Form 5500

Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

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

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

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

This Form is Open to Public
Inspection

Part] | Annual Report Identification Information

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

and ending  12/31/2021

A This return/report is for: D a multiemployer plan

D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

a single-employer plan

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

D an amended return/report

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

Form 5558

D special extension (enter description)

D Check box if filing under:

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

D automatic extension

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

1b Three-digit plan
number (PN) » 002

1c Effective date of plan
01/01/1997

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)

HARRISON MEMORIAL HOSPITAL

1210 KY HIGHWAY 36 E
CYNTHIANA, KY 41031

2b Employer Identification
Number (EIN)
61-0420440

2c Plan Sponsor’s telephone
number
859-235-3529

2d Business code (see
instructions)
622000

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

::E(;"é Filed with authorized/valid electronic signature. 10/10/2022 CHRISTY WATHEN
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2021)
v. 210624
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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 ‘ 462
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) 419
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeirriiieiriiecesee e 6a(2) 403
b Retired or separated participants reCeIVING DENEFILS................coviveviviieereeeeeee et eeee et ettt ee e st eees st e e aesess e s eneseseseas 6b 7
C Other retired or separated participants entitled to future DENEItS ............oiii i 6¢C 46
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 456
€ 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 456
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 69 324
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 56
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

8a
2E 2F 2G 2J 2K 2T 3D

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

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

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) D Insurance Q) |:| Insurance
2 I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
3 Trust 3) Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) Q) H (Financial Information)
) ] ] ] 2) |:| I (Financial Information — Small Plan)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan ©) |:| 0 A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) 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




SCHEDULE C Service Provider Information OMB No. 12100110
Form 5500
( ) 2021

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of 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
HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HARRISON MEMORIAL HOSPITAL 61-0420440

Part | | Service Provider Information (see instructions)

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
CAPITAL GROUP RETIREMENT PLAN SVCS.

82-4555287

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

RELIANCE TRUST COMPANY

46-6625485

(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

Page3-| 1

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).

2.

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

EDWARD JONES 12555 MANCHESTER RD

ATTN COMMISSIONS DEPT
ST LOUIS, MO 63131

(b) (c) (d) (e) ) 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
27 INVESTMENT 63007
ADVISOR Yes [| No Yes [| No[] Yes [| No[]

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

CAPITAL GROUP RETIREMENT PLAN SVCS.

82-4555287
(b) (c) (d) (e) () (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-.
64 52 60 RECORDKEEPER 7512 0
622549 Yes [X| No Yes [X| No Yes [X| No
o2z [ [ [
() Enter name and EIN or address (see instructions)
(b) (c) (d) (e) (f) (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
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?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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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 D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2021

This Form is Open to Public

Inspection.
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B Three-digit
HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN plan number (PN) 3 002

C Plan or DFE sponsor’'s name as shown on line 2a of Form 5500
HARRISON MEMORIAL HOSPITAL

D Employer Identification Number (EIN)

61-0420440

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFES)
a Name of MTIA, CCT, PSA, or 103-12 IE:  RELIANCE TRUST CO SERIES 25157
b Name of sponsor of entity listed in (a): RELIANCE TRUST COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 46-6625485-002 N » ! 247

C EIN-PN 6-6625485-00 code c 103-12 IE at end of year (see instructions) 924709

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 I|E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2021
v. 201209
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFESs)
(Complete as many entries as needed to report all participating plans)

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H Financial Information

(Form 5500)

Department of the Treasury

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee 2021
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

P File as an attachment to Form 5500. 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
HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

B  Three-digit
plan number (PN) 4 002

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

D Employer Identification Number (EIN)
61-0420440

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...........cccocoviiiiii i la 0 0
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYETr CONTDULIONS ........vevveeeeee et 1b(1)
(2) Participant CONtHBULONS...............coevevereieeseeeseeeeeeeseeesess s 1b(2)
(B) ONET .ottt 1b(3)
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1) 0 0
OF AEPOSIL) ..ttt e e e e
(2) U.S. Government securities 1c(2) 0 0
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEA ....evee oot 1c(3)(A)
(B) AllOINEI ...ttt 1c(3)(B) 0 0
(4) Corporate stocks (other than employer securities):
(A) PIETEITEM ...t lc(4)(A) 0 0
(B) COMITION .ottt 1c(4)(B) 0 0
(5) Partnership/joint VENUTE iNtErESS .............ov.eeeerereeereeeeseeeeesesssenseeens 1c(5) 0 0
(6) Real estate (other than employer real property) .......ccccceeeeeercivieeeeeennnns 1c(6) 0 0
(7) Loans (other than to participants) 1c(7) 0 0
(8) Participant 0aNnSs ............ccoevveveveveeereriereseeeeesnennes 1c(8) 601122 637477
(9) Value of interest in common/collective trusts 1c(9) 1412825 924709
(10) Value of interest in pooled separate aCCOUNtS ..............cccverveveeeerrrerrenen. 1c(10)
(11) Value of interest in master trust investment acCouNts.............cccoceeeven.... 1c(11) 0 0
(12) Value of interest in 103-12 investment entities ...............coccoevervruenennn. 1c(12) 0 0
(13) \f/uegzg)of interest in registered investment companies (e.g., mutual 1c(13) 23542654 25311576
(14) Value of funds held in insurance company general account (unallocated |3 o
contracts)
(15) OtNET ..ottt 1c(15) 0 0

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: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1) 0 0
(2) Employer real property 1d(2) 0 0
€ Buildings and other property used in plan operation .............ccccoeveviiieieeeenne le 0 0
f Total assets (add all amounts in lines 1a through 1€)........cccccceveveveveeernnnne. 1f 25556601 26873762
Liabilities
0 Benefit Claims PaYabIE .........cocovriiieeeeceeirireieeeee et eeeeeeeen 1g 0 0
N Operating PaYabIEs ..............coueieeereieeeeeeeeeee e 1h
| AcCQUISItIoN INDEDLEANESS.........c.cevvreveeeeeece e 1i 0 0
] Other IADIIES. ....c.cveieceieiictei ettt 1j
K Total liabilities (add all amounts in lines 1g throughlj) ..........cccccceveveveveuennne. 1k
Net Assets
| Net assets (subtract line 1k from [N 1) .........c.coveevverevereereeeeeeereeee e, | 1l | 25556601 26873762

Part Il [Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

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

(1) Received or receivable in cash from: (A) EMPIOYErS ...........ccccovevevvennne. 2a(1)(A) 685067

(B)  PartiCIDANTS ...cvcvvevevevevereeeeeseeeeeeteseteeesesesesesenesnenesssessesesenenenensnes 2a(1)(B) 1225323

