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

sections 6057(b) and 6058(a) of

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

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

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 a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)

[ ] a DFE (specify)
D the final return/report

D a short plan year return/report (less than 12 months)

D automatic extension

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
SAINT AGNES MEDICAL PROVIDERS 401(K) PLAN

1b Three-digit plan

number (PN) »

001

1c Effective date of plan

08/01/2013

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)

SAINT AGNES MEDICAL PROVIDERS

1111 E SPRUCE AVE., SUITE 431
FRESNO, CA 93720

2b Employer Identification
Number (EIN)

46-1465093

2c Plan Sponsor’s telephone
number

559-450-2454

2d Business code (see
instructions)

621111

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. 10/04/2022 STEPHEN SOLDO
Signature of plan administrator Date Enter name of individual signing as plan administrator
Ifllzi"é Filed with authorized/valid electronic signature. 10/04/2022 STEPHEN SOLDO
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
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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 ‘ 171
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) 111
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeirriiieiriiecesee e 6a(2) 114
b Retired or separated participants reCeIVING DENEFILS................coviveviviieereeeeeee et eeee et ettt ee e st eees st e e aesess e s eneseseseas 6b 0
C Other retired or separated participants entitled to future DENEItS ............oiii i 6¢C 59
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 173
€ 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 173
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 69 147
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 23 2K 3D
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 ©) _1_ 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




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

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

OMB No. 1210-0110

2021

This Form is Open to Public

pursuant to ERISA section 103(a)(2). 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
SAINT AGNES MEDICAL PROVIDERS 401(K) PLAN plan number (PN) 4 001

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

SAINT AGNES MEDICAL PROVIDERS

46-1465093

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 Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
NATIONWIDE LIFE INSURANCE CO

(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
31-4156830 66869 606-80034 147 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

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

LPL FINANCIAL,

LLC

COMMISSIONS DEPT
4707 EXECUTIVE DR
SAN DIEGO, CA 92121

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3

(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

this report.

Investment and Annuity Contract Information
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 252951
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 0f the PrEVIOUS YEA ...............c.ccovvririuieeeeeeeeeereerereeeeeeieeesesesesereeeaeesisiessseneneneneseeeeeasasssnessnans 7b 315522
C  Additions: (1) Contributions deposited during the year ...............cococevevvenn. 7c(1) 51681
(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) 4632
(4) Transferred from SEParate aCCOUNL ................ceeereeereeereseeseeeeesseeeeneenas 7c(4) 15103
(5) Other (SPECITY BEIOW) ...ttt 7c(5) 376705
» ROLLOVER
(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) 448121
d Total of balance and additions (2dd INES 70 AN 7C(B)). ....veuvveveueeeeeeeeeeeeeeee et | 7d 763643
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 1538
(2) Administration charge made by carrier 7e(2) 1361
(3) Transferred to separate account .| 7e(3) 507793
(4) Other (SPECITY DEIOW) .........ovveeveeeee oo 7e(4)
4
(5) TOUAI AEAUCHIONS -.v.vv-eeeecesie sttt e bbb 7¢e(5) 510692
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeieeeereeeseieeeereneeennn. 7f 252951
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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. »




H H H OMB No. 1210-0110
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?:ﬂl;nggcﬁrilyaAg;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
SAINT AGNES MEDICAL PROVIDERS 401(K) PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SAINT AGNES MEDICAL PROVIDERS 46-1465093

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




Schedule C (Form 5500) 2021
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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)

NATIONWIDE

31-4156830

ONE NATIONWIDE PLAZA
COLUMBUS, OH 43215

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none

(e)
Did service provider
receive indirect

,| compensation? (sources

)
Did indirect compensation
include eligible indirect
compensation, for which the

(9)

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
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-.
15 INVESTMENT 46760 0
CUSTODIAN

Yes No D

Yes No D

Yes D No

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

REGENCY INVESTMENT ADVISORS

77-0034491

1312 W HERNDON AVE
FRESNO, CA 93711

(b)

(c)

(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
(f). If none, enter -0-.
22 26 27 BROKER, 39347 0
ADVISOR Yes [| No Yes [| No Yes [| No
() Enter name and EIN or address (see instructions)
NEXUS ADMINISTRATORS, INC 7525 N CEDAR AVE
SUITE 109
FRESNO, CA 93720
77-0586222
(b) (c) (d) (e) ) (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

organization, or
person 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?

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

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

13

CONTRACT
ADMINISTRATOR

1825

Yes D No

Yes D No

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 (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

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

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

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

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

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part 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
SAINT AGNES MEDICAL PROVIDERS 401(K) PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
SAINT AGNES MEDICAL PROVIDERS

D Employer Identification Number (EIN)
46-1465093

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) 226145 91818
(2) Participant CONtHBULONS...............coevevereieeseeeseeeeeeeseeesess s 1b(2) 231 10281
(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) 0 85825
(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) 9477703 12758550
(14) \é(e;lnut?ac(;{;;nds held in insurance company general account (unallocated 1c(14) 315522 252951
(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

10019601

13199425

19

1h

1i

1j

1k

u |

10019601

13199425

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)

91818

2a(1)(B)

1725451

2a(1)(C)

432198

2a(2)

2a(3)

2249467

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

1636

2b(1)(F)

2b(1)(G)

1636

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

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) 1576557
C OtherinCOME ......ooiiiiiiie it 2c
d Total income. Add all income amounts in column (b) and enter total.................... 2d 3827660
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 559904
(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) ..........ccoveerverreneenne. 2e(4) 559904
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) 87932
(3) Investment advisory and management fees ............coovoeveeeueeereesereesennan. 2i(3)
(B) OtNET ...ttt et 2i(4) 0
(5) Total administrative expenses. Add lines 2i(1) through (4) .............cc....... 2i(5) 87932
j Total expenses. Add all expense amounts in column (b) and enter total....... 2j 647836
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from N 2d...........ccooweemeerveeeeeeressssssssssssenen 2k 3179824
| Transfers of assets:
(1) TO RIS PIAN..... oot 2i(1)
(2) From this Plan .........uiiiiie et 21(2)

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) [X| unmodified ([ | Qualified (3) [ ] Disclaimer @ [ ] Adverse

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

(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: MOSS, ADAMS, LLP (2) EIN: 91-0189318

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 10512
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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 500000
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




SCHEDULE R Retirement Plan Information OME 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 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
SAINT AGNES MEDICAL PROVIDERS 401(K) PLAN plan number
(PN) 4 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SAINT AGNES MEDICAL PROVIDERS 46-1465093
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): 31-4156830

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
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

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

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):
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14 Enter the number of 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
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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 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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@ MOSSADAMS

Report of Independent Auditors

The Trustee
Saint Agnes Medical Providers 401(k) Plan

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

We have performed an audit of the financial statements of Saint Agnes Medical Providers 401(k) 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 financial statements.

Management, having determined it is permissible in the circumstances, has elected to have the audit
of the 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 certifications from qualified institutions as of and for the year ended
December 31, 2021, stating that the certified investment information, as described in Note 7 to the
financial statements, is complete and accurate.

Opinion

In our opinion, based on our audit and on the procedures performed as described in the Auditor’s
Responsibilities for the Audit of the Financial Statements section

e the amounts and disclosures in the accompanying 2021 financial statements, other than those
agreed to or derived from the certified investment information, are presented fairly, in all
material respects, in accordance with accounting principles generally accepted in the United
States of America (GAAP).



¢ the information in the accompanying 2021 financial statements related to assets held by and
certified to by qualified institutions agrees to, or is derived from, in all material respects, the
information prepared and certified by institutions that management determined meets the
requirements of ERISA Section 103(a)(3)(C).

Basts for Opinion

We conducted our audit in accordance with auditing standards generally accepted in the United States
of America (GAAS). Our responsibilities under those standards are further described in the Auditor's
Responsibilities for the Audit of the Financial Statements section of our report. We are required to be
independent of Saint Agnes Medical Providers 401(k) Plan and to meet our other ethical
responsibilities, in accordance with the relevant ethical requirements relating to our audit. We believe
that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our ERISA
Section 103(a)(3)(C) audit opinion.

Responsibilities of Management for the Financial Statements

Management is responsible for the preparation and fair presentation of the financial statements in
accordance with GAAP, 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 Saint Agnes Medical
Providers 401(k) Plan’s ability to continue as a going concern within one year after the date that the
financial statements are available to be 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 Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit section of our
report, our objectives are to obtain reasonable assurance about whether the financial statements as a
whole are free from material misstatement, whether due to fraud or error, and to issue an auditor’s
report that includes our opinion. Reasonable assurance is a high level of assurance but is not absolute
assurance and therefore is not a guarantee that an audit conducted in accordance with GAAS will
always detect a material misstatement when it exists. The risk of not detecting a material misstatement
resulting from fraud is higher than for one resulting from error, as fraud may involve collusion, forgery,
intentional omissions, misrepresentations, or the override of internal control. Misstatements are
considered material if there is a substantial likelihood that, individually or in the aggregate, they would
influence the judgment made by a reasonable user based on the financial statements.

