2019, the Plan provided for discretionary employer contributions calculated per pay period,
using a prorated formula for all employees working more than 20 hours but under 40 hours per
week, with a maximum of $25 per pay period for all employees working 40 or more hours per week.
Effective January 1, 2020, the Plan was amended for discretionary employer contributions to
be paid to employees working more than 20 but less than 30 hours per week at a rate of $12.50 per
pay period and employees working more than 30 hours per week at a rate of $25.00 per pay period.

Participant Accounts

Each participant’s account is credited with the participant’s contribution and allocation of (i)
the Company’s matching and discretionary contributions and (ii) Plan earnings and charged with
an allocation of administrative expenses. The investment options available to participants include
mutual funds, money market funds, or an insurance company general account.

Notes Receivable from Participants

Participants may borrow from their fund accounts a minimum of $1,000, up to a maximum of
$50,000 or 50% of their vested account balance. Participants may only have two loans outstanding
at a time and all loans must be repaid within five years. The loans are secured by 50% of the
participant’s vested account balance and bear interest at the prime interest rate, as published in
the Wall Street Journal, plus 2%.
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LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2021 AND 2020

DESCRIPTION OF THE PLAN (CONTINUED)
Benefit Payments

On termination of service due to death, disability, or retirement, a participant may elect to receive a
lump-sum, partial lump-sum, installment distributions equal to the value of the participant’s vested
interest in the account, or distribution via a monthly annuity option. A participant whose vested
balance is $5,000 or less will receive a lump-sum distribution. A participant experiencing serious
financial hardship may, with sufficient evidence, withdraw the portion of their vested account
balance. The amount of the withdrawal may not be greater than the immediate financial need.

Vesting

Participants are fully vested in their participant salary deferral accounts at all times. The Company’s
matching and discretionary contributions are 100% vested after one year of service.

Forfeited Accounts

As of December 31, 2021 and 2020, the forfeited non-vested account totaled $1 and $-0-, respectively.
Forfeited accounts will be used to reduce future employer contributions. During the year ended
December 31, 2021, $4,295 forfeitures were used to reduce employer contributions.

Administrative Expenses

A portion of the administrative expenses and other fees are paid out of the Plan’s assets. The
Company pays the remaining expenses of the Plan.

Field Assistance Bulletin (FAB) 2009-02

On July 20, 2009, the Employee Benefits Security Administration issued Field Assistance Bulletin
(FAB) 2009-02, addressing the application of certain Form 5500 and Form 5500-SF annual
reporting requirements to tax-sheltered annuity programs described in Section 403(b) of the
Internal Revenue Code [403(b) plans]. FAB stated that, for purposes of the Plan’s annual reporting
and related audit requirements, an annuity contract or custodial account does not need to be treated
as part of the Plan or as plan assets if it meets the certain conditions. Accordingly, there are certain
accounts excluded in the La Clinica del Pueblo, Inc. 403(b) Plan. The investment income and
distributions related to such accounts have also been excluded in the accompanying statement of
changes in net assets available for benefits. The amount of these excluded annuity contracts and
custodial accounts and the related income and distributions are not reasonably determinable.

SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Basis of Accounting

The accompanying financial statements are prepared on the accrual basis of accounting.
Estimates

The preparation of financial statements in conformity with generally accepted accounting principles
requires the plan administrator to make estimates and assumptions that affect certain reported
amounts and the disclosures. Accordingly, actual results may differ from those estimates.

-9-



LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2021 AND 2020

SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES (CONTINUED)
Notes Receivable from Participants

Notes receivable from participants are measured at their unpaid principal balance plus any accrued
but unpaid interest. Delinquent participant loans are reclassified as distributions based on the terms
of the plan document.

Investment Valuation and Income Recognition

The Plan’s investments are stated at fair value (except for fully benefit-responsive investment
contracts, which are reported at contract value). Contract value is the relevant measurement
attribute for the portion of the net assets available for benefits of a defined contribution plan
attributable to fully benefit-responsive investment contracts because contract value is the amount
participants normally would receive if they were to initiate permitted transactions under the terms
of the Plan. Shares of registered investment companies (mutual funds) are valued at quoted market
prices which represent the net asset values of shares held by the Plan at year end.

Purchases and sales of securities are recorded on a trade-date basis. Interest income is recorded on
the accrual basis. Dividends are recorded on the ex-dividend date. Net appreciation (depreciation)
includes the Plan’s gains and losses on investments bought and sold as well as held during the
year.

Payment of Benefits
Benefits are recorded when paid.
INFORMATION CERTIFIED BY CUSTODIANS

The plan administrator has elected the method of annual reporting compliance by 29 CFR
2520.103-8 of the Department of Labor’s Rules and Regulations for Reporting and Disclosure
under the Employee Retirement Act of 1974. The Plan’s custodians, Delaware Charter Guarantee
and Trust Company d/b/a Principal Trust Company (Principal) and Lincoln National Life Insurance
Company (Lincoln), have certified that the following data included in the accompanying financial
statements and supplementary schedules are complete and accurate:

2021 2020
Investments, at Fair Value $ 2,477,661 $ 2,189,183
Investments, at Contract Value 733,460 699,453
Notes Receivable from Participants 90,886 61,873
Interest on Notes Receivable from Participants 3,376 *
Investment Return
Net Appreciation in Fair Value $ 255,677
Interest and Dividends 32,973 *
Total Investment Return $ 288,650

* Prior year information not required.
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LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2021 AND 2020

FAIR VALUE MEASUREMENTS

The fair value measurement accounting literature establishes a fair value hierarchy that prioritizes
the inputs to valuation techniques used to measure fair value. This hierarchy gives the highest
priority to unadjusted quoted prices in active markets for identical assets or liabilities (Level 1
measurements) and the lowest priority to unobservable inputs (Level 3 measurements). The three
levels of the fair value hierarchy under the accounting literature are described as follows:

Level 1 - inputs to the valuation methodology are unadjusted for quoted prices for identical
assets or liabilities in active markets that the Plan has the ability to access.

Level 2 - inputs to the valuation methodology include:
e Quoted prices for similar assets or liabilities in active markets;
o Quoted prices for identical or similar assets or liabilities in inactive markets;
o Inputs other than quoted prices that are observable for the asset or liability;

e Inputs that are derived principally from or corroborated by observable market data by
correlation or other means.

If the asset or liability has a specified (contractual) term, the Level 2 input must be observable
for substantially the full term of the asset or liability.

Level 3 - inputs to the valuation methodology are unobservable and significant to the fair value
measurement.

The asset or liability’s fair value measurement level within the fair value hierarchy is based on
the lowest level of any input that is significant to the fair value measurement.

Following is a description of the valuation methodologies used for assets measured at fair value
as of December 31, 2021 and 2020.

Registered investment companies (mutual funds): Valued at the net asset value of shares held by the
Plan at year end.

The preceding methods described may produce a fair value estimate that may not be indicative
of net realizable value or reflective of future fair values. Furthermore, although 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.

The following table sets forth, by level within the fair value hierarchy, the Plan’s assets at fair value
as of December 31, 2021 and 2020:

Level 1 Level 2 Level 3

December 31, 2021 Total Inputs Inputs Inputs
Mutual Funds $ 2,477,661 $ 2,477,661 $ - $ -
Total Investments, at Fair Value $ 2,477,661 $ 2,477,661 $ - $ -

Level 1 Level 2 Level 3

December 30, 2020 Total Inputs Inputs Inputs
Mutual Funds $ 2,189,183 $§ 2,189,183 $ - $ -
Total Investments, at Fair Value $ 2,189,183 $ 2,189,183 $ - $ -
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LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2021 AND 2020

INVESTMENT CONTRACT WITH INSURANCE COMPANY

The Plan participates in a fully benefit-responsive investment contract with Principal Life Insurance
Company via an investment in a Fixed Income Guaranteed Option. This is a single group annuity
contract with a fixed rate of interest. It is not a portfolio of contracts whose yields are based on
changes in fair value of underlying assets as would be found in a Stable Value Fund. As a result,
the average yield earned by the Plan is the yield earned (i.e. interest credited) on the group annuity
contract. The account is credited with earnings on the underlying investments and charged for
participant withdrawals and administrative expenses. The Plan is prohibited from assigning or
selling the contract to another party without consent of the issuer. The contract provides assurance
the crediting rate will not be less than zero. If an event has occurred such that realization of
full contract value will not be realized, the contract shall no longer be considered fully benefit-
responsive. Participants transact at book value without limit. Equity wash provisions are allowed
and do not disqualify a contract’s fully benefit-responsiveness. Events that limit the ability of
the fund to transact at contract value with the issuer (i.e., plan termination, merger, layoffs, etc.)
and that also limit the ability to transact at contract value with participants are not probable of
occurring. Participants have reasonable access to their funds.

The Plan entered into a variable annuity account (Variable Account) with Lincoln National
Life Insurance Company (Lincoln). Lincoln maintains the contributions in the Variable Account.
The account is credited with earnings on the underlying investments and charged for participant
withdrawals and administrative expenses. The Variable Account is subject to some restrictions
and is considered fully benefit-responsive by management of the Plan. Therefore, the contract
is reported at contract value which approximates fair value.

RELATED PARTY TRANSACTIONS

Certain Plan investments are managed by Lincoln and Principal. Lincoln and Principal are the
custodians of the Plan and, therefore these transactions qualify as party-in-interest transactions. Fees
paid by the Plan for the investment management services for the year ended December 31, 2021,
amounted to $3,547. These party-in-interest transactions are exempt from the prohibited transaction
rules of ERISA.