(C) Others (iNCIUAING FOIOVEIS)........cveveveveeerereresererereeeeeeeieeeeesenenen e 2a(1)(C) 154862
(2) NONCASh CONLTDULIONS ... 2a(2) 0
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 2065252

b Earnings on investments:

(1) Interest:

) ertiicatos of Geposi e B A e | 220 0

(B) U.S. GOVEIMMENt SECUMHIES ........voeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeenee e 2b(1)(B) 0

(C) Corporate debt INSITUMENLS ..........ccevevererererererereeeeeeeeeeesesesenenenenes 2b(1)(C) 0

(D) Loans (other than to PArtiCipANLS) ..........cc.eveveverrererresrererereneneneens 2b(1)(D) 0

(E)  PartiCiPant I0BNS ...........cvevevevereeereeeeeteeesesesesesensssssssisssssesenenenenens 2b(1)(E) 31151

(F)  ONET <. 2b(1)(F) 0

(G) Total interest. Add lines 2b(1)(A) through (F)......ccevvvveveveveeereeennnns 2b(1)(G) 31151
(2) Dividends: (A) Preferred StOCK..........o.oieioeoeeeeeeeeeeeee oo 2b(2)(A) 0

(B) COMMON STOCK «...evvveeeeeeeeeee oot en e 2b(2)(B) 0

(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C) 1526994

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 1526994
(B) RENES ...ttt 2b(3) 0
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.................... 2b(4)(A) 0

(B) Aggregate carrying amount (S€€ iNStrUCtIONS).............c.coeveveereenenns 2b(4)(B) 0

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result.............. 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate..................... 2b(5)(A) 0

L) T 11 SRR 2b(5)(B) 0

O A nes P0()A) A B) oot s 26()(C) 0




Schedule H (Form 5500) 2021 Page 3

(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts........................ 2b(6) 20288
(7) Net investment gain (loss) from pooled separate accounts...................... 2b(7) 0
(8) Net investment gain (loss) from master trust investment accounts........... 2b(8) 0
(9) Net investment gain (loss) from 103-12 investment entities...................... 2b(9) 0
(10) Net invgstment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds) 2342505
C OtherinCOME ......ooiiiiiiie it 2c 136
d Total income. Add all income amounts in column (b) and enter total.................... 2d 5986326
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 4598646
(2) To insurance carriers for the provision of benefits .................ccccovevevrnnnn.. 2e(2) 0
(B) ONEI ..ottt 2e(3) 0
(4) Total benefit payments. Add lines 2e(1) through (3) ........coceeerrerierrinnses 2e(4) 4598646
f Corrective distributions (see iNStrUCtIONS) ...........cevrveveveeeeeeeeeeeeeceseeeeeeeeeeienae, 2f 0
g Certain deemed distributions of participant loans (see instructions)............... 2g 0
R INtErESt EXPENSE. ... e 2h 0
i Administrative expenses: (1) Professional fees ..............cccccoceeevevrrererennan. 2i(1) 0
(2) Contract adMINISrAtor FEES ............ovcevieeeeeeeeeeeeeeeeeeeeeees e eeeeeensens 2i(2) 70519
(3) Investment advisory and management fees ............coovoeveeeueeereesereesennan. 2i(3) 0
(B) OtNET ...ttt et 2i(4) 0
(5) Total administrative expenses. Add lines 2i(1) through (4) .............cc....... 2i(5) 70519
j Total expenses. Add all expense amounts in column (b) and enter total....... 2j 4669165
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from N 2d...........ccooweemeerveeeeeeressssssssssssenen 2k 1317161
| 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: DEAN DORTON ALLEN FORD PLLC (2) EIN: 27-3858282

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




Schedule H (Form 5500) 2021

Page 4- 1

Yes No Amount
b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
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 1000000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
L= T o B0 0 1] o] 4= T AV USRS 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer? .........cccoceeeiivieeniieeeiieeenieee s 4g X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? .................. 4h X
[ Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format rEQUIrEMENTS.).....c.coiiiiiiii et e e e e e e e e e s eaeereeeaeeeas 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and
see instructions for format rEQUIrEMENTS.).....c.ooiiiiiiiiee ettt e e et e e e e e e aeereeeaeeeeas 4j X
K Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control Of the PBGC? ..........uiiiiiiiiiiiie e 4k X
| Has the plan failed to provide any benefit when due under the plan? .............cccooviiiiiiic i, 41 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.000-3.) ottt et ettt 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3...........ccoveiiiiiiiieieeeeniiieeeenn. 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
5b I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)

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

(1S (g0 Tox11o] 1 3 PP PPN

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

D Yes DNo DNot determined
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Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B Three-digit
HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN plan number
(PN) 4 002
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HARRISON MEMORIAL HOSPITAL 61-0420440
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Tottal vtglue of distributions paid in property other than in cash or the forms of property specified in the 1 0
INSTTUCTIONS ... et et et et et et et et et oottt ettt e e e et n e e e et e e e e e

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): 20-3691658

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

19

If the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:

Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate:

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

% Other: %

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

C  What duration measure was used to calculate line 19(b)?
|:| Effective duration D Macaulay duration D Modified duration |:| Other (specify):

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

a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

greater than zero?|:| Yes D No

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

Yes.

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

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

unpaid minimum required contribution

[
D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1318”333; 0
This form Is required to be filed for employee beneflt plans under sections 104 i

Department of the Tresury and 4065 of the Employes Reflrement Income Securlly Act of 1974 (ERISA) and

Internal Revenue Service seations 6057(b) and 6058(a) of the Internal Revenue Code (the Code), 2021
. Dlepﬂrﬂgﬁnt ﬁ{nggmr't » Complete ali entries in accordance with

T iinitalon the Instructions to the Form 5500.