In performing an audit in accordance with GAAS, we:

o Exercise professional judgment and maintain professional skepticism throughout the audit.



o |dentify and assess the risks of material misstatement of the financial statements, whether due
to fraud or error, and design and perform audit procedures responsive to those risks. Such
procedures include examining, on a test basis, evidence regarding the amounts and
disclosures in the financial statements.

e Obtain an understanding of internal control relevant to the audit in order to design audit
procedures that are appropriate in the circumstances, but not for the purpose of expressing an
opinion on the effectiveness of Saint Agnes Medical Providers 401(k) Plan’s internal control.
Accordingly, no such opinion is expressed.

e Evaluate the appropriateness of accounting policies used and the reasonableness of significant
accounting estimates made by management, as well as evaluate the overall presentation of
the financial statements.

e Conclude whether, in our judgment, there are conditions or events, considered in the
aggregate, that raise substantial doubt about Saint Agnes Medical Providers 401(k) Plan’s
ability to continue as a going concern for a reasonable period of time.

Our audit did not extend to the certified investment information, except for obtaining and reading the
certifications, comparing the certified investment information with the related information presented and
disclosed in the 2021 financial statements, and reading the disclosures relating to the certified
investment information to assess whether they are in accordance with the presentation and disclosure
requirements of GAAP.

Accordingly, the objective of an ERISA Section 103(a)(3)(C) audit is not to express an opinion about
whether the financial statements as a whole are presented fairly, in all material respects, in accordance
with GAAP.

We are required to communicate with those charged with governance regarding, among other matters,
the planned scope and timing of the audit, significant audit findings, and certain internal control-related
matters that we identified during the audit.

Other Matters

Supplemental Schedules Required by ERISA

The Schedule H, Line 4(a) - schedule of delinquent participant contributions and the Schedule H, Line
4(i) - schedule of assets (held at end of year) as of and for the year ended December 31, 2021, are
presented for purposes of additional analysis and are not a required part of the financial statements
but are 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 from and relates directly to the underlying accounting and other records used to prepare the
financial statements. The information included in the supplemental schedules, other than that agreed
to or derived from the certified investment information, has been subjected to the auditing procedures
applied in the audit of the financial statements and certain additional procedures, including comparing
and reconciling such information directly to the underlying accounting and other records used to
prepare the financial statements or to the financial statements themselves, and other additional
procedures in accordance with GAAS. For information included in the supplemental schedules that
agreed to or is derived from the certified investment information, we compared such information to the
related certified investment information.



In forming our opinion on the supplemental schedules, we evaluated whether the supplemental
schedules, other than the information agreed to or derived from the certified investment information,
including their form and content, are presented in conformity with the Department of Labor’s Rules and
Regulations for Reporting and Disclosure under ERISA.

In our opinion

e the form and content of the supplemental schedules, other than the information in the
supplemental schedules that agreed to or is derived from the certified investment information,
are presented, in all material respects, in conformity with the Department of Labor’s Rules and
Regulations for Reporting and Disclosures under ERISA.

e the information in the supplemental schedules related to assets held by and certified to by
qualified institutions agrees to, or is derived from, in all material respects, the information
prepared and certified by institutions that management determined meets the requirements of
ERISA Section 103(a)(3)(C).

Auditor’s Report on the 2020 Financial Statements

We were engaged to audit the 2020 financial statements of Saint Aghes Medical Providers 401(k) 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. In our report
dated October 14, 2021, we indicated that (a) 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, and (b)
the form and content of the information included in the 2020 financial statements other than that derived
from the certified information were presented in compliance with the Department of Labor’s Rules and
Regulations for Reporting and Disclosure under ERISA.

R T

Fresno, California
September 23, 2022
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Saint Agnes Medical Providers 401(k) Plan
Statements of Net Assets Available for Benefits
December 31, 2021 and 2020

2021 2020
ASSETS
Registered investment companies, at fair value $ 12,758,550 $ 9,477,703
Guaranteed investment contract, at contract value 252,951 315,522
Total investments 13,011,501 9,793,225
Receivables
Notes receivable from participants 85,825 -
Participant contributions 10,281 231
Employer contributions 91,818 226,145
Total receivables 187,924 226,376
TOTAL ASSETS 13,199,425 10,019,601
NET ASSETS AVAILABLE FOR BENEFITS $ 13,199,425 $ 10,019,601

6 See accompanying notes.




Saint Agnes Medical Providers 401(k) Plan
Statement of Changes in Net Assets Available for Benefits
Year Ended December 31, 2021

ADDITIONS TO NET ASSETS ATTRIBUTED TO
Investment income

Net appreciation in fair value of investments $ 1,576,557
Less investment expenses (46,760)
Net investment income 1,529,797
Interest income on notes receivable from participants 1,636
Contributions
Participant 1,725,451
Employer 91,818
Rollovers 432,198
Total contributions 2,249,467
Total additions 3,780,900
DEDUCTIONS FROM NET ASSETS ATTRIBUTED TO
Benefits paid to participants 559,904
Administrative expenses 41,172
Total deductions 601,076
CHANGE IN NET ASSETS 3,179,824
NET ASSETS AVAILABLE FOR BENEFITS
Beginning of year 10,019,601
End of year $ 13,199,425
See accompanying notes. 7




Saint Agnes Medical Providers 401(k) Plan
Notes to Financial Statements

NOTE 1 — DESCRIPTION OF PLAN

The following description of the Saint Agnes Medical Providers 401(k) Plan (the Plan) provides only general
information. Participants should refer to the plan agreement, as amended, for a more complete description of Plan
provisions.

General — The Plan is a 401(k) salary deferral and profit sharing plan covering substantially all employees of
Saint Agnes Medical Providers, and is subject to provisions of the Employee Retirement Income Security Act of
1974 (ERISA). Saint Agnes Medical Providers (the Company) is the Plan’s sponsor and serves as plan
administrator.

Eligibility — Employees of the Company are eligible to participate in the Plan upon hire. Eligible employees may
elect to participate on the first day of the following month after becoming eligible for participant and safe harbor
contributions, and on January 1 or July 1, after becoming eligible for employer match and nonelective
contributions. Highly compensated employees are ineligible to receive employer contributions.

Contributions

Participant contributions — Each year, participants may contribute between 1% and 100% of pretax annual
compensation, as defined in the Plan. Participants may also elect to make Roth contributions utilizing after-tax
contributions. Participants who have attained age 50 before the end of the Plan year are eligible to make catch-up
contributions. Participants may also contribute amounts representing distributions from other qualified defined
benefit or defined contribution plans.

Employer matching and nonelective contributions — The Company may elect to make discretionary matching or
nonelective contributions to the Plan. Matching contributions are contributed to participants based on elective
deferrals during the Plan year. Nonelective contributions are allocated to participants based on classification as
defined in the Plan. There were no matching or nonelective contributions for the year ended December 31, 2021.

Employer safe harbor — The Company also makes safe harbor contributions equal to 100% of the first 4% of
compensation deferred, regardless of the employee’s hours of service or employment on the last day of the Plan
year. The safe harbor contribution for the year ended December 31, 2021, was $91,818.

Contributions are subject to regulatory limitations.

Participant accounts — Each participant’s account is credited with the participant’s contributions and Company
matching and safe harbor contributions, as well as allocations of the Company’s nonelective contributions and
Plan earnings. Participant accounts are charged with an allocation of administrative expenses that are paid by the
Plan. Allocations are based on participant earnings, account balances, or specific participant transactions, as
defined. The benefit to which a participant is entitled is the benefit that can be provided from the participant’s
vested account. Participants direct the investment of their account into various investment options offered by the
Plan.




Saint Agnes Medical Providers 401(k) Plan
Notes to Financial Statements

Vesting — Participants are vested immediately in their contributions and safe harbor contributions plus actual
earnings thereon. Participants vest in the Company’s matching and nonelective contributions based on the
following schedule:

Vesting
Years of Service Percentage

Less than 2 0%
2 20%
3 40%
4 60%
5 80%

6 or more 100%

Notes receivable from participants — Participants may borrow from their accounts a minimum of $1,000 up to a
maximum equal to the lesser of $50,000 or 50% of their vested account balance. The loans are issued by the
Plan and secured by the balance in the participant’s account. All loans must be repaid within a period of five
years, unless the loan is used to purchase a principal residence, in which case, the loan must be repaid within a
reasonable period of time not to exceed 15 years. Under the terms of the Plan agreement, Plan loans will bear a
rate of interest of one percentage point above the prime rate. Principal and interest are paid ratably through bi-
weekly payroll deductions. As of December 31, 2021, the rate of interest on outstanding loans was 4.25% with
maturities through May 2036.