PLAN TERMINATION

Although it has not expressed any intent to do so, the Company has the right under the Plan to
discontinue its contributions at any time and to terminate the Plan, subject to the provisions of
ERISA. In the event of plan termination, participants would become 100% vested in their employer
contributions.

TAX STATUS

The Plan meets the requirements of the Internal Revenue Code (IRC) and ERISA to qualify as
exempt from federal income taxes. 403(b) plans currently are not required to submit plans to
the Internal Revenue Service for determination. However, the plan administrator believes that
the Plan was designed and is being operated in compliance with the applicable requirements of
the Internal Revenue Code.
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LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2021 AND 2020

TAX STATUS (CONTINUED)

The accounting standard on accounting for uncertainty in income taxes addresses the determination
of whether tax benefits claimed or expected to be claimed on a tax return should be recorded in
the financial statements. Under that guidance, the Plan may recognize the tax benefit from an
uncertain tax position only if it is more likely than not that the tax position will be sustained on
examination by taxing authorities based on the technical merits of the position. For the Plan, a
tax position is the Plan’s tax-exempt status under the provisions of the IRC and ERISA. The tax
benefits recognized in the financial statements from such a position are measured based on the
largest benefit that has a greater than 50% likelihood of being realized upon ultimate settlement.
There were no unrecognized tax benefits identified or recorded as liabilities for the year ended
December 31, 2021.

The Plan’s policy would be to recognize in income tax expense in its financial statements any
interest and penalties on uncertain tax positions related to its unrecognized tax benefits. No
interest or penalties were incurred or recognized during the year ended December 31, 2021.
The Plan’s Form 5500, Annual Return/Report of Employee Benefit Plan, is open for inspection by
the taxing authorities, generally for three years after filing.

RISKS AND UNCERTAINTIES

The Plan invests in various investment securities. Investment securities are exposed to various
risks such as interest rate, market, and credit risks. Due to the level of risk associated with certain
investment securities, 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 participants’
account balances and the amounts reported in the statements of net assets available for benefits.

COVID-19 Pandemic and CARES Act

The spread of COVID-19 (coronavirus disease) has had a disruptive impact on the daily life and
operations of individuals, businesses, and employee benefit plans around the world. There is
uncertainty about financial and economic impacts in all sectors of the economy. The financial
markets have experienced significant volatility, and this may continue for an extended period of
time. In light of these circumstances, the Plan’s management continues to assess how best to
adapt to changed circumstances.

In response to the spread of COVID-19, certain provisions under the Coronavirus Aid, Relief,
and Economic Security Act (CARES Act) which was signed into law March 27, 2020, and the
Setting Every Community Up for Retirement Enhancement Act of 2019 (SECURE Act) which
was signed into law December 29, 2019, were provided for plan sponsors. Provisions under the
CARES Act include, among others, increasing the maximum distribution and loan amounts
allowed, relief of loan repayment, temporary suspension for 2020 required minimum distributions,
and a delay in the minimum required contribution to a single-employer plan until 2021. Plan
management has elected not to implement these provisions. These provisions are at the discretion
of the Plan’s management. The Plan will be formally amended for any provisions elected in
accordance with applicable law and IRS guidance due by December 31, 2022.
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LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

NOTES TO FINANCIAL STATEMENTS
DECEMBER 31, 2021 AND 2020

10.

11.

12.

CONCENTRATION

Investments representing 15% or more of the Plan’s net assets as of December 31 are as follows:

2021 2020
Principal Fixed Income Guarantee Option $ 627,929 19% $ 585,958 20%

RECONCILIATION OF FINANCIAL STATEMENTS TO FORM 5500

The following is a reconciliation of net assets available for benefits per the financial statements
to Schedule H of Form 5500 as of December 31:

2021 2020
Net Assets Available for Benefits per the Financial Statements $ 3,302,007 $ 2,950,509
Field Assistance Bulletin 2009-02 Adjustment - Account CR33406 (218,500) (204,119)
Field Assistance Bulletin 2009-02 Adjustment - Account PA33406 (366) (414)
Net Assets Available for Benefits per Form 5500 $ 3,083,141 $ 2,745,976

The following is a reconciliation of total additions per the financial statements to total income
per Schedule H of Form 5500 as of December 31, 2021:

Total Additions per the Financial Statements $ 630,143

Field Assistance Bulletin 2009-02 Adjustment - Account CR33406 (28,512)

Field Assistance Bulletin 2009-02 Adjustment - Account PA33406 (7)
Total Income per Schedule H of Form 5500 $§ 601,624

The following is a reconciliation of total deductions per the financial statements to total expenses
per Schedule H of Form 5500 as of December 31, 2021:

Total Deductions per the Financial Statements $ 278,645
Field Assistance Bulletin 2009-02 Adjustment - Account CR33406 (14,131)
Field Assistance Bulletin 2009-02 Adjustment - Account PA33406 (55)

Total Expenses per Schedule H of Form 5500 $ 264,459
SUBSEQUENT EVENTS

The Plan’s management has evaluated subsequent events through September 2, 2022, the date on
which the financial statements were available to be issued.
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LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

EIN: 52-1942551

SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR)

PN: 001

DECEMBER 31, 2021

@

E I R .

E I R

*
*%

(b © (@ (e)
Description of investment including maturity
Identity of issuer, borrower, date, rate of interest, Current
lessor, or similar party collateral, par, or maturity value Cost Value
Principal Fixed Income Guarantee Option Investment Contract ** 627,929
T.Rowe Price Bl Chip Gr R Fd Mutual Fund ok 305,457
JP Morgan Equity Income R2 Fd Mutual Fund ** 283,287
Prudential Ttl Ret Bond R Fund Mutual Fund ** 274,459
Principal Bond Mkt Index Fd Mutual Fund ** 270,945
AM Fds Europacific Grth R3 Fd Mutual Fund ** 228,437
Principal Int'l Equity Index R3 Fd Mutual Fund i 213,013
Prin Lgcap S&P 500 Idx R3 Fund Mutual Fund ** 211,758
Prin Smcap S&P 600 Idx R3 Fund Mutual Fund o 116,737
Lincoln Group Variable Annuity CR33406 Investment Contract ** 105,165
American Century Midcap Value R6 Mutual Fund ** 69,618
Janus Henderson Small Cap Val R Fd Mutual Fund i 66,229
Prin Midcap S&P 400 Idx R3 Fd Mutual Fund ** 60,923
American Funds Growth Mutual Fund wx 58,341
AB Smallcap Growth I R3 Fund Mutual Fund ** 54,533
Janus Henderson Enterprise R Fund Mutual Fund ** 53,061
LVIP Delaware Social Awareness Mutual Fund ** 48,348
Fidelity VIP Contrafund Mutual Fund ** 24,258
American Funds Global Growth Mutual Fund wx 23,192
AB Global Bond R Fund Mutual Fund ** 21,790
LVIP SSGA S&P 500 Index Mutual Fund ** 17,810
LVIP Baron Growth Opportunities Mutual Fund i 11,188
LVIP Global Moderate Allocation Mgd Risk Mutual Fund ** 9,861
LVIP Dimensional U.S. Core Equity 1 Mutual Fund i 9,143
LVIP T. Rowe Price Structured Mid-Cap Growth Mutual Fund ** 6,789
Delaware VIP Value Mutual Fund *x 5,537
Delaware VIP REIT Mutual Fund ** 5,209
Capital Research Amer Funds New World R3 Fd Mutual Fund ** 3,928
LVIP Delaware Mid Cap Value Fund Mutual Fund i 3,806
LVIP Global Growth Allocation Managed Risk Fund Mutual Fund ok 3,795
Fidelity VIP Growth Mutual Fund ** 3,325
American Funds International Mutual Fund wx 3,092
LVIP JPMorgan Retirement Income Fund Mutual Fund ** 2,107
American Funds Growth-Income Mutual Fund *x 1,229
AB VPS Global Thematic Growth Mutual Fund i 1,161
LVIP Government Money Market Mutual Fund ** 1,002
LVIP Delaware Wealth Builder Fund Mutual Fund *k 721
MFS Utilities Mutual Fund ** 639
Delaware VIP Small Cap Value Mutual Fund ** 574
LVIP Vanguard Domestic Equity ETF Mutual Fund i 465
LVIP BlackRock Dividend Value Managed Volatility Fd Mutual Fund ** 393

Party-in-Interest

-Continued-

Funds are participant-directed and, as such, cost information is omitted.
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LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

EIN: 52-1942551

PN: 001

SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR) (CONTINUED)

DECEMBER 31, 2021

@

*
*%

(b © (@ (®
Description of investment including maturity

Identity of issuer, borrower, date, rate of interest, Current

lessor, or similar party collateral, par, or maturity value Cost Value
Lincoln Group Variable Annuity PA33406 Investment Contract ** $ 366
Delaware VIP Diversified Income Mutual Fund *k 349
LVIP Managed Risk Profile 2040 Mutual Fund ** 331
Deutsche Altrtv Asset Allo VIP Mutual Fund ** 168
Delaware VIP SMid Cap Core Series Mutual Fund ** 125
LVIP SSGA Small-Cap Index Mutual Fund *k 120
LVIP Global Income Mutual Fund ** 112
Blackrock Global Allocation Mutual Fund *k 112
LVIP SSGA Emerging Markets 100 Mutual Fund ** 77
LVIP T. Rowe Price Mid Cap Growth Mutual Fund *k 107
Participant Loans Interest Rates 4.50% - 7.50% ** 90,886
Total Assets Held at End of Year $ 3,302,007