Penslon Banofit Guaranly Corporation This Form Is Open to Public
) Inspection

1 Annual Report ldentification Information

“For ca ndar plan year 2021 or flscal plan year beginning ™ 01/01/2021 andending 12/31/2021
A This returnreport is for: [l a multiemployer plan [:] a multiple-employer plan (Fller§ checking this box must attach a list of
participating employer Information In accordance with the form Instruetions.)
a single-employer plan [] a DFE (speoify) ___
B This retumireport Is: [ the first returmireport [] the final raturn/report
D an amended return/report [] a short plan year return/report (less than 12 months)
C Ifthe plan Is a collectively-bargalned plan, chack Nere. . v vvvvevrerrereres.s. e e eae s » D '
D Check box If fling under: Form 558 [] automatic extension [] the DFVC program
D special extenslon (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act saction 201 ;oheck here.......... cvaan b D

Basic Plan Information—enter all raquested information

1a Name of plan 1b Three-diglt plan
HARRISON MEMORIAL HOSPITAL 401 (K) RETIREMENT PLAN number (PN) » 002
1¢ Effective date of plan
01/01/1997
2a Plan sponsor's name (employer, if for a single-smployer plan) 2bh Employer Identification
Malling address (include room, apt., sulte no. and sirest, or P.0, Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if forelgn, see Instructions) 61-0420440
HARRISON MEMORIAL HOSPITAL 26 Plan Sponsor's telephone
number
859-235-3529
12 10 KY HIGHWAY 36 & 2d Business code (See
instructions)
2000
CYNTHIANA KY 41031

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 examlned this return/report, including accompanying schedules,
statements ind attachments, as well as the electronic version of thls return/report, and to the bast of my knowledge and belief, It |s true, correct, and complete,

(\) L/"">{ ] 7 ’/V/ Q7 | CHRISTY WATHEN

Sl‘grﬁture of pla&admlnlstma* Date Enter name of individual signing as plan administrator

Slgnature of employer/plan sponsor Date Enter name of Individual signing as employer or plan sponsor

i 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
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3a Plan adminlstrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
. number
4 Ifthe name and/for EIN of the plan sponsor or the plan name has changed since the last return/report flled for this plan, |4b EIN
enter the plan sponsor's nams, EIN, the plan name and the plan number from the last returnireport;

a Sponsors name 4d PN

¢ Plan Name
5  Total number of particlpants at the beginning of the plan year 5 l 462
6 Number of particlpants as of the end of the plan year unless otherwise stated (welfare plans complete only lines Ba(1),

6a(2), 6b, 6¢, and 6d).

a(1) Total number of active particlpants at the bgINNING OF the PIAN YOAT ....v..rwwressersmsessmesosessseeseseseess seesenessssoeses e, 6a(1) 419
a(2) Total number of active participants at the 6nd of the PIAN YEAI wr.umweemummssmmmmmmsmssmseessmies o Mot .| 6a(2) 403
b Retlred or separated particlpants r8CeIVING DONEMIES.iiuureriiririiesisseemrescssenssessssrressenssserans wrinsrasemiresrsien | O 7
G Other refired or separated participants entitled to FUIUIE DENBMILS vvvurerveeeoerrsonsmrssessreessase s | 00 46
d Subtotal, Add liN6s BA(2), 61, BN BC.vuumesmimmermisessuemmscsssmsessmonmsssssssessosssesssomssomsmsesssssesesesmsemmenss e | 6 456
€ Daceased participants whose beneficlaries are recelving or are eniitled to rECeiVE DENBAILS. w..rwurevsrmssesseees e sss e 6e 0
F Total, Add lNes B AN B0, ..uuuuummerresrenssreemssssssinseums msssnssssiseseesssssesssssesessesssreesen s e s s w| 6f 456
g Number of participants with acsount balances as of the end of the plan year {only dsfined contribution plans
COMPIBLE thiS HOM) 1uvvvercrrecrcrrinrsancrisarissssnmnsnessess s ssssssss sesesesssnsensesssesssessne it seesmssessestseeses e esseens e SO I 1 324
h  Number of participants who terminated employment during the plan year with accrued benefits that were
(658 than 100% VESIEH v wimrsssssseserssessonssssssassssassssessessenssonns et e s s virapasesesessenssseessrenne || O] 56
7 Enterthe total number of employers obligated to contribute to the plan (only multlemployer plans complete this ltem)........ 7
8a If the plan provides penslon benefits, enter the applicable pension feature codes fom the List of Plan Characterlstlcs Codss In the Instructions:
2E 2F 26 2J 2K 2T 13D
b Ifthe 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)
(1) Insurance (1) Insurance
{2) Cade section 412(e)(3) Insurance contracts (2) Code section 412(s)(3) Insurance contracts
(3) Trust (3) Trust
(4) General agsets of the sponsor 4) General assets of the sponsor
10 Check all applicable boxes in 10a and 105 to Indlcate which schedules are attached, and, where Indicated, enter the number attached, (See Instructions)
a Penslon Schedules b General Schedules

(1)
@

@3

A

[[ MB (Multlemployer Defined Benefit Plan and Certain Money

]

R (Retirement Plan Information)

Purchase Plan Actuarial Information) - signed by the plan
actuary

SB (Single-Employer Definad Benefit Plan Actuarlal
Informatlon) - signed by the plan actuary

(1

H (Financial Information)
I (Flnanclat Information — Small Plan)
A (Insurance [nformation)

[

C (Service Provider Information)
D (DFE/Particlpating Plan Information)
G (FInanclal Transaction Schedules)

IR e




Form 5500 (2021) Page 3

_Paitdll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

114 If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (Sse Instructions and 29 CFR
2520.101-2.) wovescnmmsmremirincninns [ Yes ] No

If "Yes" Is checked, complete Ines 11b and 11c.

11b 1s the plan currently In compliance with the Form M-1 filing requirements? (8ee Insiructlons and 28 CFR 2520.101-2.) ........... [ | Yes [] No

11¢ Enter the Recelpt Confirmation Code for the 2021 Form M-1 annual report. if the plan was not requirad to file the 2021 Form M-1 annual repoit, enter the
Recelpt Confirmation Code for the most recent Form M-1 that was requlred to be filed under the Form M-1 flling requiremants. (Fallure to enter a valld
Recelpt Confirmation Code will subject the Form 5500 flling to rejection as Incomplete.)

Recsipt Confirmation Code




SCHEDULE C Service Provider Information OMB No- 1210-0110
(Form 5500)
Departmont of the Treasury This schedule Is required fo be filed under sectlon 104 of the Employee 2021
Internal Revenue Servica Retirement Income Security Act of 1974 (ERISA),
D Lab
Employee B:r?:fﬁ[sngggﬁzuyalka:nInlstratlon P File as an attachmant to Form 5500, This Form Is Open to Public
Penslon Benefit Guaranty Gorporalion 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
HARRISON MEMORIAIL, HOSPITAL 401 (K) RETIREMENT PLAN plan number (PN) » 002

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

HARRISON MEMORIAL HOSPITAL 61-0420440

| ‘Part! | Service Provider Information (see instructions)

You must complete this Part, In accordance with the instruations, to report the Informatlon required for each person who recelved, directly or Indirectly, $5,000
or more In total compensation (l.e,, maney 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 recelved only eligible indirect compensation for which the plan recelved the required disclosures, you are required to
anawer line 1 but are not required to include that person when completing the remalnder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to Indicate whether you are excluding a parson from the remainder of this Part because they recelved only eligible
indirect compensation for which the plan recelved the required disclosures (see Instructions for definitions and conditions).e v v v i cininin EYes D No

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

(b) Enter name and EIN or address of petson who provided you disclosures on ellgible indirect compensation
CAPITAL GROUP RETIREMENT PLAN SVCS, 82-4555287

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

Reliance Trust Company 46-6625485

(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 persan who provided you disclosures on ellgible Indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule C (Form 5500) 2021
v. 201209
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R

(b) Enter name and EIN or address of parson who provided you dlsclosures on ellglble Indlrect compensation

(b) Enter name and EIN or address of person who provided you dlsc!osures on ellglble indlrect compensation




Schedule C (Form 5500) 2021

Page 3 =

2. Information on Other 8ervice Providers Recelving Direct or Indirect Compensation, Except for those persons for whom you
answered “Yes" to ine 1a above, complete as many entrles as needed to list each person recelving, directly or Indirectly, $5,000 or more In total compensation
(2., money or anything else of value) In connection with services rendered to the plan or thelr position with the plan during the plan year, (See Instructions).