Payment of benefits — On termination of service due to death, disability, retirement, or other reasons, a
participant may elect to receive a lump-sum amount equal to the value of the participant’s vested interest in his or
her account. Unless otherwise elected by the participant, the Plan also automatically distributes amounts to
terminated participants with balances between $200 and $5,000 into an individual retirement account; balances
less than $200 are distributed in a lump-sum amount.

NOTE 2 — SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Basis of accounting — The financial statements have been prepared in accordance with accounting principles
generally accepted in the United States of America (U.S. GAAP), using the accrual method of accounting.

Use of estimates — The preparation of financial statements in conformity with U.S. GAAP requires the use of
estimates and assumptions that may affect certain amounts and disclosures. Accordingly, actual results could
differ from those estimates.

Investment valuation — The investments are reported at fair value and contract value. The Plan’s custodians,
Nationwide Trust Company, FSB (Nationwide), and Nationwide Life Insurance Company (Nationwide Life), certify
the contract value of the guaranteed investment contract and the fair value of all other investments. If available,
guoted market prices are used to value investments.

Fair value is the price that would be received to sell an asset or paid to transfer a liability (the “exit price”) in an
orderly transaction between market participants at the measurement date. See Note 3 for discussion of fair value
measurements.




Saint Agnes Medical Providers 401(k) Plan
Notes to Financial Statements

Contract value is the relevant measurement for assets invested in 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.

Income recognition — Purchases and sales of securities are recorded on a trade-date basis. The net
appreciation in fair value of investments consists of both the realized gains and losses and unrealized
appreciation and depreciation of those investments.

Notes receivable from participants — Notes receivable from participants are measured at amortized cost, which
represents unpaid principal balance plus accrued unpaid interest. Delinquent notes receivable from participants
are reclassified as distributions upon the occurrence of a distributable event, based on the terms of the Plan
agreement. No allowance for credit losses has been recorded as of December 31, 2021 or 2020.

Payment of benefits — Benefits are recorded when paid.

Expenses — Several of the investment fund options are subject to investment and administrative fees based on a
percentage of invested assets, as disclosed in the fund’s prospectus. All such fees are charged directly against
the fund’s investment performance; thus, they are not separately disclosed in the accompanying financial
statements. Participants are assessed separate fees for the administration of loans and repayments thereof, as
well as investment advisory services, and such fees are separately disclosed in the financial statements. All other
administrative expenses related to the Plan are paid by the Plan sponsor.

Subsequent events — Subsequent events are events or transactions that occur after the statement of net assets
available for benefits date but before the financial statements are available to be issued. The Plan recognizes in
the financial statements the effects of all subsequent events that provide additional evidence about conditions that
existed at the date of the statement of net assets available for benefits, including the estimates inherent in the
process of preparing the financial statements. The Plan’s financial statements do not recognize subsequent
events that provide evidence about conditions that did not exist at the date of the statement of net assets
available for benefits but arose after the statement of net assets available for benefits date and before the
financial statements are available to be issued.

The Plan has evaluated subsequent events through September 23, 2022, which is the date the financial
statements were available to be issued.

NOTE 3 — FAIR VALUE MEASUREMENTS

The framework for measuring fair value provides a hierarchy that prioritizes the inputs to valuation techniques
used to measure fair value. The hierarchy gives the highest priority to unadjusted quoted prices in active markets
for identical assets or liabilities (Level 1) and the lowest priority to unobservable inputs (Level 3).

The three levels of the fair value hierarchy are described as follows:

Level 1 — Inputs to the valuation methodology are unadjusted quoted prices for identical assets or liabilities
the Plan has the ability to access.

10




Saint Agnes Medical Providers 401(k) Plan
Notes to Financial Statements

Level 2 — Inputs to the valuation methodology include quoted prices for similar assets or liabilities in active
markets; quoted prices for identical or similar assets or liabilities in inactive markets; inputs other
than quoted prices that are observable for the asset or liability; and 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. Valuation techniqgues maximize the use of relevant
observable inputs and minimize the use of unobservable inputs.

Following is a description of the valuation methodologies used for assets measured at fair value. There have been
no changes in the methodologies used at December 31, 2021 and 2020.

Registered investment companies (mutual funds) — Valued at the daily closing price as reported by the fund.
These funds are required to publish their daily net asset value (NAV) and to transact at that price. The funds held
by the Plan are deemed to be actively traded. Mutual funds held by the Plan are open-end mutual funds that are
registered with the U.S. Securities and Exchange Commission.

The valuation method used by the Plan may produce a fair value calculation that may not be indicative of net-
realizable value or reflective of future fair values. Furthermore, although the Plan believes its valuation method is
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 tables disclose the fair value hierarchy of the Plan’s assets by level as of December 31, 2021 and
2020:
Fair Value Measurement at December 31, 2021

Level 1 Level 2 Level 3 Total
Registered investment companies $ 12,758,550 $ - $ - $ 12,758,550
Total assets in the fair value hierarchy $ 12,758,550 $ - $ - $ 12,758,550

Fair Value Measurement at December 31, 2020

Level 1 Level 2 Level 3 Total
Registered investment companies $ 9,477,703 $ - $ - $ 9,477,703
Total assets in the fair value hierarchy $ 9,477,703 $ - $ - $ 9,477,703

11




Saint Agnes Medical Providers 401(k) Plan
Notes to Financial Statements

NOTE 4 — GUARANTEED INVESTMENT CONTRACT WITH INSURANCE COMPANY

In 2013, the Plan entered into a fully benefit-responsive investment contract (FBRIC) with Nationwide Life.
Nationwide Life maintains the contributions in a general account. The account is credited with earnings on the
underlying investments and charged for participant withdrawals and administrative expenses. The contract issuer
is contractually obligated to repay the principal and a specified interest rate that is guaranteed to the Plan. The
crediting rate is based on a formula established by the contract issuer but may not be less than 2.00%. The
crediting rate is reviewed on a quarterly basis for resetting. The FBRIC does not permit the insurance company to
terminate the agreement prior to the scheduled maturity date.

The contract meets the FBRIC criteria and is therefore reported at contract value. Contract value is the relevant
measure for FBRICs because this is the amount received by participants if they were to initiate permitted
transactions under the terms of the Plan. Contract value, as reported to the Plan by Nationwide Life, represents
contributions made under the contract, plus earnings, less participant withdrawals and administrative expenses.
Participants may ordinarily direct the withdrawal or transfer of all or a portion of their investment at contract value.

The Plan’s ability to receive amounts due is dependent on the issuer’s ability to meet its financial obligations,
which may be affected by future economic and regulatory developments.

Certain events might limit the ability of the Plan to transact at contract value with the issuer. Such events include
the following: (1) amendments to the Plan documents (including complete or partial Plan termination or merger
with another plan), (2) changes to the Plan’s prohibition on competing investment options or deletion of equity
wash provisions, (3) bankruptcy of the Plan sponsor or other Plan sponsor events (for example, divestitures or
spin-offs of a subsidiary) that cause a significant withdrawal from the Plan, (4) the failure of the trust to qualify for
exemption from federal income taxes or any required prohibited transaction exemption under ERISA, or (5)
premature termination of the contract. No events are probable of occurring that might limit the Plan’s ability to
transact at contract value with the contract issuer and that also would limit the ability of the Plan to transact at
contract value with the participants.

In addition, certain events allow the issuer to terminate the contract with the Plan and settle at an amount different
from contract value. Examples of such events include the following: (1) an uncured violation of the Plan’s
investment guidelines, (2) a breach of material obligation under the contract, (3) a material misrepresentation, or
(4) a material amendment to the agreements without the consent of the issuer.

NOTE 5 -TAX STATUS

The Plan document is a prototype standardized defined contribution plan that received a favorable opinion letter
from the Internal Revenue Service on June 30, 2020, which stated that the plan, as then designed, was in
accordance with applicable sections of the Internal Revenue Code (IRC). Although the Plan has been amended
since receiving the determination letter, the plan administrator believes that the Plan is designed and is currently
being operated in compliance with the applicable requirements of the IRC.

In accordance with guidance on accounting for uncertainty in income taxes, the plan administrator has evaluated
the Plan’s tax positions and does not believe the Plan has any uncertain tax positions that require disclosure or
adjustment to the financial statements. The Plan is subject to routine audits by taxing jurisdictions; however, there
are currently no audits for any tax periods in progress.