Party-in-Interest

Funds are participant-directed and, as such, cost information is omitted.
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LA CLINICA DEL PUEBLO, INC. 403(b) PLAN

EIN: 52-1942551

PN: 001

SCHEDULE H, LINE 4a - SCHEDULE OF DELINQUENT PARTICIPANT CONTRIBUTIONS
DECEMBER 31, 2021

Participant Contributions Transferred Late to the Plan

Prohibited Transactions

Total that Constitute Nonexempt

Contributions| Total Fully
Contributions Pending | Corrected under
Check here if Late Participant Loan Repayments are Contributions Corrected Correction | VFCP and PTE
included: Not Corrected  Outside VFCP in VFCP 2002-51

Pay Date Date Fully

Amount Date Submitted  Corrected
$ 15 9/10/20 1/23/21 1/23/21 $ - $ 15 $ - $ -
$ 43 1/25/21 7/29/21 8/25/22 $ - $ 43 $ - $ -
$ 43 2/10/21 7/29/21 8/25/22 $ - $ 43 $ - $ -
$ 101 $ - $ 101 $ - $ -
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Form 5500 Annual Return/Report of Employee Benefit Plan OME Nos. 1210-0140
This form s required to be filed for employee benefil plans under sections 104
and 4065 of the Employee Relirement Income Security Act of 1974 (ERISA) and
D.?,{’;ﬁi‘.?éﬁ’;ﬁi‘,i?;ﬁé’? sections 6057{b) and 60568(a) of the Internal Revenus Code (the Code). 2021
¢ Qiepamge"‘ g{ Lgb"f N » Complete all entries in accordance with
e rnisaton the Instructions to the Form 5500.
Pension Benefit Guaranty Corperation This Forin Is Open to Public
Inspection
| Partl l Annual Report Identification Information
For calendar pian year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A This returnireport is for: ['] @ muttiemptoyer plan [] & muttiple-employer plan (Filers checking this box must attach a fist of
' participating employer information in accordance with the form instructions.)
[¥] a single-employer plan [} a DFE (specify)
B This returnfreport is: D the first return/report D the final returni/report
[] an amended return/report [ ] &short plan year returireport (less than 12 months)
C Iftha planis a collactively-bargained plan, Check NEre. . . .. .. ... i i e e » D
D Check box if filing under: @ Form 5558 D automalic extensicn |:| the DFVC program
D special extenslon (enter description)
E [fthis is a retreactively adopted plan permitied by SECURE Acl section 201, check here, .. ............ » D
| Part I [ Basic Plan Information—enter all requesled information
1a Name of plan 1b Three-digit plan
LA CLINICA DEL PUEBLO 403 (B) number (PN) » | C0%
1¢ Effective date of plan
01/01/2003
2a Plan sponsor's name {employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and sireet, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP ar foreign postal code (if foreign, see Instructions) 52-1942551
La Clinica del Pueblo 2C Plan Sponsor’s telephone
number
202-462-4788
2831 15th Street NW 2d Business code (see
instruclions)
621498
Washington DC 20009-4807

Caution: A penalty for the late or incomplete filing of this refurn/report will be assessed uniess 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 schedutes,
slatements and atiachments, as well as the electronic version of this return/report, and 1o the best of my knowledge and belief, it Is true, correct, and complete.

) _— ]
Y . Y - .
SIGN (\J \}(\ Ry, ' ’i/ QA inly... 1 |Catalina Sol
HERE (fi(; AN ey L \ \[[ BT
Signature of plan administrator Date Enter name of individual signing as plan administrator
- )
I C’ N
HERE ( X N f)@g ‘1115 v |catalina sol
k] "
Signature of employer/plan sponsor Date Enter name of Individual signing as employer or plan sponser
SIGN
HERE
Signature of DFE Date £nter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the instructions for Form 5500, Form 5500 (2021)

v, 201208



Form 5500 (2021) Page 2

3a Plan administrater's name and address EI Sarne as Plan Sponsor 3b Administrator's EIN
3¢ Adminisirator's telephone
number
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the fast returnfreport filed for this plan, |4h EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnfreport:
a Sponsor's name 4d PN
C Plan Name
5  Total number of pariicipants at the beginning of the plan year 5 l 167
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 pariicipants at the beginning of the PIAN YEaT.........iwesersssssssersssiesssresseesensssssssssessosssssmeeeses | BA{T) 118
a(2) Total number of active parlicipants at the end of the PIAN YEAP ....ui i ssssrssrssessos Ga(2) 113
b Retired or separated participants raCeIVING BENEALS......c.. e iorerrrre st ssesesssies s asessessess s sssssssssersss seesssssesessssseesssasesss serasess 6h 4
G Other retired or separated participants entitled to future benefifs ... ....cciiiiiiiiiin s 8¢ 49
d Subtotal. Add HNes Ba(2), 6, B BC....me.emeuirmemsersreseeesssssmmmsmmmmsmississssimssssssssssssessssssssssesseessmmmseesesme |00 172
e Deceased participanis whose beneficiaries are receiving or are enfitled to receive benefits. ... .. | 6€ 0
T Tolal, AGD lINES B BNG B8....evevveeeseeeieacesseessssenssconssssnssssessssesssess s ssnresssonera ssssessseasssans eesss oo sassssssessssessssonesasessemssserssssnrssn 6f 172
g Number of partzmpams with acceunt batances as of the end of the plan year (cnly defined contribution plans
complete this item) ... OO U TP O OO OY OO PO D T UUTOTOTUOONOUOTPOTOTPPORRUORR [ < | 162
h Number of parlicipanis who lerminated employment during the plan year with accrued benefits that were
less than 100% vestad ... | Bh 0
7  Enterthe total number of employers obllgated to conlribule to the ptan (onty mulhempicyer plans complete thxs nem) v |
8a !fthe plan provides pension benefils, enter the applicable pensicn feature codes from the List of Plan Characteristics Codes in the instructions:
2F 2G 2L 2M 27
b If the ptan provides weifare 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 appiy)
{f) Insurance (1) Insurance
{2) Code section 412{e)(3) insurance contracls (2) Code section 412(e){3) insurance contracis
(3) Trust (3) Trust
(4} General assets of the sponsor 4) General assets of the sponsor
10 Check alf applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number altached. {See Instructions)
a Penslon Schedules b General Schedules
(1) R {Retiremen! Plan Information} (1) @ H (Financial Information)
@ [] i (Financial Information — Small Plan)
{2} D MB (Multiempioyer Defined Benefit Plan and Certain Money 3 .
Purchase Plan Actuarial Information) - signed by the plan {3) EI wien A (Insurance Information)
actuary {4) @ C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefil Plan Actuarial {8) EI D (DFE/Participating Plan Information)
Information) - signed by the plan actuary {8) |:| G {Finzncial Transaction Schedules)




Form 5500 (2021) Page 3

| Part Il | Form M-1 Compliance Information {to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
PLiPIUR (11 B S URN [l ves [] wNo

if "Yes” is checked, complete fines 11b and 11c.

11D Is the plan currently in compliance with the Form M-1 filing requirements? {See instructions and 29 CFR 2520.101-2) .......... []Yes []| No

11 Enter the Receipt Confirmation Code for the 2021 Form M-1 annual report. If the plan was not required 1o file the 2021 Form M-1 annual report, enter the
Receipt Confimation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Fallure {0 enter a valid
Recelpt Confirmation Code will subject the Form 5500 filing to rejection as incompiete.)

Recelpt Confimation Code




SCHEDULE A
(Form 5500)

Departmant of the Treasury
Internal Revenue Service

Insurance Information

This schedule Is required fo be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

OMB Ne. 1210-0110

Department of Labar

Employee Benefils Security Administration

Pension Beneafit Guaranty Carporallon

» Flile as an attachment to Form 5500,

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

2021

This Form is Open to Public

Inspection
For calendar plan year 2021 of fiscal plan year beginning  01/01/2021 and ending 12/31/2021
A Name of pian B Three-digit
LA CLINICA DEL PUEBLO 403 (B) plan numbar (PN) » 001

C Plan sponsor's name as shown on fine 2& of Form 5500

La Clinica del Pueblo

52-1942551

D Employer Identification Number (EIN)

Part]

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A, Individual contracts grouped as a unit In Parts I and 1l can be reparted on a single Schedule A,

1 Caverage Information;

{a) Name of insurance carrier

PRINCIPAL LIFE INSURANCE COMPANY

() NAIC (d) Cantract or {e} Approximate number of Policy or coniract year
(b} EIN Y o persons covered at end of
code identification number policy of contract year {f) From {g) To
42-0127290 61271 613953 148 01/01/2021 12/31/2021

2 Insurance fee and cammission information. Enter the total fees and fofal commissions paid. List In line 3 the agents, brokers, and other persens in
descending order of the amount paid.