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

EDWARD JONES
12555 MANCHESTER RD

ATTN COMMISSIONS DEPT

ST LOUIS MO 63131
(b) (c) (d) () (f) g (h)
Bearvice Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation pald recelve Indirect include eliglble indlrect compensation recslved by |provider give you a

organlzation, or
person known to be
a party-In-interest

27

by the plan. If hohe,
enter -0-,

compensatlon? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

INVESTMENT

PR R v A SR RGN o R R IR TR o) R
(@) Enter name and EIN or addtess (see Instructions)
CAPITAL GROUP RETIREMENT PLAN SVCS, 82~4555287
(b) (c) (d) (e) (f) g (h)
Service Relationship to Enter direct Did service provider Did Indlrect compensation Enter total Indirect Did the setvice
Code(s) |employer, employea [ compensation pald recaive Indirect Include eligible Indlrect compensation recelved by |provider give you a
organlzation, 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?
64 49 answared “Yes" to element
52 72 (f). If none, enter -0-,
6037 |RECORDKEEPER
62 Yes [x| No[] Yes K| No [] Yes k| No []
25 7,512 0
(a) Enter name and EIN or address (see Instructions)
(b) (c) (d) (e) (f) g (h)
Service Relatlonship to Enter direct Dld service provider Did Indirect compensation Enter total indirect DId the service
Cods(s) |employer, employee | compensation pald recelve Indirect include eligible Indirect compensation recelved by |provider glve you a

organization, or
person known {o 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 recelved the required
disclosures?

getvice provider excluding
eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter 0,

formula Instead of
an amount or
estimated amount?

Yes [ No []

Yes [| No []

Yes [| No[]




Schedule G (Form 6500) 2021
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation.
answered "Yes" to line 1a above, complete as many entrles as needed to [ist each person recelving,
{l.e., money or anything else of value) In connection with services rendered fo the plan or thelr posit)

Except for those persons for wham you
directly or Indirectly, $5,000 or more in total compensation
on with the plan during the plan year, (See Instructions).

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

(b) (c) (d) (e) (f) 9 (h
Service Relationship to Enter direct Did setvice provider Did Indirect compensation Enter total Indirect Did the service
Code(s) |employar, employse | compensation paid recelve Indiract Include eligible Indirect compensation recelved by |pravider give you a

organization, or
person known to be
a party-In-Interest

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

compensation? (sources
other then plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible Indireot
compensation for which you
answered "Yos" to slement
(f). If none, enter -0-,

formula Instead of
an amount or
estimated amount?

Yes [] No[]

Yes [] No []

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

Yes [| No[]

(b) (c) (d) (e) _ (h)
Setvice Relatlonship to Enter direct Did service provider Did Indirect compensation Enter total Indirect Did the service
Code(s) |employer, employee | compensation pald recelve indirect Include eligible Indirect compensation recelved by |provider give you a

organization, or
person known to be
a party-In-Intarest

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan recelved the required
disclosures?

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

formula Instead of
an amount or
estimated amount?

Yes [] No []

Yes [] No [[

Yes D No D

s

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

(b) (c) (d) () (f) g) (h)
Service Relationship to Enter direct Did servics provider Did Indirect compensation Enter total Indirect Dld the service
Code(s) |employer, employee | compensation paid recelve Indirect Include eligible Indirect compensation recelved by |provider give you a

organlzation, or
parson known to be
a party-in-interest

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

compensatlon? (sources
other than plan or plan
sponsor)

compensation, for which the
plan recelved the required
disclosures?

service provider excluding
eligible Indirect
compensatlon for which you
answered "Yes" to element
(f). If nons, enter -0-,

formula instead of
an amount or
astimated amount?

Yes [] No []

Yes [| No[]

Yes I:] No []
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[[Part1 "] Service Provider Information (continued)

3. If you reported on line 2 recelpt of indirect compensation, other than sllgible Indirect compensaflon, by a service provider, and the service provider Is a fiduclary
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 recelved $1,000 or mote in Indirect compensation and (b) each source for whom the service
provider gave you & formula used to determine the Indlrect compensation Instead of an amount or estimated amount of the Indirect compensation. Complate as

many entries as neaded to report the required Information for each source,

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

(k) Service Codes (c) Enter amount of indirgct
(see instructions) compensation

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

(e) Descrlbe the Indirect compensation, including any
formula used to determine the service provider’s sliglbility
for or the amount of the Indiract compensation.

R e e e T T
() Enter service provider name as It appears on lne 2

{b) Service
(se8 instructions) compensatlon

(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,

e

“b)

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

ervice Cades (¢) Enter amaunt of indirect
(so0 Instructions) compensation

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

(e) Desctlbe the Indirect compensation, including any
farmula used to determine the service provider's ellgiblity
for or the amount of the Indlrect compsansation,




Schedule C (Form 5500) 2021
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“Partll | Service Providers Who Fail or Refuse to Provide Information

thls Schedule,

4 Provide, to the extent possible, the following information for each service provider who falled o refused to provide the Information necessary to complete

(@) Enter name and EIN or address of setvice provider (see

instructions)

{b) Natura of
Service
Codels)

(c) Describe the information that the service provider falled or refused to
provide

T

AR

Instructions)

(él) Enter name and EIN or address of service pravider (see

(b) Nature of
Service
Code(s)

(€) Describe the Infarmation thet the service provider failed or refused to
provide

R TR I

[

1SS e

A8 g SR S R i

() Enter hame and
Instructions)

EIN or address of service provider (see

(b) Naturs of
Service
Code(s)

(c) Descrive the Information that the service provider failed or refused to

R R AT

provide

%

O TR L T e £ e e T R R S R ey v AT PRt v DR R R D ]
(a) Enter name and EIN or address of service provider (see (b) Nature of | (G) Describe the information that the service provider failed or refused to
instructions) Service provide
Cade(s)