12




Saint Agnes Medical Providers 401(k) Plan
Notes to Financial Statements

NOTE 6 — RISKS AND UNCERTAINTIES

The Plan invests in various investment securities. Investment securities are exposed to various risks, such as
interest rate, market volatility, and credit risks. It is reasonably possible, given the level of risk associated with
investment securities, that changes in the values of the investments in the near term could materially affect a
participant’s account balance and the amounts reported in the statement of net assets available for benefits.

NOTE 7 — INFORMATION CERTIFIED BY THE CUSTODIANS
The plan administrator has elected the method of compliance permitted by 29 CFR 2520.103-8 of the Department
of Labor's Rules and Regulations for Reporting and Disclosure under ERISA. Accordingly, Nationwide and

Nationwide Life, the custodians of the Plan, have certified to the completeness and accuracy of the following:

o Investments reflected on the accompanying statements of net assets available for benefits as of
December 31, 2021 and 2020.

o Net appreciation in fair value of investments reflected on the accompanying statement of changes in net
assets available for benefits for the year ended December 31, 2021.

¢ Investments reflected on the schedule of assets (held at end of year) except for participant loans.

NOTE 8 — PARTY-IN-INTEREST TRANSACTIONS

The Plan paid expenses related to Plan operations and investment management to various service providers.
Certain Plan investments are managed by Nationwide and Nationwide Life, the custodians of the Plan, and
therefore, transactions with these entities qualify as exempt party-in-interest transactions. Fees paid by the Plan
for investment management services to Nationwide and Nationwide Life were $46,760 for the year ended
December 31, 2021.

NOTE 9 — PLAN TERMINATION
Although it has not expressed any intent to do so, the Company has the right to terminate the Plan and

discontinue its contributions at any time, subject to the provisions of ERISA. If the Plan is terminated, amounts
allocated to a participant’s account become fully vested.

13
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Saint Agnes Medical Providers Retirement Plan
Schedule H, Line 4(a) — Schedule of Delinquent Participant Contributions
Year Ended December 31, 2021

Plan Sponsor: Saint Agnes Medical Providers
Employer Identification Number: 46-1465093
Plan Number: 001
Schedule H, Line 4(a)
Total that Constitute
Nonexempt Prohibited Transactions

Contributions Total Fully
Contributions Pending Corrected Under
Participant Contributions Contributions Corrected Correction in VFCP and
Transferred Late to Plan Not Corrected Outside VFCP VFCP PTE 2002-51
Check here if Late Participant
Loan Repayments are
included: [ $ 10,281 $ 231 $ - $ -
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Saint Agnes Medical Providers Retirement Plan
Schedule H, Line 4(i) — Schedule of Assets (Held at End of Year)

December 31, 2021

Plan Sponsor: Saint Agnes Medical Providers
Employer Identification Number: 46-1465093
Plan Number: 001

Schedule H, Line 4(i)

(@) (b) () (d) (e)
Description of Investment, Including
Identity of Issue, Borrower, Maturity Date, Rate of Interest, Collateral, Current
Lessor, or Similar Party Par, or Maturity Value Cost Value

* Nationwide Fixed Select Guaranteed Investment Contract *x $ 252,951
American Century Inflation Adjusted Bond Registered Investment Company * 125,448
American Funds Capital World Fr & Inc. R6 Registered Investment Company hid 268,958
American Beacon International Equity Registered Investment Company ** 20,103
Prudential Global Real Estate Z Registered Investment Company hid 17,393
DFA Emerging Markets Core Equity Registered Investment Company * 57,574
Vanguard Target Retirement 2060 Registered Investment Company i 119,377
Invesco Diversified Dividend R5 Registered Investment Company o 45,080
Blackrock Strategic Income Registered Investment Company i 26,591
Columbia Select Large Cap Growth Registered Investment Company ki 51,001
Vanguard 500 Index Registered Investment Company i 1,825,671
Vanguard Extended Market Index Registered Investment Company ki 132,448
Vanguard REIT Index Registered Investment Company i 183,457
Vanguard Total Stock Market Index Registered Investment Company ki 238,284
Vanguard Explorer Registered Investment Company *x 25,353
DFA International Small Company Registered Investment Company hid 4,277
DFA US Small Cap Registered Investment Company *x 1,816
DFA US Targeted Value Registered Investment Company hid 75,661
DFA Intermediate Government Fixed-Income Registered Investment Company i 118,939

* Nationwide Growth Registered Investment Company i 111,404
American Funds Europacific Growth Registered Investment Company i 160,419
Vanguard Target Retirement 2050 Registered Investment Company *x 284,821
Vanguard Target Retirement 2040 Registered Investment Company i 173,954
Vanguard Mid Cap Growth Registered Investment Company xx 210,744
Vanguard Target Retirement 2035 Registered Investment Company *x 785,056
Vanguard Selected Value Registered Investment Company xx 46,605
Vanguard Target Retirement 2030 Registered Investment Company i 934,577
Vanguard Target Retirement 2045 Registered Investment Company xx 369,229
Vanguard Target Retirement 2025 Registered Investment Company b 670,057
Vanguard Target Retirement 2020 Registered Investment Company xx 104,743
Vanguard Target Retirement 2055 Registered Investment Company ** 332,543
Goldman Sachs Small Cap Value Instl Registered Investment Company hid 54,654
Vanguard Total Bond Market 1DX Adm Registered Investment Company * 20
Vanguard Total Intl Stk Index Adml Registered Investment Company hid 52,047
DFA US Large Cap Value Inst Registered Investment Company ** 73,143
Prudential Total Return Bond Q Registered Investment Company hid 47,243
JPMorgan Equity Income R5 Registered Investment Company ** 66,370

* Nationwide Loomis All Cap Gr R6 Registered Investment Company i 58,159
Vanguart Target Retirement Inc. Registered Investment Company o 4,883
Blackrock Total Return K Registered Investment Company *x 22,327
Lord Abbett Floating Rate R5 Registered Investment Company ** 14
Principal Real Estate Securities Inst Registered Investment Company i 9
Ivy Pictet Emerging Mkts Lcl Ccy Dbt | Registered Investment Company i 9,732
Harbor International Growth Instl Registered Investment Company i 24,544
Pimco Real Return Instl Registered Investment Company hid 48,414
Delaware Small Cap Value Instl Registered Investment Company i 38,529
Diamond Hill Large Cap | Registered Investment Company ki 334,832
JP Morgan Core Bond 6 Registered Investment Company i 568,649
Oakmark Investor Registered Investment Company i 91,140
PNC International Equity | Registered Investment Company *x 264,799
BlackRock High Yield Bond K Registered Investment Company ki 60,668
PIMCO Foreign Bond Registered Investment Company ** 71,418
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Saint Agnes Medical Providers Retirement Plan
Schedule H, Line 4(i) — Schedule of Assets (Held at End of Year), continued
December 31, 2021

Plan Sponsor: Saint Agnes Medical Providers
Employer Identification Number: 46-1465093
Plan Number: 001

Schedule H, Line 4(i)

(@ (b) (©) (d) (e)
Description of Investment, Including
Identity of Issue, Borrower, Maturity Date, Rate of Interest, Collateral, Current
- Lessor, or Similar Party Par, or Maturity Value Cost Value
DFA Global Real Estate Securities Port Registered Investment Company ** $ 12,412