(a) Total amount of commissicns paid

{h) Tolal amount of fees paid

2,946

301

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

{a) Name and address of the agent, broker, or other person to whom commissions or fees were pald

KESTRA INVESTMENT SERVICES LLC
10425 S 82ND EAST AVE STH 110

TULSA

oK

74133-7087

{b) Amount of safes and base

commissions paid

Fees and other commissions pald

{¢) Amount

{d) Purpose

(e} Organization code

2,946

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

NEWPORT GROUP INC

1350 TREAT BLVD SUITE 300

WALNUT CREEK

CA 94597-7959

{b) Amount of sales and base

commissions pald

Fees and other commissions paid

{c) Amount

(d} Purpose

{e} Organization code

0

301

REFERRAL/SERVICE FEE

3

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

Schedute A (Form 5500) 2021
v. 201208




Schedule A (Form 5500) 2021

Page 2 — 1

(a) Name and address of the agent, broker, or other person lo whom cominissions or fees were paid

Fees and other commissions paid

(e)

{h) Amount of sales and base QOrganization
commissions pald {¢) Amount {d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e}
(b) Amount of sales and base QOrganizaticn
commissicns paid {c) Amount {d) Purpose code
{a) Name and address of ihe agent, broker, or other person to whomn commissions or fees were paid
Fees and other commissions paid {a)
(k) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person {o whom commissions or fees were paid
Fees and ¢ther gommissions paid {e}
{b} Amount of sales and base Organizalion
commissions paid {c) Amount (d) Purpose code
{a} Name and address of the agent, braker, or other person to whom commissions or fees were paid
Fees and olher commissions paid {e)
(Y Amount of sales and base Organization
cominissions paid {c) Amaunt (d) Purpose code




Schedule A (Form 5500) 2021

Page 3

Partfl | Investment and Annuity Contract Information

Where individual contracls are provided, the enfire group of such individual contracts with each carrler may be treated as a unit for purposes of

this report,

4 Current value of plan's inlerest under this contract in the generat account at year end ..o, 4
5 Current value of plan's interest under this confract In separate accounts al Year 8nd. ..o 5
6 Contracts With Allocated Funds:

a  State the basis of premium rates »

b Premiums paid to carrier.. 6h

¢ Premiums due but unpald at 1he end of the year . N 8¢

d  |fihe carrier, service, or other organization mcurred any specsf ¢ costs in connecllon wath the acqmsnmn ar 6d

reientlon of the contract or policy, enter amount.. cetereesreens

Speclfy nature of costs P

@ Type of contract: (1} D individual policies 2) D group deferred annuity

3 D other (specify) »

f  If confract purchased, in whele or in part, to distribute benefils from a terminating plan, check here » ]:]

7 Conlracts With Unallocated Funds (Do not include porlions of these contracts maintained In separate accounts)
a Typeofcontract (1) |:| depasit adminlstration (2} D immediate participation guarantee
(3 D guaranteed investment (4} @ other » CUSTODIAL GUARANTEED

b Balance at the end of the previous year...

INTEREST CONTRACT

ool I { 585,958
C  Additions: (1) Contributions deposited during the year.., 7c(1) 80,447
(2) DIVIdENdS 8N0 CTEHES . .vv i1 eeevoreerecrs et eeersnca e tsess s rnssns s ssesses s 7¢(2)
(3) Interest cradited during the YEar...........eceeecesremsess s 7¢(3) 5,531
{4) Transferred from SEParata ACCOUNE .......ccevereeevssiere s iesssns s e 7c(4)
(B5) OEr (SPECIFY DEIOW) ivvvsraveseveiieeirssvereresssarssvesscosesisssasiesssssssssesssssasns 7¢6(5) 55,063
»LOAN PAYMENT , CUTSIDE INVESTMENT TRANSFER
(6)Total addltions .. Tc(6) 141,041
d Total of balance and addltions (add ilnes Tb and 7c(6)) | 7d 726,999
@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(l) 64,081
£2) Administration charge made By Carmer. ... |18(2) 661
(3) Transferred to separate acCoUNt.......vviveevevveerieseeseeesecncrncas 7e(3)
{4) Other {specify below) ... 7e(4) 34,328
PLOAN WITHDRAWAL, QUTSIDE INVESTMENT
TRANSFER, MISTAKE OF FACT REFUND
{5 TOLAT QEAUBIIONS 1.vvvvst1evesrierersirssssssesessesssus eassasssessssnesresess et oms e bbgscbs44s88 5014401008 SEbREE SRR R RE S bR R bRt T 7a(5) 99,070
f Balance at lhe end of the current year (sublract ing 76{5) from NG 7d) . ..o s e | 7f 627,929
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Part ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes If such contracts are experience-rated as a unit. Where contracts cover Individual

employees, the entire group of such individual centracts with each carrier may be trealed as a unit for purposes of this report.

8 Benefit and contract type {check all applicable boxes)

a D Health (other than dental or vision} b [I Denial [+ D Vision d D Life insurance
e |:| ‘Temporary disability (accident and sickness} [l Lang-term disabllity a D Supplemental unemployment  h D Prescriptlon drug
[] stop loss (large deductible) i [] HMO contract k[ ] PPO contract 1{] indemnity contract

m [I Cther (specify) P

9 Experience-rated contracls;
8 Premiums: (1) AMOUN FECEIVET crorvvrrinrrccrrmrninrsssscnrsssssesssessssssssesssnasesnes Saf1)
(2) Increase (decrease) in amount due but LnPatd ... ..eeeverereecene 9a(2)
{3) Increase (decrease) in unearned premlium reserve ... .. | 9a(3)
{4) Eamned ({1) + {2) = (3)) 1o ereeeere e eneeseesisrasenes s asese s s enmsnn e T
b Benefit charges (1) Claims paid......c.cooove enmrecsern e 9h{1)
(2) Increase (decreasea) in claim MESEIVES. v ririarrerreossssvesessnse s 9h{(2)
(33 Incurred claims (AaA {1} NG (21) e e rreassfh s ssess e e a4 arean e s erans e rss e rnsananssraren 9h(3)
{4) Claims charged... 9b{4)
€ Remainder of premiuny: (1) Retenhon charges {on an accrua! bams) -
(A COMIMISSIONS 1ovrvrvvrerrrerrsriesescasieesiesscsnssssssssssssaesnessessessnsssesssersees Ac{D{A}
(B) Administrative service or oher TEes ... e e enrnnsseseneens 9c{1}B)
(C) Othar Speciic aCqUISHEON COSS . ......ovvmreier s ceeese e seeresesnseeerene 9¢(1)(C)
(D) OHHET BXPEIISES 11vuvveirveresssesssmesriessesrirsssesssssessestersessrasses s vossas 9¢(1)(D)
(E) TaxXes.....ooecovivnnne 9c(1)(E}
(F) Charges for risks or other contingencles , 8c(1)(F)
(G) Glher retention charges.. 96{1)(G)
{H) Folal retention... S v v | 9C{1YH)
{2) Dividends or retroaclive rate refunds. (T hese amounts were D pald in cash, or D credlled) Sc(2)
d  Status of policyholder reserves al end of year: (1) Amaunt heid to provide benefits after retirement......evee, d(1}
{2) CHAIT MEBEIVES 11iivvisscrereesastssinsssessssrisssssesseseresesss et sosssssrass sasshmsess sesesesanasassssssrsesssnssmmmeessssiesstatbbrissssssstatsn 9d(2)
(3) Other reserves ......... 9d(3)
@ Dividends or retroacﬂve rate refunds due (Do nol include amount entered in ling 96{2).)-recivivn s 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges pald t CaIMIET ... e s i s 10a
b If the carrier, service, or olher organization incurred any specific cosls in connection with the acquisition or
retention of the contract or policy, other than reporied in Parl |, fine 2 ahove, report amount, ... s 10b

Specify nalure of costs.

| Partiv | Provision of Information

11 Did the insurance campany fail 1o provide any Information necessary to complete Schadule A? ... D Yes @ No

12 Hthe answer 1o fine 14 Is “Yes,” specify the information not provided. »




SCHEDULE A
{(Form 5500)

Gepariment of the Treasury
Internal Revenus Service

Deparimenl of Labor
Employee Benefils Security Adminisiration

Pension Benefit Guaranly Corporation

Insurance Information

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

» File as an attachment to Form 5500,

} Insurance companies are required 1o provids ths information
pursuant {o ERISA section 103(a){2),

OMB No, $210-C110

2021

This Form is Open fo Public

Inspection

For calendar plan year 2021 or fiscal plan year beginning  02./01/2021 and ending 12/31/2021
A Name of plan B Three-digit

LA CLINICA DEL PUEBLO 403 (B} plan number (PN) > 001
C Plan spansor's hame as shown on line 2a of Fosm 5500 D Employer ldentification Number (EIN)

La Clinica del Pueblo 52-19542551

Part| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each cantract
on a separate Schedule A, Individual contracts grouped as a unit in Paris Il and Il can be reperted on a single Schedule A.

1 Coverage Information:

{a} Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(¢} NAIC (d) Contract or (e) Approximate number of Policy or contract year
{b) EIN Lo parsans coverad at end of
code identification number policy or contract year {fy From {g} To
15-0472300 65676 CR33406 22 01/01/2021 12/31/2021

2 Insurance fee and commission information. Enter the total fees and total commissions paid. ListinJine 3 the agents, brokers, and other persons in

descending order of the amount paid.