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

[(B) Neturo of

(6) Descrlbe the Information that the service provider falled of refused to

Instructions) Service provide
Code(s)
- "(a') Enter name and EIN or address of service provider ('svee (b) Nature of '((‘:) Describe the Information that the sarvico provider falled or refused to
Instructions) Service provide

Code(s)
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(complete as many entries as needed)

Paitll’ | Termination Information on Accountants and Enrolled Actuarles (see Instructions)

a Name: b EIN:

¢ Posltlon; sl i
d  Address: @ Telephone:
Explanation:

a Namé:

¢ Positlon:

d Address:

Explanation:

a Name:

€ Position:

d Address:

Explanation:

a Name:

¢ Position:

d Address:

€ Telephane

Explanation:

a Name:

¢ Posltlon:

b EIN:

d  Address:

e Telebhone

Explanation:




SCHEDULE D DFE/Participating Plan Information

OMB No., 12100110
(Form 5500)
This schedule Is required to be flled under section 104 of the Employes
Department of the Ti
Infornal Fovonue Soice. Retlrement Income Securlty Act of 1974 (ERISA). 2021
Department of Labor P Filo as an attachment to Form 5500,

Employee Berisfits Security Adminlsiration

This Form Is Open to Public

Inspaction,
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
HARRTSON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN plannumber (PN) b 002

C Plan or DFE sponsor's narme as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HARRISON MEMORIAL HOSPLTAL

61-0420440

artl:| Information on interests in MTIAs, CGTs, PSAs, and 10312 IEs (to be completed by plans and DFEs)
(Complete as many entrles as needed to report all interests In DFEs)

& Name of MTIA, CCT, PSA, or 108-12 IE:RELIANCE TRUST CO SERIES 25157

b Name of sponsor of entity listed In (a): RELIANCE TRUST COMPANY

© Dollar value of Interast in MTIA, GCT, PSA, or
103-12 IE at end of year (see Instructions)

i AR A ST

- d Entity
¢ EIN-PN 4.6 6625485 002 code c

Name of MTIA, CCT, PSA, or 103-12 IE;

b Name of sponsor of entity listed in (a):

¢ EINEN d Entity € Dollar value of Interest In MTIA, CCT, PSA, or
code 10342 IE at end of ygar__(geg Instrgctlpnls) .

Name of MTIA, CCT, PSA, or 10312 IE:

D T

b Name of sponsor of entity listed in (a);

¢ EIN-PN ¢ Entity e Dollar value of interest In MTIA, CCT, PSA, or
__codg I __10_3-12.IE§.atendquyearl(se‘e]_nstructlons) ‘

g

or 10312 IE:

}

of MTIA, CCT, PSA,

Name

a
b Name of sponsor of entity listed in (a).

¢ EIN-PN d Entity € Dollar value of Interest in MTIA, GCT, PSA, or
T e L 10812 1B at end of year (see instructions)
" Name of MTIA, COT, PSA, or 103-12 [E: '
b Name of sponsor of entity listed In (ay
¢ EIN-PN d Entity © Dollar value of interast [n MTIA, CCT, PSA, or
code 103-12 |E at end of year (see Instructions)
R L Y T I I S T Y I PR u e B R N R kT LS R e T g 3
a Name of MTIA, CCT, PSA, or 10312 |E:
b Name of sponsor of entity listed in (@)
¢ EIN-PN d Entity @ Dollar value of Interest In MTIA, CCT, PSA, or
: S L _ocode | 103421Eatendof year (seelnstructions) .
"2 Name of MTIA, GGT, FSA, or 10312 IE+ ' T
b Name of sponsor of entity listed in (a);
¢ EINPN d Entity € Dollar value of Interest in MTIA, CCT, PSA, or
code 103-12 |E at end of year (see Instructions)
For Paperwork Reduction Act Notice, sea the Instructions for Form 5500, Schedule D (Form 5500) 2021

v. 201209
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a Name of MTIA, CCT, PSA, or 103412 [E:

b Name of sponsor of entity listed in (a):

¢ EINPN d- Entity @ Dollar value of Interest In MTIA, GCT, PSA, or
T oede | 10812 1Eatend of year (see Instruotions)

& Name of MTIA, GGT, PSA, or 103-12 IE:

b Name of sponsor of entity listed In (a):

¢ EIN-PN d Entlty e Dollar value of Interest In MTIA, CGT, PBA, or
code 103-12 |E at end of year (see Instructions)
a Name of MTIA, CCT, PSA, or 103+12 E:
b Name of sponsor of entity listed in (a);
¢ EIN-PN d Entity @ Dollar valus of interest In MTIA, CCT, PSA, or
: code | 103121 et ond of yoar (soo Inslructions) ____

a Name of MTIA, GGT, PSA, or 108-12 IE:

b Name of sponsor of entity listed in (a);

¢ EINPN d lECr:Jt(I;y e Dog?; 2value of interest in MTIA, CCT, PSA, or

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed In (a);

d Entity

C EIN-PN

TR

-12 |E:

b Name of sponsor of entity llsted in (a):

d Entity @ Dollar value of Interest in MTIA, CCT, PSA, ot

G EIN-PN code 103-12 IE at end of year (see Instructions)

@ Namo of MTIA, CCT, PSA, or 10312 E:

b Name of spansor of entity listed In (a):

¢ EIN-PN d Entity € Dollar value of Interest in MTIA, CCT, PSA, or
— _ : L code | 10312[E et end of year (see Instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entlty listed in (a):

¢ EIN-PN d Entity @ Dollar value of interast In MTIA, CCT, PSA, or
. . o code | 10312 |E at end of year (see Instructions) .

a Name of MTIA, GOT, PSA, or 10312 IE:

b Name of sponsor of entlty listed in (a);

¢ EIN-EN d Entity e Dollar value of interest In MTIA, CCT, PSA, or

code 103-12 IE at end of year (see Instructions)

"2 Name of MTIA, COT, PSA, or 10312 [E: |

b Name of sponsor of entity fisted In (a):

d Entity @ Dollar value of interast in MTIA, CGT, PSA, or
code 103-12 [E at end of year (see instructions)

¢ EIN-PN
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Information on-Particlpating Plans (to be commpleted by DFEs)
(Complete as many entries as needed to report all particlpating plans)

a Plan name

b Name of
plan sponsor

s

¢ EIN-PN

@ Plan hame

b Name of
plan sponsor

itk

a Plan name

b Name of
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Nameof ¢ EIN-PN

plan sponsor

u.'«" R T8 ORR R P
a Plan name
b Name of G EIN-PN

plan sponsor

T

SR

a Plan name

b Name of
plan sponsor

G EIN-PN

IR S

frpe
i

a Plan name

b Name of

C EIN-PN

plan sponsor

a Plan name

b Name of
lan sponsor

¢ EIN-PN

I

a Plan name

b Name of
plan sponsor

¢ EIN-PN

a Plan name

b Name of
plan sponsor

C EIN-PN

a Plan name

b Name of
plan sponsor

€ EIN-PN




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Servee

Department of Labor
Employas Benefits Securlly Administration

Financidl Information

OMB No, 1210-0110

Thig schedule Is required to be flled under sectlon 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code {the Code).