DoubleLine Total Return Bond N Registered Investment Company hid 548,967
Templeton Global Bond Adv Registered Investment Company i 18,306
Goldman Sachs Intl Sm Cp Insights Instl Registered Investment Company hid 241,126
Vanguard Mid Cap Index Admiral Registered Investment Company hid 263,065
Vanguard Small Cap Index Adm Registered Investment Company b 157,338
Amana Developing World Investor Registered Investment Company *x 18,832
Amana Growth Investor Registered Investment Company hid 63,645
Amana Income Investor Registered Investment Company il 25,708
Vanguard Long-Term Treasury Admiral Registered Investment Company b 132,046
Vanguard Small Cap Growth Index Admiral Registered Investment Company hid 117,282
Lord Abbett High Yield R5 Registered Investment Company b 138,985
Cohen & Steers Real Estate Securities | Registered Investment Company hid 281,934
Conestoga Small Cap Institutional Registered Investment Company ** 143,816
Baron Emerging Markets Institutional Registered Investment Company ki 135,610
JP Morgan Hedged Equity Fund Class R6 Registered Investment Company xx 7,686
Amana Participational Fund Institutional Registered Investment Company *x 18,465
Fidelity 500 Index Premium Registered Investment Company *x 126,891
Fidelity International Index Premium Registered Investment Company i 77,441
Fidelity US Bond Index Premium Registered Investment Company xx 55,928
Harbor Capital Appreciation Instl Registered Investment Company i 347,728
Invesco Opportunity Intl Bond Y Registered Investment Company xx 18,141
AllianzGI Focused Growth Institutional Registered Investment Company b 6,194
BlackRock Equity Dividend Instl Registered Investment Company xx 6,448
BlackRock Mid-Cap Growth Equity Instl Registered Investment Company b 26,475
Franklin Utilities Adv Registered Investment Company xx 1,103
T. Rowe Price Science & Tech Registered Investment Company * 2,744
DFA International Cove Equity | Registered Investment Company xx 6,263
AB Global Bond | Registered Investment Company b 43,041
Diamond Hill Mid Cap | Registered Investment Company xx 27,872
Vanguard Small Cap Value Index Admiral Registered Investment Company ** 39,472
Alger Capital Appreciation Ptfl I-2 Registered Investment Company hid 5,919
DodgeCox Intl Stk (DODFX) Registered Investment Company ** 54,943
DFA Real Estate Securities | Registered Investment Company i 2,557
MFS Mid Cap Growth R6 Registered Investment Company o 2,934
DFA Emerging Markets | Registered Investment Company i 1,060
Prncpl MdCap Val | Inst Registered Investment Company ** 3,192
PIMCO Total Return Instl Registered Investment Company i 2,338
Principal High Yield Inst Registered Investment Company o 1,011
American Funds 2045 Trgt Date Retire R6 Registered Investment Company i 1,156
Vanguard Target Retirement 2015 Inv Registered Investment Company o 26,857
Avnts US SmCap Registered Investment Company i 13,813
PIMCO Comdy Real Rtn Strat Inst Registered Investment Company o 17,251
Voya Glbl Bd | Registered Investment Company i 12,454
DE SmallCap Val R6 Registered Investment Company i 88,924
* Participant Loans Interest rates of 4.25% maturing through May 2036 - 85,825

$ 13,097,326
*  Indicates party-in-interest.
**  Information is not required as investments are participant-directed.
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Form 5500 Annual Return/Report of Employee Benefit Plan O e oane

Department of the Treasury This form is required to be filed for employee benefit plans under sections 104
Internal Revenue Service and 4065 of the Employee Retiremant Income Security Act of 1974 (ERISA} and
sections 6057(b), and 6058(a) of the Internal Revenue Code (the Code}.

Department of Labor

Employee Benefits Security C .
Administration > Complete all entries in accordance with

the Instructions to the Form 5500.

2021

Pension Benefit Guaranty Corporation This Form is Open to Public

Inspection
[ Partl | Annual Report Identification Information
Faor calendar plan vear 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A This retumirepart is for: D a multiemployer plan; D a ml..llltiple.-employer plajn (Filers_ chfacking this box rfmst attach e.l list of_
participating employer information in accordance with the form instructions.)
% a single-employer plan; a DFE (specify) ____
B This returnfreport is: the first return/report; the final return/repert;
[: an amended returmnfreport; a short plan year return/report {less than 12 months).
C Ifthe planis a collectively-bargained plan, check here . . . . . + « &« ¢ v v v 4 v ¢ v 4 4 v e e e .. P D
D Check box if fiting under: E Form 5558; |:| automatic extension; I:l the DFVC program;
[ special extension (enter description}
E [f this is a retroactively adopted plan permitted by SECURE Act section 201, check here . . . . . P D
[Part Il | Basic Plan Information — enter ali requested information
1a Name of plan 1b Three-digit plan
Saint Agnes Medical Providers 401(k) Plan number (PN) m» 001
1c Effective date of plan
08/01/2013
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
M'ailing address {include room, apt., suite no. and street or P.O. Box) . . ) Number (EIN}
Gity or town, state or province, country, and ZIP or foreign postal code (If foreign, see instructions} 46-1465083
Saint Agnes Medical Providers 2C Plan Sponsor's telephane
number
(559) 450-2454
1111 E Spruce Ave., Suite 431 2d Business cade (see
instructions)
US Fresno CA 93720 621111

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, |nc|ud|ng accompanying schedules,
statements and attachment? as wel! as }he electronlc version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN / 1 64—( d
HERE ) A /J ’é f% /U‘ L{ 'ld W 50 O { MD
Signature of plan administrator Date Enter name of individual signing as plan adminisirator
SIGN A 2 , So\d. W
HERE /W / 014/ W{W\ﬂm OV
S|gnature of employen’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. 201209



Form 5500 (2021)

Page 2

2F 2G 23 2K 3D

b It the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number

4 if the name andfor EIN of the plan spensor or the plan name has changed since the last returnfrepert filed for this plan, 4h EIN

enter the plan sponsor's name, EIN and the plan name and the plan number from the last returnireport:
a Sponsor's name 4d PN
C Plan name
5 Total number of participants at the beginning of the plan year 5 | 171
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans camplete only lines 6a{1),

6a(2}, 6b, 6¢, and 6d).
a(11) Total number of active participants at the beginning of the plan year N L ET 111
a(2) Total number of active participants at the end of the plan year . . e e e e e e . . . . |6a(2) 114
b Retired or separated participants receiving benefits - e e s e e e e s s e e e 4 - . .| BD 0
€ Other relired or separated participants entitled to future benefits oG e L ] 59
d Subtotal. Add lines 6a(2),6b, and Bc. . . . . . . . . . . . T T | 173
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits O I 1] 0
f Total. Addlines6dandBe « « « .+ & 4 4 & . e 4 e e e e e e e e e e e e e e . | Bf 173
g Number of participants with account balances as of the end of the plan year {only defined contribution plans

completethisitem) . . & & 4 & & 4 4 v 4 4 e e s e et e e e e s e s s e s . . «| 69 147
h Number of participants who terminated emplayment during the plan year with acerued benefits that were

lessthan 100% vested + + « + « v + « v+ + . . T I 14 o
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:

9a Plan funding arrangement (check all that apply)

9b Plan beneiit arrangement (check all that apply}

1 Insurance (1) Insurance

{2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
3 Trusi (3 Trust

{4) General assets of the sponsor {4) General assets of the spansor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. {See instructions)

a Pension Schedules

K
@ [

R (Retirement Plan Information)

acluary

@[]

SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

MB {Multiemployer Defined Benefit Plan and Ceriain Money
Purchase Plan Actuarial Information) - signed by the plan

b General Schedules

M

[
@
@ k| 1
@
(5)
(®)

H (Financial Information}

I (Financial information - Small Plan)
A (Insurance Information)

C (Service Provider information}

D (DFE/Participating Plan Information)
G (Financial Transaction Schedules)



Form 5500 (2021} Page 3

Part llI 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 28 CFR
25204012) . . . . . . . o[ JYes []No

If "Yes® is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requiremenis? {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 requirad 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




SCHEDULE A
(Form 5500)

Department of the Treasury
Interal Revenue Service

Insurance |

Employee Retirement Income

Department of Labor
Employee Benefits Security Administration

Pensicn Benefit Gearanty Corporation

This schedule is required to be filed under section 104 of the

» File as an attachment to Form 5500,

» |nsurance companies are required to provide the information

nformation
OMB No. 1210-0110

Security Act of 1974 (ERISA).

2021

This Form is Open to Public

pursuant to ERISA section 103{a)(2). 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
Saint Agnes Medical Providers 401 (k) Plan plan number (PN} » 001

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

Saint Agnes Medical Providers

D Employer ldentification Number (EIN)

46-1465093

Part1| 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 |l and |If can be reported on a single Schedule A,
1 Coverage Information:

{a) Name of insurance carrier

Nationwide Life Insurance Co

NAIG (e) Approximate number of Policy or contract year
(b) EIN (zlde _ (d) Contract or persons covered at end of @ From (@ To
identification number policy or contract year g
31-4156830 66869 606-80034 147 1/1i/2021 12/31/2021

2

descending order of the amount paid.