{a} Total amcunt of commissions paid

{b} Total amount of fees paid

1,064

3 Persons recelving commissions and fees, (Complete as many entries as needed to reperl all persons).

{a) Name and address of the agent, broker, or other person te whom commissions or fees were pald

LINCOLN FINANCIAL ADVISORS

1300 S CLINTON ST
STE #150

FCGRT WAYNE

IN

46802-999¢%

(ky Amount of sales and hase

Fees and other commissions paid

commissions paid

(¢) Amount

(d) Purpose

{e) Crganization code

1,064

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base

Fees and olher commissions paid

commissions paid

{¢) Amount

{d) Purpose

{e} Crganization code

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

Schedule A (Form 5500) 2024

v, 201209
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(a} Name and address of the agent, broker, or olher person to whom commissions or fees were pald

Fees and other commissions paid (e
{b} Amount of sales and base Organization
commissions paid {¢) Amaount {d} Purpose sode

{a) Name and address of the agent, broker, or ather person to whem commissions of fees were paid

Fees and other commissions paid {e)
{b) Amount of sales and hase QOrganization
commissions paid (c) Amount {d) Purpose code

{a} Name and address of the agent, broker, ot other person to whom commisslons or fees were paid

Fees and clher commissions paid {e}
{h) Amount of sales and base Crganization
commissions paid (¢) Amount {d) Purpose code

{a) Name and address of the agent, broker, or ather parsan to whom commissions or fees were paid

Fees and other commissions pald {e)
{b) Amaount of sales and base Organization
commissions paid (e) Ameunt {d) Purpose codo

(a} Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and clher commissions paid {e}
{(b) Amaunt of sales and base Organization
commissions paid {c) Amount {d} Purpese coda




Schedule A (Form 5500) 2021 Page 3
Partll | Investment and Annuity Contract Information
Where individua! contracis are provided, the entire greup of such Indlviduat contracts with each carrier may be trealed as a unit for purposes of
this report.
4 Current value of plan's interest under this contract in the general account al YEar 8nd ... iireressnsiin s 4
5 Current value of plan's interest under this contract in separate 8cCoUNS al Year N s e 5

6 Contracts With Allocated Funds:
a  Stale the basis of premium rates P

b Premiums paid to carrer.. et ettt et bn bttt ssn s rarnersrsnernoreses | OB
¢ Premiums due but unpald at the end ot’ the year ... 6c
d  Ifthe carrier, service, or other organization mcurred any specsf c costs ln connectron wrth the acqutsitlon or 6d
retention of the contract or policy, enter amount..
Specify nature of costs b
e Type of contract: (1) | ] individual policies @ [] group deferred annuity
@ ] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, chack here > D
7 Contracts With Unallocated Funds (Do not include portions of these confracts maintained in separate accounts)
a Type of contract: (1} D deposit administration (2) D immediale participation guarantee
{3) E guaranteed investment {4) D other P
b Balance al the end of the PrEVIOUS YEAT ...ue.iiwsesoeeresrressersesessrsssssserssissrsssssrssissssesssisces sansasssnsrsssrscscensirssmsiissssass I 7H 68,835
¢ Additions; (1) Cantributions deposited during the YEar ... errrernns 7c(1) 0
{2) DiVIdends and CTEAIS. ... ccuurierersiesiseass e ressesrensssssenseersestossseessas onsesescess 7¢({2)
(3) Interest creditad dUring the YEaN. .auwrariiersrrrsssreseessssessereemrcnessesees 7c{3) 2,373
(4) Transferred from separate account..... v 1 Te{d)
(5) Oher (SPECIY BEIAW) +.cevvvercrersresarcsessesesssenessessssssissrsmsnssssesarniions | 1GLD)
(BYTOA] BUATHONS ..ottt iae s nsne s et 18144 114148 S Rt se s ses s mer A bR SRS b 2,373
d Total of balance and additions {add lines 7k and 7¢{8)). ... 71,208
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 13,071
(2} Administration charge Made By GHITIEN . vwsrimuriimsrees sressessmeseeseesenessaseassss 7e(2) 277
(3) Transferred to SEPArale 8CCOUNE ....mrrrrrrmsrmsiemsrssrsssssrssssssssanesecerrercers |1 E(S)
(4) OINET (SPECITY BEIOW .1vususeerearivnssssssrasssssseesssmassesessssssssssssmssssnsnrssennreeees |1 E(4) 407
pParticipant Loan Activity
() Total deductions .. . Te(5) 13,755
f Batance at the end of the current year (subtract hne 'Ie{s} from Ime 7d) ............................................................. | 7f 57,453
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Part lll | Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizalions(s),
the information may be combined for reporting purpeses if such contracts are experience-rated as a unit. Where contracts cover indlvidual

employees, the entire group of such individual contracts with each carrier may be ireated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (ofher than dental or vision) b D Cental Cc D Viston d [:] Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
D Stop toss (large deduclible) j D HMO contract k D PPO ceniract | D Indemnity contract

m D Other {specify) ?

9 Experience-rated contracts:
a Premiums: (1) AMount received ......vovvvuimsess s ccesssesenssn s e sssnesnsnns 9a{1)
{2) Increase (decrease) in amaunt due but unpaid ..o e 9a{2)
(3) Increase {decrease) in unearned premium reserve .. 9a{3)
(4) EBMEE ({1} + (2) « (B]) +evovveeereeesseeeeseereeseesseeseeeees e eessseseeesems s sesesseeeseee I | 9a(4)
b Benefit charges (1) Claims PaIG.......ceeeeseinneicree s emesesssessssrsessnssen 9h{1)
(2) Increase {decraase) In Claim rESEIVES.....iv e e rrssenesireeresseees 9h{2)
(3) Incurred claims (@dd {1} 810 (2)) i e are s 9b{3)
(4) Claims charged... S 9h{4)
¢ Remainder of premmm (1) Retemion charges (on an accruai basm) -
(A COMIMIBEIONS 1evisiivetitimrierssresrssresissreseseeesasseersssssssssessssessssesasceneas Sc(1}A)
(B) Administrative senvice ar ofer FEBS ..o imirrormaerrrsesaeees 9c(1)(B)
{C) Other SPECHIC ACQUISIION COBS . ov....vvmreee s eeeecs e eeseesee oo 9¢(1)(C)
(DY OthET EXPENSES 1vevriemrse s esessesssssnsssssssensesmnmeromanneseee | 96EH(D)
(E) TaXESuumiearrinen, 9c{1)(E)
(F) Charges for risks or olher contingencies .... 8c{1)(F)
{G) Olher retention charges.. . | 9s(1){G)
(HY TOUAT FRIEIIO . .. eeereeveerrreestesems e cresssss b ebst et srs v sesste st cesadas s bbb b Fbdsea b s 60t 16 AR RS LR b s b b nns 9¢(1)}{H)
(2) Dividends or retroactive rate refunds. {These amounts were [ | paid in cash, or[ ] credited.).c.cccovu | 9¢(2)
d Status of policyholder reserves al end of year: (1) Amount held to provide benefits after ratirement............... Sd{1}
(2) CIBIM FESEIVES .vevvviirieosiissinsessssnrsissssssssiosisss s reersssass sonsessssssessssnsssssssssscanmass sasanssrssanmnssebesbnssesarasesesssinrasssss 9d{2}
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2). ) ............................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscriplion charges pald (0 CAIIET i e 10a
b If the carrier, service, or other organization incurred any specific costs In connaction with the acquisition or
retention of the contract ar policy, other than reporied in Part |, line 2 above, report amount. ... e 10b

Specify nature of costs.

l Part IV l Provision of Information

11 Did the Insurance company faif to provide any information necessary to complete Schedule A?....uv..e. D Yes @ No

12 Ifthe answer to line 14 Is “Yes,” specify the information nol provided. >




SCHEDULE C Service Provider Information OMB No 1210.0110

{Form 5500)

Department of the Treasury This scheduls is required o be filed under section 104 of the Employee 2021
Internal Ravenua Servica Retiremnent Income Security Act of 1974 (ERISA).

Department of Labor

Employee Banafls Security Adminisiration b File as an attachment to Form 5500, This Form is Open to Public
Pension Benefit Guarandy Corporation Inspection,
Far calendar plan year 2021 or fiscal pian year beginning 91/01/2021 and ending 12/31/2021
A Name of plan B Three-digit
LA CLINICA DEL PUEBLO 403 (B) plan number (PN) > 001

C Plan sponser's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN}
La Clinica del Pueblo

52-1942551
| Parti | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instruciions, 1o report the information required for each person wha received, directly or indirectly, $5,000
or more in {olal compensation {i.e., money or anything else of monetary value} in connection with services rendered to the pian or the person’s position with the
plan during the plan year. i a person received only eligible Indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are net required te include ihat person when completing the remainder of this Part.

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

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

{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 eligibls indirect compensation

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

{b) Enter name and EIN or address of person who provided you disclosures or efigible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Forin 5500. Schedule C (Form 5500} 2021

v. 201209




Schedule C (Form 5500) 2021 Page 2~

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 5

{b) Enter name and EIN or address of person who previded you disclosures on eligible indirect compensatien

(b) Enter rame 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 indlrect compensation

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

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

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

{b} Enter name and EIN or address of parson who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2021

Page 3 =] |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for these 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 lotal compensation
{l.e., maney or anything else of valug} In connection with services rendered to the plan or thelr position with {he plan during the plan year. (See instructions).

{(a) Enter name and E{N or address {see instructions)

KESTRA INVESTMENT SERVICES LLC

T4-2794194

(b} (c) {d) {e) (h)
Service Retationship to Enter direct bid service provider Did Indirect compensation Enter total indirect Did the service
Code(s) |employer, employee compensalion paid receive indirect include eligible indirect compensation received by |provider give you a

49
55

29

organization, or
person known 1o be
a party-in-interest

by the plan. If none,
enier -0-.

compensalion? (sources
other than pian or plan
sSponsor)

compensation, for which the
plan received lhe required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
{0, Ifnone, enter -0-.

formuia instead of
an amount or
estimated amount?