2021

P File as an attachmoent to Form 5500,

This Form Is Open to Publlic

Panslon Bensfit Guaranty Corporation Ingpection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B Three-diglt

HARRISON MEMORIAL HOSPITAL 401 (K) RETIREMENT PLAN

plan number (PN) 4

002

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

HARRISON MEMORIAL HOSPITAL

D E.mployer Identification Number (E!N)

61-0420440

| 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 contalning the assets of more than one plan on a line-by-line hasis unless the value ls reportable on
lines 1¢(9) through 1c(14). Do not enter the value of that portion of an Insurance contract which guarantses, during this plan year, to pay a specific dollar
beneflt at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 [Es do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

and 11, GCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 16. See Instructions

Assels (a) Beglnning of Year (b) End of Year
a Total noninterast-beanng 6asN ... s Lo aaen s . 1a 0 0
b Recelvables (less allowance for doubtful accounts):
(1) Employer contribUtONS e isesemmssesisersarsisnissssssnaes 1b(1) 0 0
(2) Particlpant ContrbUHONS s rsmsmmssrcsmsessermsmesssmsssssssnsssrasios srsseesssrsees 1h(2) 0 0
(3) OHhOr wovvunsseerssmessnssrssssmsssrssssessermstmsssssssessssssssssnanes vt 1b(3) 0 0
€ General investments:
(1) Interest-bearing cash (include money market accounts & certificates
Of dAPOBI) o
(2) U.8. Govamnment secUritles ... cevs e s b 1¢(2) 0 0
(3) Corporate debt instruments (other than employer securities): ‘
(A) Preforred....... Ta(3){A) 0
(B) All other....,.uve.: 1¢(3)(B) 0
(4) Gorporate stocks (other than employer securities):
(A) Proferred wumevmmnesneros le(d)(A) 0 0
(B) COMMON wrurrerrvrvvmnmssanmesmsnimmmsrsnsmmmiassvssisssnisvossssssensesmsnsenneres | 16(4XB) 0 0
(8) Partnership/jolnt vanture INEErasts .. uawmssesserssesssans S S 1e(5) 0 0
{6) Real estate (other than employer real property) ... 1a(6) 0 0
(7) Loans (other than to PArCIPAMS) .. rssaimmrsessssoesmssseeas 10(7) 0 0
(8) Particlpant [08NS .voumuusssmseisereessnssmsersssecossescssserens 16(8) 601,122 637,477
(9) Value of Interest In common/colloctive trUStS ... 1¢(9) 1,412,825 924,709
{10) Value of Interest In pooled SEPArate ACCOUNES . weirocrirsrmresssens 1¢(10)
{11) Value of Interest In master trust INVestment AGGOUNLS ..vuaweermmerirseenes 1e(11) 0 0
(12) Value of interest in 103-12 Investment entitles ...... e peeresrennseesnens 1e(12) 0 0
) oo TS YOS COMPaNGs (6 e ta13) 23,542, 654 25,311,576
(14) Value of funds held in insurance company general account (unallocated 16(14)
CONLFAGES )uuvrsssiannirssennsriersc st unssin s ssssesetsssas e s vesrasssrsasressas
(15) OMNBTucvsuvsnmemassiassssmssmssesss s sssssssssssssssssssssssssssennesrsssssesseess | 16(18) 0 0

For Paperwork Reduction Act Notlce, see the Instructions for Form 5500,
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1d Employerrelated investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYer SEOUMHIES suvsvumrusmsromaisiseisesss msesssrsassinnecs saressssmsassssnsessnanein | 14(1) ' 0 0
(2) Employer real property.. e 1d(2) 0 0
© Buildings and other property used In plan operation 1e 0 0
f Total assets (add all amounts In nes 18 tArOUGN 18) v..vwcsesesmsessssersissere 1f 25,556,601 26,873,762
Liabilities
¢ Benefit clalms payable ... ettt S 19 0 0
h' Operating Payablas .......curmmsesssressesessse 1h
I AGQUISTHON INABBEBANGSS .vvvvssereessesssssussrerssss s sssemmrrsesssssssserseessssssesmssonesees 1 0
] Other liabilities. ... cravna . e Rt b et s Ul 0
K Total llabilitles (add all amounts in lines 1g through1]) ..., 1k 0
Net Assets
| Net assets (subiract e 1K oM 116 16).vumuserssssesssessesssrseresmmessons | n | 25,556, 601] 26,873,762

| Income and Expense Statement

a

complete lines 2a, 2b{1)(E), 26, 2f, and 2g.
Income
Contributions:

2 Plan Income, expenses, and changes in net assets for the year. Include all Income and expenses of the plan, including any frust(s) or separately malntained
fund(s) and any payments/recelpts to/from insurance carrers, Round off amounts to the nearest dollar, MTIAs, CCTs, PSAs,

and 103-12 IEs do not

{a) Amount

(b} Total

(1) Recelived or receivable in cash from: (A) EMPlOYErs v mscsamseenrnens | 28(1){(A) 685,067
{B)  PAICIDANS coraresreressessssanssevanssaossinssssarssnss assess sassssssssconssssssessossens 2a(1)(B) 1,225,323
(C) Others (Including rollovers).......... U 14 ) (] 154,862

(2) NONGASH CONMIDUTONS 1uvrvverrmuarasessenssmsissssssssassnessnasssessnessssesmesssssarenss 2a(2)

{3) Total contributions, Add lines 2a(1)(A), (B), (G), and line 2a(2) ... | 28(3)

O.Av.