Insurance fee and commission information. Enter the fotal fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

(a) Total amount of commissions paid

(b) Total amount of fees paid

4]

o

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 whem commissions or fees were paid

LPL Financial, LLC
Commissions Dept
4707 Executive Dx
US San Diego

CA 92121

Fees and

other commissions paid

{b) Amount of sales and base

commissions paid (c) Amount

(d) Purpose (e) Organization code

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

Fees and

other commissions paid

{b) Amount of sales and base

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



Schedule A {Form 5500) 2021

Page 2. 1]

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

Fees and other commissions paid e
(b} Amount c_)f s:ales an'd base P Orgargiz)ation
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
(b} Amount of sales and base Fees and other commissions paid Orgafil?z)ation
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
(b) Amount of sales and base Fees and other commissions paid orga r{l?z)ation
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

(b} Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

o (e) ..
rganization
code

{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




Schedule A (Form 5500) 2021 Page 3

Part Il Investment and Annuity Contract Information

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

this report.
4 Current value of plan's interest under this contract in the general account at year end e B e . 4 252,951
5 Current value of plan's interest under this contract in separate accounts at year end C e e e . 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates W
b Premumspaidiocarier - . - . . . . . . 4 4 e h s e e e e e e . 6b
C Premiums due but unpaid at the end of the year P e e e e e e A e ey s e . 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount v e e e e e e e e e e e e e . 6d
Specify nature of costs  »
€ Type of contract  {1) |:| individual policies (2) |:| group deferred annuity
3 [] other (specify) »
f  If contract purchased, in whole or in pait, to distribute benefits from a terminating plan check here » I:l
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
d Type on contract (1) D deposit administration {2) D immediate participation guarantee
(3) El guaranteed investment (4) D other »
b Balance atthe end of the previous year « « « = « = o « 4 s o o+ o = s e v . l b 315,522
€ Additions: (1) Contributions deposited duringtheyear . . . . . . .| 7c(1) 51,681
{2) Dividends and credits e e e e e n e e e e w s L TE(2)
(3) Interest credited during the year e e w o e e e e e w b Tel3) 4,632
(4} Transferred from separate account e e e e e e e e e | Te(4) 15,103
(5) Other (specify below} e e e e e e e e e e e e e e | Te(B) 376,705
>
Rollover
(BITORFAAdIIONS  « « v+ v+ & & w = e s e e e e e e e e e e e e s . | 7c(6) 448,121
d Total of balance and additions (add ines 7band 7¢{6)). . . + « . +« - « . . 7d 763,643
€ Deduclions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 1,538
(2} Administration charge made by carrier e e e e e e e e e | Te(2) 1,361
(3) Transferred to separale account e e e e e e e e e - .| Te(3) 507,793
{(4) Other (specify below) e Y =11
»
(5) Total deductions . . . + + . . . . . e e e w e e e e e e e e e 7e(5) 510,692
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 7f 252,951




Schedule A (Form 5500) 2021 Page 4

Part Il

Welfare Benefit Contract Information
If more than ene contract covers the same group of employees of the same employer(s) or members of the same employee organization(s),
the information may be combined for reporting purpeses 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

I:I Heaith {other than dental or vision) b |:| Dental c D Vision d D Life insurance

e D Temporary disability (accident and sickness) f D Lang-term disability g I:l Supplemental unemployment h D Prescription drug
i D Stop loss {large deductible) j D HMO confract k D PPO contract [ D Indemnity contract
m D Other {specify) »

9 Experience-rated contracts:

a Premiums: (1) Amountreceived . . . . . . . . 4 4 4 4 . . . 9a(1)

{2) Increase (decrease) in amountdue butunpaid . . . . . . . . 9a(2)

{3) Increase (decrease) in unearned premium reserve e e e e e 9a(3)

) Eamed (1) +(2)-(3)  « = = = + = & ¢+ e e e e e e e e e v e e . . .| 9a(d)
b Benefitcharges (1) Claims paid ~ + « & « « v v o & 4 . e . . . 9b(1)

(2) Increase {decrease) in claim reserves ] - =y - S e e - = - 9b(2)

(3) ncurred claims (Add (13anG (2]}  « + + « & ¢ & 4 4 4 e v e e e e e e e e e . 9b(3)

(4) Claimscharged . . . . .« . . . .t e e e e e e e e e e e e e e e e 9b(4)

C Remainder of premium; {1) Retention charges {(on an accrual basis) —

(H) Tofalrelention . . . . « + & & & & v + o o & & o & v o w v v w o« - | 9c(1)H)

{2) Dividends or retroactive rate refunds. {These amounis were D paid in cash, or D credited.) . . . 9¢(2)

d Status of policyholder reserves at end of year: (1) Amount held to provide benefiis after retirement e s 9d(1)
(2) Claimresernves « « + v + 4 & v 4 = & & « o o o 4 e e e e e e e e . 9d(2)
(3) Otherreserves . . . . . « & &+ o &« 4 e e e e e e e e e e e e e 9d(3)

€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) 3 E & % &5 9e

(A) Commissions: + &+ + v & ¢ 4 « 4 o4 e e e e e 9¢c(1)(A)
(B) Administrative service orotherfees . . . . . . . . . . . 9¢(1)(B)
(C) Other specific acquisitioncosts - . . . . . . . - . . . . 9¢(1)(C)
(D) Otherexpenses . . . « & & & + v 4 v 4 s 4 4+ 90(1 )(D)
(B) Taxes. . . . . + + « « 4 o 0 e e e e e e 9¢(1)(E)
(F) Charges for risks or other contingencies  « « +« « « + 4 + 9¢(1)(F)
(G) Ofherretentioncharges . . .« .« - -« + < « « = + + . . 9¢c(1)(G)

10 Nenexperience-rated contracts:
a Total premiums or subscription charges paid to carrier N O T [ - T (] 10a

b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition er
retention of the contract or policy, other than reported in Part |, line 2 above, report amount - L L 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? C e . H Yes ﬂ No

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




SCHEDULE C Service Provider Information OB o, 12100110

(Form 5500)

Depatment of the Troasury This schedule is required to be filed under section 104 of the Employee 2021
Intemal Revenue Service Retiremerit Income Security Act of 1974 (ERISA).
Employee gggggr;gg:iﬁ;;msmm P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit 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 Three-digit
Saint Agnes Medical Providers 401 (k) Plan plan number (PN) » 001

C Plan sponscr's name as shown on ling 2a of Form 5500

Saint Agnes Medical Providers

D Employer Identification Number (EIN)
46-1465093

Partl | 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, $5,600
or mere in total compensation (i.e., money or anything else of monetary value) in connection with services rendered o 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 regquired 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)

............. ] ves [X] No

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

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

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

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

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

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

Schedule C (Form 5500) 2021
v.201209



Schedule C (Form 5500) 2021 Page2- [ 1 ]

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

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




Schedule C (Form 5500} 2021

Page 3 - 1

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persans 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 valus) in connection with services rendered to the plan or their position with the ptan during the plan year. (See instructions).

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

Nationwide 31-4156830
One Nationwide Plaza
us Columbus OH 43215
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter tofal indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you
organization, or | by the plan, If none,| compensation? (sources | compensation, for which the | service provider excluding | a formula instead
person known to be enter -0-. other than plan or plan plan received the required eligible indirect of an amount
a party-in-interest sponsor) disclosures? compensation for which you or estimated
answered "Yes" to element amount?
(f). If nane, enter 0-.
15 Investment
Custodian Yes{x] Ne[] Yes [X] No[] Yes [ No[X]
46,760 0
{a) Enter name and EIN or address (see instructions)
Regency Investment Advisors 77-0034491
1312 W Herndon Ave
us Fresno ca 93711
(b) {c) (d) (e) {h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enier total indirect Did the service
Code(s) |employer, employee { compensation paid receive indiract include eligible indirect compensation received by | provider give you
organization, or  {by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | a formula instead
person known to be enter -0-. other than plan or plan plan received the required eligible indirect of an amount
a party-in-interest sponsar) disclosures? compensation for which you or estimated
answered "Yes" to element amount?
(f)- If none, enter -0-.
222627 Broker,
Advisor ves[ ] No[X] Yes [] No[X] Yes [[] No[X]
39,347 0
{a) Enter name and EIN or address (see instructions)
Nexus Administrators, Inc 77-0586222
7525 N Cedar Ave
Suite 109
us Fresno Ca 93720
(b) (© () ) M — ()
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 sligible indirect compensation received by | provider give you

organization, or
person known to be

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

compensation? {sources
other than plan or plan

compensation, for which the
plan received the required

service provider excluding
eligible indirect

a formula instead
of an amount

a party-in-interest SpoNnsor) disclosures? compensation for which you or estimated
answered "Yes" to element amount?
(f). If none, enter -0-.
13 Contract
Administrator Yes[ ] Nofx] ves [ No[X] Yes [] No[x]

1,825




Schedule C (Form 5500) 2021 Page 4-| 1|

Part1 | 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 praovides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for {a) each source frorn whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service

provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (€) Enter amount of indirect
(see instructions) compensation

{d}Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation

(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

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

(a) Enter service provider name as it appears on line 2 (b} Service Codes (c) Enter amount of indirect
{see instructions) compensation

(d) Enter name and EIN {address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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Part 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 fo 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 pravider (see
instructions}

(b)Nature of
Service
Code(s)

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

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

{b)Nature of

{c) Describe the information that the service provider failed or refused to

instructions) Service provide
Code(s)
{a) Enter name and EIN or address of service provider (see (b)Nature of| {c) Describe the Information that the service provider failed or refused to
instructions) Service provide
Code(s}
{a) Enter name and EIN or address of service provider (see (b)Nature of| {c) Describe the infarmation that the service provider failed or refused to
instructions) Service provide
Code(s)
(a) Enter name and EIN or address of service provider {see (b)Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide

Code(s)
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many enfries as needed)

a Name: b EIN:
[o] Position:
d  Address: e Telephone:
Explanation:
a Name: b EIN:
c Puosition:
d  Address: @ Telephone:
Explanation:
a  Name: b EIN:
c Paosition:
d  Address: e Telephone:
Explanation:
a Name: b EIN:
[ Paosition:
d  Address: e Telephone:
Explanation:
a  Name: b EIN:
[+ Position:
d Address: € Telephone:

Explanation:




SCHEDULE H
(Form 5500)

Depariment of the Treasury
Internal Revenue Service

Financial Information

OMB Ne. 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

Department of Labor
Employee Benefits Security Admiristration

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit 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 Three-digit
Saint Agnes Medical Providers 401 (k) Plan plan number (PN) 4 001

C Plan sponsor's name as shown on line 2a of Farm 5500

Saint Agnes Medical Providers

46-1465093

D Employer Identification Number (EIN)

Part | lAsset 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 mere than one plan on a line-by-line basis unless the value is reportable on
lines 1¢{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), 1¢(8), 1g, 1h,

and 11. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash 1a
b Receivables (less allowance for doubtful accounts):
(1} Employer contributions 1b(1) 226,145 91,818
(2) Parficipant contributions 1b(2) 231 10,281
(3) Other 1b(3)
C General investments:
{1) Interest-bearing cash (include money market accounts & certificates 16(1)
of deposit)
(2) U.S. Government securities 1¢{2}
(3) Corporate debt instruments (other than employer securities):
(A} Preferred 1c(3)(A)
(B) All other 1¢(3)(B)
(4} Corporate stocks (other than employer securities):.
(A} Preferred 1c(4)(A)
{B} Common 1c(4)(B)
(5) Partnershipfjoint venture interests 1¢e(5)
(6) Real estate (other than employer real property) P —— 1c(6)
(7) Loans {other than to participants) 1¢(7)
{8) Participant loans 1c(8) 0 85,825
{9} Value of interest in common/collective trusts 1¢(9)
(10) Value of interest in pooled separate accounts J— 1¢(10)
{11) Value of interest in master trust investment accounts 1e(11)
{12} Value of interest in 103-12 investment entiies  urevesmsserssnssnmarersers . 1c(12)
(13) ;Iat;e of interest in registered investment companies (e.g., mutual 1¢(13) 9,477,703 12,758,550
(14) \?arllluse)of funds held in insurance ¢company generat account {unallocated 1c(14) 315,522 252,951
contracts)
{15) Other  wvmcrersenne 1¢(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:

€ Buildings and other property used in plan operation

g Beneiit claims payable

h Operating payables

K Total liabilities (add all amounts in lines 1g thraugh 1))

(1} Employer securities

{a) Beginning of Year

(b) End of Year

(2) Emplayer real property

1d(1)

1d(2}

Total assets {add all amounts in lines 1a through 1¢)

1e

Liabilities

1f

10,019,601

13,199,425

19

Acquisition indebtedness

1h

Other liabilities

Net Assets

Net assets (subtract line 1k from line 1f)

1i

1]

1k

11

10,019,601

13,199,425

l Part Il | Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained

fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not

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

& Contributions:

(1} Received or receivable in cash from: (A) Employers
(B) Participants

(C) Others {including rolloVers)  wesessieessssereressssrssssssasssssseressesens

(2} Noncash contributions
(3) Total contributions. Add lines 2a{1){A), (B}, (C), and line 2a{2)  .rerrereens

b Earnings on investments:

(1) Interest:
(A} Interest-bearing cash (including money market accounts and
certificates of deposit)

{B} U.S. Government securities

{C} Corporate debt instruments

(D} Loans {other than to participants)
{E} Participant loans
(F) Other
(G) Total interest. Add lines 2b(1)(A) through (F)
(2) Dividends: {A} Preferred stock
{B) Commaon stock

{C) Registered investment company shares (g.9. mutual funds)
{D) Total dividends. Add lines 2b{2){A), (B), and (C)
(3) Rents

(4} Net gain {loss) on sale of assets: (A) Aggregatie proceeds

.............. werres

(B) Aggregate carrying amount {see instructions)
(C) Subtract line 2b{4}(B) from line 2b{4){A) and enter result  wevreeermnns

(5) Unrealized appreciation (depreciation) of assets: (A) Real estate
(B) Other .

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

(a) Amount

(b) Total

2a(1){A)

91,818

2a(1){B)

1,725,451

2a(1)(C)

432,198

2a(2)

2a(3)

2,249,467

2b{1){A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

1,636

2b(1)(F)

2b(1)(G)

1,636

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(S)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total
{6) Net invesiment gain {loss) from common/collective frusts e 2b(6)
(7) Netinvestment gain (loss) from pecled separate accounts 2b(7)
(8) Net investment gain (loss) from master trust investment accounts 2b(8)
(9} Net investment gain (loss) from 103-12 investmenl entities 2b(9)
(10) Net inve;tment gain (Joss) from registered investment 2b(10)
companies (e.g., mutual funds}) 1,576,557
G Other income 2c
d Total income. Add all income amounts in column {b) and enter total  ccceceseennes 2d 3,827,660
Expenses
€ Benefit payment and payments to provide benefits;
(1) Directly to participants or beneficiaries, including direct rollovers ... 2e(1) 559,904
(2) To insurance carriers for the provision of benefits 2e(2)
(3) Other 2e(3)
{4) Total benefit payments. Add lines 2e{1) through (3) 2e(4) 559,904
f Corrective distributions (see instrugtions) 2f
g Certain deemed distributions of participant toans (see instructions) 29
N Interest expense 2h
i Administrative expenses: {1) Professional fees 2i(1)
{(2) Contract administrator fees 2i(2) 87,932
(3) Investment advisory and management fees 2i(3)
{4) Other ... 2i(4) 0
(5) Total administrative expenses. Add lines 2i(1) through (8} eeeeeeessssssserese | 21(9) 87,932
j Total expenses. Add all expense amounts In column (b) and enter fotal  ........ 2j 647,836
Net Income and Reconciliation
Kk Netincome (loss). Subtract line 2j from line 2¢d 2k 3,179,824
| Transfers of agsets:
{1) To this plan 21(1)
{2) From this plan 21(2)
| Part Ill I Accountant's Opinion
3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [X] Unmodified 2) [ JQualified (3) ] Disclaimer {4} [] Adverse

b Check the appropiate 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) [[] DOL Regulation 2520.103-12(d)(3) [ ] meither DOL Reguilation 2520.163-8 nor DOL Regulation 2520.103-12(d)
¢ Enter the name and EIN of the accountant (ar accounting firm} below:
(1) Name: Moss, Adams, LLFP {2) EIN: 91-0189318
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) [ 1t will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
| PartIlV | 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 IEs also do not complete lines 4j and 4l. MTIAs alsa do not complete line 4.

During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 Continue fo answer "Yes" for any prior year fallures until
fuily corrected. (See instructions and DOL's Voluniary Fiduciary Correction Program.)  ueeessessess 4a X 10,512
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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 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
checked.) 4b X
¢ 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.) 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 Il if "Yes" is
checked.) 4d X
e Was this plan covered by a fidelity bond? de | X 500,000
f Did the plan have a loss, whether or riot reimbursed by the plan's fidelity bond, that was caused by
fraud or dishonesty? 4f X
g Did the plan hald any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? 49 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? . | 40 X
i  Did the plan have assets held for investment? (Attach schedule(s) of assets if "Yes" is checked, and
see instructions for format requirements.) 4i X
i Were any plan fransactions 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.) 4j X
k Were all the plan assets either distributed to participants or beneficiaries, transferred 1o ancther
plan, or brought under the control of the PBGC? 4k X
I Has the plan failed to provide any benefit when due under the plan? 4] X
m  If this is an individual account plan, was there a blackout period? (See insfructions and 29 CFR
2520.101-3.) 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. 4n
Sa Has a resolution to terminate the plan been adopted during the plan year or any prior plan year? D Yes E No
If "Yes," enter the amount of any plan assets that reverted to the employer this year
5ph If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were
transferred. (See instructions.)
5b{1) Name of plan(s) 5b(2) EIN(s) 5b({3)PN(s)
5¢  If the ptan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)2....... [dves [INo ] Not determined

if "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.,
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Schedule of Assets (Held At End of Year)