OTHER
SERVICES

Yes No D

Yes [| Mo ]

9,709

Yes D No @

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

PRINCIPAI: LIFE INSUTRANCE COMPANY 42-0127230
(b) (c) {d) (e) (f g (h)
Service Relationship to Enier direct Did service provider Did indirect compensation Enter totai indirect Did the service
Code(s) ]employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

13
37
50
64

organizalion, ar
person known to be
a party-in-inlerest

by the plan. If none,
enter -0-,

compensation? (sources
other than plan or plan
SpoNsor)

compensation, for which the
plan recelved the required
disclosures?

service provider excluding
eligible indirect
compensation fer which you
answared “Yes" {o element
(fi. If none, enter -0-,

formula instead of
an amount or
estimated amount?

CONTRACT
ADMINISTRATOR

2,397

Yes @ No D

Yes @ No D

Yes E| No lg]

{a) Enter name and EIN or address (see Instruclions)

LINCOLN NATIONAL CCOCRPORATION 35-1140070
(b} (c) (d) {e} () (h}
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Gld the service
Code(s) [employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

13
50

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensalion? (sources
other than pian or plan
sponsar)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes" to element
{f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

NONE

550

Yes No D

Yes f&] No []

Yes I_—_l No E
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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, complate as many entries as needed to list each person recelving, directly or indirectly, $5,000 or more In {otal 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).

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

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter ditect Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensalion paid receive indirect include eliglble indirect compensalion received by |provider give you a

organization, or iby the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known fo be anter -0-, ather than plan or plan plan received the required eligible indirect an amount or
a party-in-inlerest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
{N. if none, enter -0-,
ves [] No[] Yes [ | No [] Yes [| No[]
{(a) Enter name and EIN or address (see instructions)

{b) (c) (d) (e} ] (h)
Service Relationship to Enter diract Did service provider Did Indirect compensation Enter total indirect Did the service
Code(s) |employer, employee| campansation paid recelve indiract inciude eligible indirect compensation received by |pravider give you a

organization, or  {by the plan. [f none,} compensation? (sources j compensation, for which the | service provider excluding | fermula instead of
person known to be enter -C-. other than plan or plan plan received the required eligible Indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you[estimated amount?
answered “Yes" to element
(fy. H nene, enter -0-,
Yes [| No[] Yeos [] No [} ves [] No[]
(a) Enter name and EIN or address (see instructions)

(b) (c}) (d) (e} . g (h)
Service Reiationship to Enter direct Did service pravider Did Indirect compensation Enter total indirect Did the service
Code{s) |employer, employee| compensation pald receive indirect include eligible indirect compensation recelved by |provider give you a

crganization, or
persen known to be
a party-in-interest

by the plan. If none,
enter -0-,

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
aligible indirect
compensation for which you
answered "Yes" to element
{f). if none, enter -0-,

formula instead of
an amount or
estimated amount?

Yes [] No [ ]

Yes D No D

Yes D No D
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| Partl |Service Provider Information (continued)

3. i you reparted on fine 2 receipt of indirect compensation, other than eligible indirect compensation, by & service provider, and the senvice provider Is a fiduciary
or provides contract administralor, consulting, custodial, invesiment advisory, Investment management, broker, or recordkeaping services, answer the following
questions for (a) each source from whom the service provider recaivad $1,000 or mare In indirect compensation and (o} each source for whom the service
providar gave you a formula used to determine the Indirect compensalion instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required Infermation for each source.

(a) Enier service provider name as It apgears on line 2

{b) Service Codes

{c) Enter amount of indirect

(see instructions) compensatlon
49
55
KESTRA INVESTMENT SERVICES LLC 99 9,709

{d) Enter name and EIN (address) of source of indirect compensation

(&) Describe the Indirect compensation, inciuding any
formula used to determine the service provider's eligibilily
for or the amount of the indirect compensation.

PRINCIPAL LIFE INSURANCE COMPANY 42-0127290

COMMISSIONS AND REFERRAL/SERVICE FEE

(@) Enter service provider name as it appears on line 2

(b) Senvice Codes
{see instructions)

{¢) Enter amount of indirect
campeansation

{d) Enter name and EIN (address} of source of indirect compensalion

(e) Describe the indirect compensation, Including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(&) Enter servics provider name as It appears on line 2

{b} Service Codes
{see instructions)

{(c) Enter amount of indirect
compensation

{d} Enter name and EIN (address} of source of indirect compensation

(e} Describe the indirect compensation, including any
farmula used to determine fhe senvice provider's eligibility
for or the amount of the indirect compensation.
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Page 6 -

I Partil | Service Providers Who Fall or Refuse to Provide Information

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

this Schedute.
{a) Enter name and EIN or address of service provider (see {b) Naiure of | {€) Describe the informatien that the service provider failed or refused to
insfructions) Service provide
Code(s)

(@) Enter name and EIN or address of service provider {see
insfructions)

{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)

(¢} Descrive 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
Senvice
Cede(s)

(¢} 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
Coda(s)

{c) Describe the Information that the sesvice provider failed er refused to
provide

(&) Enter name and EfiN or addrass of service provider (see
instructions}

(b} Nature of
Service
Coda{s)

(€) Describe the information that the service provider falled or refused to
provide
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Part lli | 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:
G Position:
d  Address: @ Telephone:
Explanation:
a Name: b EIN; }
C Position: |
d  Address: e Telephone:
Explanation:
a Name: b EN:
C  Posltion:
d  Address: e Telephone:

Explanation:




SCHEDULE H
(Form 5500)

Depariment of the Treasury
inlernal Ravenua Service

Departmant of Labor
Employea 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).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2021

This Form is Open to Public

Penslon Benafit Guaranty Corporation Inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B  Threedigit
LA CLINICA DEL PUEBLO 403 (B) plan number (PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN}
La Clinica del Pueblo 52-1942551

[ Part | |Asset and Liahility Statement

1 Cusrent value of plan assets and labilities at the beginning and end of the plan year. Combine the value of plan assets held In more than one frust. Report
tha value of the plan's interest in a commingted fund containing the assels of more than one plan on a jine-by-line basis unless the value Is reporiable on
lines 16(8) through 1c{14). Do not enter the value of that portion of an insurance contract which guarantees, during this pian year, to pay a specific dellar
benefit at a fulure date. Round off amounts 1o the nearest dollar. MTiAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), {8}, 1g, ih,
and 1i, CCTs, PSAs, and 103-12 iEs also de not complete lines 1d and 1e. See instructions.

Assets (ay Beginning of Year {b) End of Year
a Total nonintaresi-bearing cash..........ccc i 1a
b Receivables (fess allowance for doubtful accounts):
(1) EMDIOYEE CONITBULONS wunrverrvverrseeeeereeieseecoesreessssssessssess 1 eessssesassinssseens 1b({1) o 0
(2) Participant contibUBONS......ccoieisn i cins s s e 1h{2)
{B) OUNET oot e etassss st bt e saas bbb ks aa b et 1b{3)
G General investments:
(1) Enterest-bfaaring cash (include money market accounts & cerlificales 1efh)
OF dEPOSIE) ... b
(2) U.S. GOVEIMIMENE SEOUTHES 1.vvvcverriiisiersssrceienssesssssassssmssssscsssesesentarsens 1e(2)
(3) Corporate debt instruments (other than employer securities):
{A) PRETRITET c.vueesveeressreisressrs v rassa et sessssssesseseat ssserases s siesesenssenearsass 1c(3}(A)
(B) AILONET. cccorveceeee e eveesenssensnsssssstsessassssssssnsssmssnssssomemnense | 1CLONE)
{4) Corporate stocks (other than employer securities):
{A) Preferred... 1¢(4)(A)
{B) COMIMON corsrovivescoceserssessssenscssecnssessrsssssessssessissssnsssssssssnsrcmnnsnns | _TCEH(B)
(5) Partaership/oint VENIUNE INEEFESS wuuerceiisseseessrrssssssssseressssssinnsarees 1¢(8)
(6) Real estate {other than employer real Property} .......esessesesssinrses 1¢(6)
{7) Loans (other than {0 PATHCIPANIS) c..cwceriiverssrsecevesisesieerssnseeassesseenssneres 1¢(7)
{8) ParliGiPANT IOANS 1uv.vrvervesriiereoressrsersssisssssssssosssnssrbssssssssassnesssssssssessessans 1c(8} 61,873 90,886
{9) Value of interest in common/collactive TTUSIS i rieessissrssserenens te(8)
{10} Value of interest in paoled Separate a6COUNLS ..o iveeersrereresenseneenes 1¢(10})
{11} Value of Interest in master trust Investmant 2ccoUNtS ....cceciiicerninns 1e(11)
{12) Value of interest In 103-12 Investment entities 1¢(12)
ey o o e CoPaios (80, Tt te(13) 2,059,199 2,326,913
{14} \ézlrij‘?agg;?ds held in Insurance company general accotJr?t (unallocated 1e(14) 624,904 665,342
(5] OB o rvriitsis s ss s srrsss s b esa b s bbb et 16(16)

For Paperwork Reduction Act Notice, sea the Instructions for Form 5500,

Schedule H {Form 5500) 2021
v, 201209
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1d Employer-related investments: {a) Beginning of Year {b) End of Year
(1} Emplayer securities 1d{1)
{2) EMPIOYET @8] PIOPBIY .. eurerereereermaresietieisees e amseesseeeesnsaeeestressessees 1d(2)
€ Buiidings and other property used in plan operation ... 1e
f Total assets (add alf amounts in ines 1a through 1) eee.eeececievre e eeeenens if 2,745,976 3,083,141
Liahilities
g Benefll claims payable .....wineemmieeranens 19
D Operating Payablas ... ...ooerreerere sttt se s th
i ACQUISTON INAEBIBANESES . cveiireres e veees eneseresees st oo s scrsassiases s 1i
J  Other lBIHIES. .. cococvversereceriesenses st sssnase s s sssssss s s s s 1j
k Total liablities (add all amounts in lines 1g through1j) v insncnienn 1k 0 0
Net Assets
[ Net assels (sublract Ene 1k from Hne ..o, 1l I 2,745,976 3,083,141

lPart 1 llncome 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 malmained
fund(s} and any paymenisfreceipis 1o/from insurance carriers. Round off amounts 1o the nearest doliar, MTIAs, CCTs, PSAs, and 103-12 IEs do not

a

complete lines 2a, 2b(1}(E), 2Ze, 2f, and 2g.