2,065,252

Earnings on Investments:
(1) Interest:

(A) Interest-bearing cash (Including money market accounts and

cortificates of deposht)...uusee vemrvaron e eeenmien vnenire 2b(1)(A)

(B) .S, Governmant SOCUNILIOS .,.e.wseeseers e | 2b(1)(B)
{C) Corporate debt INSUMENLS ..u.vverense. s et s 2b(1)(C)
(D) Loans (other than to PArticiPANtS) swmsecsesssmsessssrsasssens wrerrnrernans | 20(1)(D)
(E)  Particloant I08NS .uuuemicimerssmeesssesmssssmaniosssssmmtsssssssssssstssessmssesssnsenns 2b(1)(E)
(F)  OMBE covtreer s sesss e ssessssesesss s sassasasts isanstnssses s mssesesessasraseen soven 2b{1)(F)
() Total interest. Add lInes 20(1)(A) tIOUGN (F)...umruwsseerssressesmnrsnnen | 20(1)(G) |

{2) Dividends: (A) Proferret St00K. . smmesmmsmsessssimiomsssmmsessissssssss 2b(2)(A)
(B)  COMMON SLOGK .eevvvversssssasaserssrssmanssraens et s s wevrssrsssnne 2b(2)(B)
{C) Registered Investment company shares (8.g. mutuel funds)........ | 2b{2)(C) 1,526,994
(D) Total dividends, Add Iines 2b(2)(A), (B), and (C) 2b(2)(D)

(3) Rents .uoueenens et et e R et s — 2b(3)

{4) Net gain (loss) on sale of assets! (A) Aggregate proceeds ... 2b{4){(A)
(B) Aggregate carrylng amount (866 INstructions) e 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result,.....um.

2b(4)(C) |-

(6) Unrealized appraciation (depreciation) of assets: (A) Real 65tate .........een

2b(5)(A)

(B) Other.uiwnienns DR encrnn

2b(5)(B)

(C) Total unrealized appreciation of assets,
- Add lines 2b(8)(A) and (B) ......coeieuns e I b

20(8)(C) |-
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(a) Amount (b) Total

(6) Net nvestment galn (loss) fram common/collective tHUsts.....mwe ... _— 2b(8). T 20,288

(7) Net Investment gain (foss) from pooled separate acCOUNIS uwumerscrerarn | 20(7) 0

(8) Nat investment galn (loss) from master trust investrment 4660UNtS ... 2b(8) 0

(9) Net Investment gain (loss) from 103+12 Investment ontitios ............ e | 20(9) 0

10 s (o6 misat ) - oorELINOSMAL | 2110 2,342,505
G Other INCOME wovvvevrerrmeriimeivinrsermeserareissaens e ORI 2c 136
d Total Income, Add all income amotints In column (b) and enter total...e o | 2d 5,986,326
Expenses

e Beneflt payment and payments to provide benefits;

{1) Directly to participants or beneficiarles, Including direct rollovers,......... w | 2e(1) 4,598,646/

(2) To Insuranoe carrlers for the provision of benefits .... 20(2) 0

(3) Other.,. sty vermerssremssinisrvsrirene | 26(8)

0

(4) Total benefltpayments Add IInesZe(1)through (3) e minenns | 28(4)

4,598, 646

f Corrective distributions (see Instructlons)...,...........................,...................... 2
g Cerlaln deemad distributions of participant loans (see Instructions)....., - 29
D1 INEEIBSE BXPONSE.wuruvsirssirsseessssiassssssmesimsassesessessssessismeessessaaseessortatvssrssse soesess 2h
i Administrative expenses: (1) Professlonal s .o | 21(1)
{2) Contract administrator 88 v immemenes 21(2)
{3) Investment advisory and management f8eS ... 2i(3)
(4) Other,....... v snerensransras 21{4) A
(5) Total administrative expenises, Add lines 2|(1) through [ T 2i(5) 70,519
| Total expenses, Add all expense amounts In columin (1) and enter total ....... 2 4,669,165
Net Income and Reconciliation
k Net Income (loss). Subtract line 2] from line 2d 2k 1,317,161
I Transfers of assots: AR
(1) To this Plan, w.eo i e e IR
(2) From this PIEN v iiarmsecsssmesssssssssensssssesssssssessssseomssrsevssenssonns | 212

1 Accountant’s Oplnlon

3 Complete lines 3a through 3c If the opinion of an independent quallfied public accountant s attached to this Form 5500, Complets line 3d If an opinion Is not

attached,

& The attached oplnion of an Independent quallfled publlc accountant for this plan Is (see instructions):

(1)[¥] Unmodiied  (2) [] Qualified ~ (3) [] Disclaimer ~ (4) [[] Adverse

b Check the appropriate box(es) to Indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Cheok both hoxes (1) and (2) If the audit was
performed pursuant to both 20 CFR 2520,103-8 and 29 CFR 2520,103~12(d). Check box (3) If pursuant to nelther,

(1) [K DOL Regulation 2620.103-8 (2) [ ]DOL Regulation 2520.103-12(d) (3) [nelther boL Regulatlon 2520.108-8 nor DOL Regulatlon 2620103- 12( ).

€ Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name; DEAN DORTON ALLEN FORD PLIC

(2)EIN 2'7 3858282

o The opinion of an Independent qualified public accountant I not attached because:;

1) D This form Is filed for @ CCT, PSA, or MTIA,  (2) ]:] It wiil be attached to the next Form 5500 pursuant to 29 CFR 2520,104-50,

‘ Parth l Compliance Questions

4 CCTs and PSAs do not complete Part IV, MTIAs, 10312 |Es, and GIAs do not complete lines 4a, de, 41, 4g, 4h, 4k, 4m, 4n, or 5,

108-12 |Es also do not complete lines 4) and 41, MTIAs also do not complete line 41,
During the plan year:
a Was there a fallure to transmit to the plan any particlpant contributions within the time

perlod described In 29 CFR 2510,3-102? Contlnue to answer “Yes" far any prior year fallures untll |
fully corrected. (See nstructions and DOL's Voluntary Fiduciary Correction Pragram.} ...