For the plan year beginning 01/01/2021

and ending 12/31/2021

Name of plan

Saint Agnes Medical Providers 401 (k) Plan

Employer Identification Number
46-1465093

Three-digit
plan number

001

(a) (b} Identity of issue, borrower, lessor, or similar part

{c) Description of investment including maturity datg,

rate of interest, collateral, par, or maturity value

(d} Cost

(e} Current value

Participant Loans

Nationwide Assets Mutual Funds 12,758,550
Nationwide Guaranteed Investment 252,951
Int rate 4.25% 85,825
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Schedule of Delinquent Participant Contributions

For the Plan Year Beginning 01/01/2021 and Ending 12/31/2021
Name of Plan: Saint Agnes Medical Providers 401(k)} Plan
Employer ldentification Number: 46-1465093

Three-digit plan number:

001

Participant Contributions

Transferred Late to Plan Total that Constitute Nonexempt Prohibited Transactions
Check here if Late
Participant Loan Contributions Not Contributions Corrected Contributions Pending
Repayments are Corrected Quiside VFCP Correction in VFCP
included:

Total Fully Corrected
Under VFCP and PTE
2002-51

$10,512 $10,281 $231




SCHEDULER Retirement Plan Information ki
S ——— This schedule is required to be filed under sections 104 and 4065 of the
o S menld Employee Retirement Income Security Act of 1874 (ERISA} and section

Dooarmem oTLaher 6058(a) of the Intemal Revenue Code (the Code).
Employee Beiems 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
Saint Agnes Medical Providers 401 (k) Plan plan number
(PN) > 001

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

D Employer Identification Number (EIN)

Saint Agnes Medical Providers 46-1465093
| Part | I 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 specn‘“ ied in the
instructions . . . . . . . . . . . 1 0

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): 31-4156830

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

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

VEEF o v v v s ke e e ek e e e e e e e e e e e e .

3

. =

Part Il 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)? . [] Yes [] No []nA
If the plan is a defined benefit plan, go to line 8.
5  If a waiver of the minimum funding standard far 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,
© a Enter the minimum required contribution for this plan year {include any prior year accumulated funding 5
a
deficiency notwaived) . . . . . . . . . . . . . . . .
Enter the amount contributed by the employer to the plan for this plan year S 6b
€  Subfract the amount in line 6b from the amount in line 6a, Enter the result
(enter a minus sign to the left of a negative amount) . - L E 6c
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on fine 6¢ be met by the funding deadline? . B [ Yes (] Ne [ Na
8  Ifa change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree with the change? S B 5 W W B E : L1 Yes [ No [ na
Partlll | Amendments
9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
ear that increased or decreased the value of benefits? If yes, check the appropriate
!I::ox. If no, check the "No" box e e e e e e e e e e e e e e e [] Increase [] Decrease  [] Both [INo
Part IV ESOPs (see instructions). If this is not a plan described under section 409({a) or 4875(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 exemptloan? . . . [JYes [ ]Neo
11 a Doesthe ESOP hold any preferred stock? . . . . . . . . . . . :E - @ - e e e e e e e . ves MNe
b Ifthe ESOP has an oulstanding 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 "back-{o-back” loan.) T I I T
12 Does the ESOP held any stock that is not readily tradable on an established securities market? g .08 . ... . [dYes []Ne

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

Schedu]e R (Form 5500) 2021
v. 201209
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

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

a  Name of contributing employer

b EN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box |:|
and see instruclions regarding required atfachment. Otherwise, enter the applicable dale.) Month Day Year

©  Confiribution rate information (if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete fines 13ef1) and 13ef2).)
(1) Conftribution rate (in dollars and cents)
(2) Base unit measure: [_] Hourly [} weekly [ Unit of production [ Jother (specify):

a  Name of contributing employer
EIN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer coniributes under more than one collective bargaining agreement, check box [_____|
and see instructions regarding required altachment. Otherwise, enler the applicable date.} Month Day Year

e  Contribution rate information (if more than one rate applies, check this box D and see insiructions regarding required altachment. Otherwise,
complete fines 13e{1) and 13e(2}.)
{1) Contribution rate {in dollars and cents)
{2) Base unit measure: r_-| Hourly [] weekly |:| Unit of production !:IOther (specify):
Name of contributing employer
EIN € Dollar amount confributed by employer

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

€  Contribution rate information (if more than one rafe applies, check this box [ and see instructions regarding required attachment, Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Ceontribution rate (in dollars and cents})
{2) Base unit measure: [_] Hourly ] weekly [ }unit of production [Tlother (specify):

a  Name of contributing employer
EIN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under more than one callective bargaining agreement, check box [
and see insiructions regarding required attachment. QOtherwise, enfer the applicable date.) Month Day Year

€  Contribution rate information (if more than one rate applies, check this box El and see instructions regarding required affachment. Otherwise,
complele fines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: [_] Hourly [C] weekly  [] Unit of production []other (specify):
Name of contributing employer
EIN ¢ Dollar amount contributed by employer

d  Daie collective bargaining agreement expires {if employer contributes under more than one collective bargaining agreement, check box ]
and see instructions regarding required atfachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate information (if more than one rate applies, check this box |:] and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).}
(1) Coniribution rate (in dollars and cents)
(2) Base unit measure: [_| Hourly [C] Weekly  [_] Unit of production [Clother (specify):
Name of contributing employer
EIN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under more than one colfective bargaining agreement, check box El
and see instructions regarding required affachment. Otherwise, enter the applicable dafe.) Month Day Year

e Coniribution rate information (if more than one rate applies, check this hox |:] and see instructions regarding required attachment. Otherwise,

complete fines 13e(1) and 13e(2).)
(1) Contribution rate {in dollars and cents)
(2} Base unit measure: D Hourly E] Weekly L__l Unit of production I:|Other (specify):
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14  Enter the number of deferred vested and retired participants {inactive participanis}, as of the begining of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box te indicate the counting method used to determine the number of 14a
inactive participants: D last contributing employer l:l alternative D reascnable appreximation (see

instructions forattachment). . . . . . . « © . 4 L e e e e e e e e e e e e e e e e

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

C The second preceding plan year. [ | Check the box if the number reported is a change from what was 14¢
previously reported (see instructions for required attachment) . . . . . . . . . . . . .« « . . . .

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 currentplanyear . . . . . . .| 15a

b The corresponding number for the second preceding planyear  + + = « + +« +« « « « . + .« . .| 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan vear:

a Enter the number of employers who withdrew during the precedingptanyear - . . . . . . . . . .| 16a
b I line 16a is grealer than 0, enter the aggregale amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn employers . .« . . . < . . . v . 4 0 b 0 e e e e e .

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 anattachment. . . . . . . & .+ & . 4 i 4 ke e e e e e e e e e e e e e [:]

[ Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist {in whole or in part) of liabilities to such participants
and beneficiaries under two or more pensicn plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be included as an attachment [ T T T T T T T T D

19 1 the total number of participants Is 1,000 or mors, complete lines {a) through (c)
a Enter the percentage of plan assets held as:
Stack: % Investment-Grade Debt: % High-Yield Debt: % RealEstate: ______ % Otheri____ %
b Provide the average duration of the combined investment-grade and high-yeild debt:
[Jo3years []36years []69years []9-12years [] 12-15years [ ] 15-18years [ ] 18-21years [_] 21 years or more
€ What duration measure was used to calculate line 13(b)?
|:| Effective duration [:] Macaulay duration I:l 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 s the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? [1Yes []No

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

] ves.

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

|:| No. The 30-day period referenced in 28 CFR 4043.25(c){2} has not yet ended, and the sponsor intends to make a contribution equal to ar
exceeding the unpaid minimum required contribution by the 30th day after the due date.

[] No. Other. Provide explanation




Schedule H, line 4i

Schedule of Assets (Held At End of Year)

For the plan year beginning 01/01/2021

and ending 12/31/2021

Name of plan

Saint Agnes Medical Providers 401 (k) Plan

Employer Identification Number Three-digit
46-1465093 plan number > 001
(@) (b) Identity of issue, borrower, lessor, or similar part] (c) Description of investment including maturity date, (d) Cost (e) Current value

rate of interest, collateral, par, or maturity value

Nationwide Assets Mutual Funds 12,758,550
Nationwide Guaranteed Investment 252,951
Participant Loans Int rate 4.25% 85,825




For the Plan Year Beginning

Schedule H, Line 4

Schedule of Delinquent Participant Contributions

01/01/2021

and Ending

12/31/2021

Name of Plan: Saint Agnes Medical Providers 401 (k) Plan

Employer Identification Number:

46-1465093

Three-digit plan number:

001

Participant Contributions
Transferred Late to Plan

Total that Constitute Nonexempt Prohibited Transactions

Check here if Late
Participant Loan
Repayments are
included:

Contributions Not
Corrected

Contributions Corrected
Outside VFCP

Contributions Pending
Correction in VFCP

Total Fully Corrected
Under VFCP and PTE
2002-51

$10,512

$10,281

$231