Income

Contrlbutions:
{1) Recelved or receivable in cash from: (A} EMployers ...

{B) Participants ...,

{C) Ofthers {including rolovers}
{2) Noncash contribulions ... e s,
{3} Total contributions. Add lines 2a(1}{A)}, (B}, {C), and line 2a(2) ........c....
Earnings on investiments:

{1) Interest:
(A) Interest-bearing cash (sncludmg money market accounts and
certificates of deposit)...

{B) U.S. Government SECUNES (..o ssssss
{C} Corporale debl instruments ...t e
{D} Loans {other than to particlpants) ....

{E) Participant [0ans......ccoiei i
[F) OB covciccert et rrsssessses s st srsresss st bt sss b v rnseat et snssenson
(G} Total interest. Add lines 2b(1){(A) through (F).......ccevvrniiinnn
{2) Dividends: (A) Preferred stoch.. ..o e
{B) Common stock
{C) Registered investment company shares {e.g. mutual funds)..........
{D} Total dividends, Add tines 2b{2}{A), (B), and (C}
(3} RENIS 1oiiierrniiims e s s s s snsaas b e e
(4} Net gain (loss) on sale of assets: (A) Aggregate proceeds i,
(B} Aggregate carrying amount (see instructions)
(C) Sublract iine 2b{4)(B) from line 2b{4){A) and enter result..............
{5) Unrealized appreciation (depreciation) of assets: (A) Real estate ...,

(B) Other...

(C) Total unreahzed appreclation of assets
Add lines 2b{E){A} and (B} ...

{a) Amount

{b) Total

2a(1)(A)

61,805

2a(1)(B)

276,312

2a{1}{C)

2a(2)

2a{3)

338,117

2h(1){A}

2b(1){B)

2b(1){C)

2b{1)(D)

Zb{(1)(E)

3,376

28(1)(F)

7,904

2b(1)(G}

10,280

2h{2)(A}

2h{2)(B)

2b{2)(C)

23,028

2b(2{D)

2b(3)

23,028

2b{4)(A)

2b(4)(B}

2b(4)(C}

21(5){A)

2h(5)(B)

2B(5)C)
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(a) Amount {b} Total
(6) Net investment gain {oss) from commen/collective trusis 2h{8)
{7) Net Investment gain {loss) from pooled separate 8CCOUNIS vvvivinien | 2P{7)
{8) Net investment gain (loss) from master trust investment accounts .......... 2h(8)
{9) Net Investment gait (0ss) from 103-12 Investment enfities ... | 20{8)
(10) Net [nvelstment gain {loss) from registered investment 2b{40)
COMPANIES {€.0., MULLAL TUNGS) 1ve.vvvsirorreresieensessrerssnsessssiesessnssssessssesssss 229,199
C Otherincome . R AR AR e e e arRR e 2¢
d Total income. Add all Income amaounis in column (b) and enter mlal .................... 2d 601,624
Expenses
e Benefil payment and payments {o provide benefits:
{1} Direcily to participants or beneficiaries, including direct rollovers............. 2e(1) 261,512
{2} To Insurance carriars for the provision of BENERS ... | 262
{3) Other... s ensrsrnnrs | 20O
{4) Tolal banefit payments. Add lines 2e{1) through {3} ..ccoooeiverenrseiiereas 2e(4) 261,512
f Corrective distributions (S€€ INSIUSHONSY ...vv.vvevecerecerrerssressesnecsrsassssererons 2f
g Certain deemed distributions of participant loans {see instructions)......covveee 2g
Pl IErESt BXPENSE e teerer i rrrsessss e trss s e sss s bbb s s e s st sen s s esencas 2h
i Administrative expenses: (1} Professlonal fees ....wimeinerenmnnonn | 201)
{2) Contract adminISIAtOr B85 ....uirirvesmsisesssisssesseseerssressasssnssssessnns 2i(2)
(3) Investment advisory and MANAGEMEN TEES .....vervsseeeessssieerssrsssmnnens 21(3)
{4) Other... e —— 2i(4) 2,947
(5) Total administrative expenses. Add lines 2i(1) through (4) ... 2i(s} 2,947
I Total expenses. Add alf expense amounts in column (b) and enter total....... 2 264,458
Net Income and Reconciliation
K Netincome (loss). SUblract N 2 from HNe 2. s ssosssssssmssssesess 2K 337,165
1 Transfers of assets:
(1) To this plan......... 2(hH 0
(2) From this plan.... 2(2) 0

Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is allached to this Form 5500, Complete iine 3d If an opinion is not

attachad,

& The allached opinion of an indepandent qualified public accountant for this plan Is (see instructions).
M [] Unmodifled  (2)[] Qualified (3) [l Disciaimer @[] Adverse

b Check the appropriate box(es) to indicate whather 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.

(1) [ DOL Reguiation 2620.103-8 (2)[ ] DOL Regutation 2520.103-12(d) (3) [ | naither 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: COUNCILOR BUCHANAN MITCEELL, CPAS

(2) EIN:52-1711839

d The opinion of an independent qualified public accountant is not attached because:
{1) [] This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 65090 pursuant te 28 CFR 2520,104-50.

| Part IV ]Compliance Questions

4

CCTs and PSAs do not complete Part IV, MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 41, 4g, 4h, 4k, 4m, 4n, or 5,

103-12 |Es also do not complete lines 4j and 41. MTIAs also do not complete line 41,

During the plan yean

Was there a failure to transmit ta the plan any participant confributions within the time

period described in 29 CFR 2510.3-102? Continue ta answer “Yes” for any prior year failures until
fully corrected. (See Instructions and DOL’s Voluntary Flduciary Correction Program.) e,

Yes

No

Amount

4a| %

101
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Yes No Amount
b Were any loans by the plan or fixed Income obtigations due the plan in default as of the
close of the plan year or classified durlng the year as uncollectible? Disregard parlicipant foans
secured by parﬂcipant s account balance. (Attach Schedule G (Fcrm 5500) Part 1 if "Yes" is
checked.) ... 4b X
¢  Were any leases o which the plan was a parly in defaull or classified during the year as
uncalleciible? (Attach Schedule G (Form 5500} Part Il if "Yes” is chacked.) .......... ] 4c X
d  Were there any nonexempt transactions with any party-In-interest? (Da not Include transastions
reparted on line 4a, Altach Schedule G (Form 5500} Part It if “Yes"is
checked.) ... e [OOSR .| 4d X
e  Was this plan covered by a fIAelY BONG?.....vvvvrveveiensiinerssissssssserersrerssossvrseseessesssssossesiesseressinnnoens | 48 | 2 250,000
f  Did the pian have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
FAUCQ OF AISHONESIY? oivrriviirn s sn e sssesse s ab s sbsessrassss srnessstessnsesssesssnssssessssenmsnennsseesenntess | 4 X
g Did the plan hold any assets whose current value was neither readily determinabie on an
established market nor set by an independent third parly appraiser? ... | 4g X
h  Did the plan receive any noncash sonltributions whose value was neither readily
determinable cn an established market nor set by an independent third parly appraiser? .................. 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assels if "Yes" is checked, and
see instructions for formal FeQUITEMENTS. ). ..o e e e rr e e s be s aean 4i X
i Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assefs? (Atlach schedule of transactions if "Yes” is checked and
see instructions for format requUIremants.}....c....cvvivmcnr e | 4] X
K Were all the plan assets either distributed to particlpants or beneficiaries, transferred to another
plan, or brought under the contro! of the PBGC? ...t resiines s srssesnrenrenns | 4K X
| Has the plan failed to provide any benefit when due under the plan? ..o, 4 X
m  If this is an individual account plan, was there a blackout period? (See instructions and 25 CFR
P2 LG T OSSN 4m X
B If 4m was answered "Yes,” check the "Yes" box If you either provided the required notice or one of
the exceplions lo providing the notice applied under 28 CFR 2520,10%-3....c.vccevvniiniiiemasmsnninn | 48
Ba  Has a resolution to terminate the plan been adopted during the plan year or any prior pian year?........ D Yes Na
If“Yes,” enter the amount of any plan assets that reverted fo the employer this year
5b  If, during this plan year, any assets or kabilifies were transferred from this plan to another plan(s), identify the plan{s} to which assets or liabilities were

transferred. (See Instructions.)

Bb{1) Name of plan(s)

5h(2) EIN(S) 5h(3) PN(s)

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

instructions.) .

e D Yes DNO DNoldetermmed
i “Yes”is checked enter the My F’AA conf rmatlon number from the PBGC premiun flmg for thls pian year




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2021
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Senice Employee Retirement incoma Security Act of 1974 (ERISA) and section

6058(a) of the Infernal Revenue Cede (the Code).

Depariment of Labor .
" This Fonmn is Open to Public
Enployee Benefits Securty Administretion P File as an attachment to Form 5500. inspection,
Pension Benafit Guaranty Corporation
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B ‘threedigit
LA CLINICA DEL PUEBLO 403 (B) plan number
(PN} ) 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EHN)
La Clinica del Pueblo 52-1542551

Part! Distributions

All references to distributions relate only to payments of henefits during the plan year.

1 Total value of distributions pald in proper’(y other than In cash or the forms of prr}perty spemfed in the 4
instructions., PO 4]

2 Enler the EIN(s) of payor{s) who paid benefits on behalf of the plan to participants or baneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EINGs): 35-0472300 42-0127290

Proflt-sharing plans, ESOPs, and stock bonus plans, skip line 3,

3 Number of participants (living or deceased) whose benefits were distribuled in a single sum, during the plan 3

Part il Funding Information (i the plan Is not subject 1o the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA seclion 302, skip this Part.)

4  Is the plan administrator making an election urkter Code section 412(d)2) or ERISA section 302()(2)7 .vveereveemecrsirn [] Yes [] No [ wa
If the plan |s a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instrucliens and enter the date of the ruling letter granting the waiver. Date: Month Day Year

If you completed line 6, complete lines 3, 9, and 10 of Schedule MB and do not complete the rematnder of this schedule.

6 a Enter the minimum required contribution for this plan year {include any prior year accumulated funding

, 8a
AEBICIENGCY NOUWAIVEA ) 1vvvvrnureererssnssnerssssssssassssssssssssresssssssssessos s et xessssss 5558168 renen s cteaees st boss s

b Enter the amount contributed by the employer 1o the plan or this PIN YEAN . ceerernnnrersreesessieses &b

C Subtract the amount In line 6b from the amount in line Ba. Enler the result
{enter a minus sign to the left of a negative amount)......ccov o 8¢

If you completad line B¢, skip lines 8 and 9,
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ..o vvvcvn e revecriinniisconns [] Yes [] No [] na

8 i achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic app;oval for the change or a class ruling Ietler, does the plan sponsor or pian
administrator agree with the change? ... - D Yes D No [l NIA

l Part Il EAmendments

9  ifthis Is a defined benefit pension plan, were any amendments adopted during this plan

year that Increased or decreased the value of benefils? If yes, check the appropriate
Box. If N0, Chack the N0 DOX.. . i rrecrcerr e e s s aran e D Incroase D Decrease D Both I:I No
| PartlV | ESOPSs (see instructions). If this Is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Cade, skip this Part.
10 Were unallocated employer securities or proceeds from the sale of unatlocated securitles Used to repay any exempt 10an? ..., D Yes I:l No
11 @8 DOES 1he ESOP ol BNY PIERITEA SIOCK? ..vvorrsieveessses crsesressessesesssresssssssesesssessssessssssssssssesssssssesssssessstassaniessessssssssssesssarasssssace [Jves [] Mo
b Ifthe ESOP has an outstanding exernpt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No
{See Instruclions for definition of "DACK-10-DACK" 108N teauiiviiii i inesrrarrass s e tiee s s e irster et sr st sas sreeaen e srs e
12  Doss the ESOP hold any stock that is noi readily tradable on an establishad secunilles MAarkel? .. e cceeiee v ceres e eeees D Yes |:| No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule R {Form 5500) 2021

v, 201209
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following Infarmation 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 eniries as needed fo report all applicable employers.

a Name of contributing employer
b EIN ¢ Doliar amount contributed by employer
d  Date collective bargalning agreemeant expires (if employer contribuies under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enler the applicable date.) Month Day Year
€  Contrbution rate Information (If more than one rafe applies, check this box D and see insfructions regarding required affachment. Otherwise,
complete lines 13e(1} and 13e{2).}
(1) Contribution rate (in doflars and cents)
R {2) Base unit measure: D Hourly D Weekly [:| Unit of production D Other (specify):
a Name of contribuling employer
h EN ¢ Dollar amount coniribuled by emplaoyer
d Date collective bargaining agreement expires {If employer contributes under more than one collective bargaining agreement, check box D
and see instruclions regarding required altachment. Otherwise, enter the applicable date.) Month Day Year
€ Contribution rale information (i more than one rate applies, check this box [I and see instruclions regarding required affachment. Ofherwise,
complete fines 13e(1} and 13e(2).}
{1}  Contribution rate {in dollars and cants}
(2) Base unit measure: D Hourly D Weekly D Unit of production D Clher {specify).
a Name of contributing employer
b EIN ¢ Dollar amount contributed by emplayer
d  Date collective bargaining agreement axpires (/f employer contributes under more than one coliective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enfer the applicable date.) Month Day Year
e  Contribution rate Information {if more than one rate appiies, check this box I_—_| and seea instructions regarding required attachmeni. Otherwise,
complete lines 13e(1) and 13¢(2).)
(1) Contribution rate {n dollars and cents)
(2) Base unit measure: D Hourly ]:l Weaekly D Unit of production D Other (specify):
&  Name of contributing employer
b EIN ¢ DPollar amount contributed by employer
d  Date collective bargaining agreement expires (If employer confributes under mare than one collective bargaining agreement, check box D
and see instructions regarding required atfachment. Otherwise, enter the applicable date,} Month Day Year
€ Canirbution rate information (#f more than one rate appiies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (In dollars and cents) :
(2) Base unit measure: D Hourly D Weekiy D Unit of production D Other (specify):
a_ Name of contributing employer
bh EN ¢ Dollar amount contributed by employer
d Date collective bargaining agresment expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the appiicable date.) Month Day Year
€ Contribution rate Information (If more than one rale applies, check this box D and see inslructions regarding required atfachment. Otherwise,
complete lines 13e(1} and 13a(2).)
{1)  Contribution rate {in dollars and cents)
(2) Baseunlimeasure:[ ] Hourly [ weekly  [1 Unitofproduction | ] Other (specify):
a Name of contributing employer
b EIN ¢ Dollar amouni contributed by employer
d Date collective bargaining agreement expires (if empioyer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required atfachment, Otherwise, enter the applicable date.)] Month Day Year
e  Conlribution rate information (If more than one rate appiies, check this box B and see instructions regarding required attachment. Otherwise,

complete lines 13e{1) and 13e(2}.)
(1)  Contribullon rate (in doilars and cents)

(2) Baseunitmeasure:[| Houly  [| Weekly | ] Unitofproduction [ Other (specify):
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14  Enter the number of defarred vesled and relired paricipants (Inactive participanis), as of the beginning of the
plan year, whose contributing empleyer is no longer making contributions to the plan for:

& The curreni plan year. Check the box to indicate the counting method used to determine the number of

inactive participants; [] fast contributing employer D alternative D reasonable approximation {see 14a
Instructions for reguired attachment)........occc i

b The plan yearimmediately preceding the current plan year. D Check the box if the nuntber reporled is a 14b
change from what was previously reported (see insiructions for required altachment)......c..ccoinnmee .

G The second preceding plan year. D Check the box if the number reported is a change from whal was 14¢

previcusly reported {see insirucions for required attachment).......oviiiiinini e

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:

& The corresponding number for the plan year immediately preceding the currerd plan Year.....vvmnin, 18a

b The coresponding number for the second preceding DIAN YEAT ... rss sesrrsssrssesssesarssssnssssssssssnsis 15h
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 16a

b Ifline 16a Is greater than 0, enter the aggregate amount of withdrawal fiabllity assessed or estimated lobe | 4gh

assessed against sUCh WHhdrawn emplOYEIS . i sessss syt e sra s aenrceesasmnaaes

17 If assels and Kabilities from another pian have been fransferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an AHACHMENL ...t e e e e

| PartVi | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any Habilities tc participants or their beneficiaries under the plan as of the end of the plan year consist {in whole orin pari} of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, chack box and see Instructions regarding supplemental
information ta be included as an AHACKHIIENL ... s et e c e e e e h e e e bbb na b

19 H the total number of participants is 1,000 or more, complete lines (a) through {(c)

a  Enter the percentage of plan assets held as:

Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b Provide the average duration of the combined investment-grade and high-yield debt:

[] 0-3 years D 3-G years D 6-9 years D 9-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
¢ What duration measure was used to calculate line 19(b)?

D Effective duration D Macaulay duration D Modified duration D Other (specify):

20 PBGC missed contribution reporting requirements. i this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.

a
b

Is the amount of unpaid minimum required contributions for afl years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No

Iffine 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) andfor 303(k){4)? Chack the applicable box:

[l ves.

D No. Reporting was waived under 28 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 vet ended, and the spensor intends to make a contribufion equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date,

|:| No. Other. Pravide explanation




Form 5500 annual return/Report of Employee Benefit Plan

Schedule H Line 4i - Schedule of Assets (Held at End of Year)

See Supplemental Schedule attached with IQPA Opinion and Financial Statements.