Yes No

e | 48 X

Amount
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Yes | No Amount
b Waere any loans by the plan o fixed Income obligations due the plan in default as of the 1t
close of the plan year or classifled during the year as uncollectible? Distegard participant loans
secured by particlpant's account balancs. (Attach Schedule G (Form 8500) Part | If “Yes" is
checked,)
€ Were any leases to which the plan was a party in default or classlfied durlng the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if "Yes" s chesked.) v Y- P
d  Were thete any nonexempt transactions with any party-n-Interest? (Do not Include transactions
reported an line 4a. Attach Schedule G (Farm 5500) Part [fl If “Yes” Is
CROGKOUL) L ovs v sesssmassissssssessssasssssssssss et st nassssssssssssess sessmessssemssssroesmessns TN
€ Was this plan coverad by a fldolity bond? ... S e | 48 | X 1,000,000
f  DId the plan have a loss, whether or not relmbursad by the plan's fidelity bond, that was caused by o
fraud or dishonesty?
g Did the plan hold any assets whose current value was nelther readily determinable on an i
established market nor set by an independent third Party appralser? ..o smenerrinismn 4g X
h  Did the plan recelve any noncash contributions whose velue was nelther readlly
determinable an an establlshed market nor set by an independent third party appralser? ,
I Did the plan have assets held for Investment? (Attach schedule(s) of assets If "Yes" s checked, and |
see Instructions for format requirements.).......
] Were any plan transactions or serles 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 raQUIFEMENLS}uuuwweersesieseeseesessesn O .
Kk Were alt the plan assets elther distrbuted to participants or beneficlarles, transferred to another
plan, or brought under the control of the PRGC?.......
I Has the plan falled to provide any benefit when due under the plan? ..o e wisanmeenins | 4l X
m  [fthis Is an Individual account plan, was there a blackout perlod? (See Instructions and 29 CFR
2520,101-3.).vvernrerernins T E L b AR08 18R4T L ah b b R4 1S ER T BAe e AeR e eR O T AR RS v ea mmo e ehenee e st sen
N [f 4m was answered “Yes,” check the “Yes” box If you elther provided the required notice or one of  |*
the exceptions to providing the notlce applied under 20 CFR 2520.101-3.vvvvuvsieuemeesssoss oo,
Ba  Has a resolutlon to terminate the plan been adapted during the plan year or any prior plan year?......, [l Yes E No
If"Yes,” enter the amount of any plan assels that reverted to the employer this year .
5b  If, during this plan year, any assets or llabllities were transfarred from this plan to another plan(s), Identlfy the plan(s) to which assets or llabilities were

transforred, (See Instructions.)

6b(1) Name of plan(s)

5b(2) EIN(s)

Bb(3) PN(s)

B¢ Was the plan & defined benefit plan covered under the PBQG insurance program at any time during this plan year? (See ERISA sectlon 4021 and

Instructions.) .......... L e e e e s e e e e e
If “Yes" Is checked, enter the My PAA confirmation number from the PRGC premium filing for this plan year

Yes

[INo  []Not determined




SCHEDULE R
(Form 5500)

Department of the Treasury
Internal Revenue Service

Retirement Plan Information

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

This schedule Is required to be filed under sectlons 104 and 4066 of the
Employes Retirement income Security Act of 1974 (ERISA) and section

OMB No. 1210-0110

2021

Dopartmak of Labor This Form is Open to Public
Employee Bonefils Seourlly Adminlstration b File as an attachment to Form 5500. lnspeclzlon.
Pension Benefit Guaranly Corporalion
For calendar plan year 2021 ot figcal plan year beginning 01L/01/2021 and ending 12/31/2021
A Name of plan B Three-diglt
HARRISON MEMORIAL HOSPITAL 401 (K) RETIREMENT PLAN plan number 002
(PN) 4

C Plan sponsor's name as shown on [Ine 2a of Form 6500

D Employer Identifioation Number (EIN)

HARRISON MEMORTAL HOSPITAL 61-0420440
Distributions
AII references to distributions relate only to payments of benefits during the plan year,
1 Total valus of distibutions pald In property other than In cash or the forms of property speclﬂed In the 1
instructions......... TN I e T TN 0

2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to partlclpants or beneficlarles during the year (If more than two, entet EINs of the

two payors who pald the greatest dollar amounts of banefits):

EIN(s): 20~3691658
Profit-sharing plans, ESOPs, and stock bionus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits ware distributed In a single sum, during the plan 3
YOI civrurarseiess wressinires A Oy RN PR v e vt ehE ga Iarre s s e e IR

ERISA section 302, skip this Part.)

Fuhding Information (if the plan Is not subject to the mirimum funding requirements of section 412 of the [nternal Revenue Code or

4 lsthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302()(2)? wuer
If the plan Is a defined henefit plan, go to line 8,
5  If awalver of the minimum funding standard for & prior year is belng amortized In this
plan year, see Instructions and enter the date of the rullng Ietter granting the walver, Date: Mon
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the

|:| Yes

[JNo  [] na

th Day Year

remainder of this schedule,

6 a Enterthe minimum required contribution for this plan year (include any prior year accumulated funding 6a
deflclency not walved) vuuummmeesseees 4054140880 11404 R4 8 R R AR 1RO 8RR AR R ERRR AR RS 00
b Enter the amount contributed by the employer to the plan for this plan year ... e o 6b
G Subtract the amount In line 6b from the amount In line 6a. Enter the result
(enter a minus slgn to the left of a NEGATIVE BMOUNL) wuruersiii s o s sssssvssssens 6¢

If you completed line 66, skip lines 8 and 9,

[] wa
[] ~a

[:] Yos
D Yes

DNo
DNo

Will the minimum funding amount reparted on line 8¢ be met by the funding deadline? ... [T e

o

If a change In actuarial cost method was made for this plan year pursuant to a revenue procedurs or other
autharity providing automatic approval for the ohange ora class ruling letter, does the plan sponsor or plan
administrator agree with the change? ...,

| Partlil;| Amendments

9 Ifthis is @ defined benefit penslon plan, were any amendments adopted during this plan
year that Increased or decreased the value of benefits? If yes, check the appropriate
box, If no, chaok the “No” boX.uusmeuess. [] Both [] no

| PartlV | ESOPs (see Instructions). If this Is not a plan described under section 409(a) or 4975(a)(7) of the Internal Revenue Code, skip ths Part,

L L L L L LI LT L LT L e ) R T I s

[] ncrease [ ] Decrease

L T L T Ty T T I T T R IO AR Y LI R LT R TLL]

10 Were unallocated employer securities or proceeds from the sale of unallocated securlties used to repay any exempt (0807 v,

D Yes

[]No

11 a  Does the ESOP hold any prefertad Stook? .. mrencssserssssasseses e e P .
b If the ESOP has an outstanding exempt loan with the employer as lender, Is such loan part of & “back-to-back” loan?

(See Instructlons for definitlon of "back-to-back” loan,) ...

VA e e

T I T L L T T T ITLIT A

[] Yes
D Yes

DNo
I:lNo

SRt

12 Does the ESOP hold any stock that Is not readily tradable on an established securities Market?........ewwme:

D Yos

DNo

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

Schedule R (Form §500) 2021

v, 201209
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“Part V.| Additional Information for Multlemployer Defined Benefit Pension Plans

13  Enter the following information for sach employer that corttributed more than 6% of total contributions to the plan during the plan year (measured In

_—dollae). See Instruations. Complefo as many entres as nooded to roport el applloablo employers,

R S N i S T A A

a

Name of contributing employer

b EN ¢ Dollar amount contributed by employer

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

&  Contribution rate informatlon (If more than one rate applies, cheok this box [:l 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: ]:| Hourly D Woeekly [] Unit of production [[ Other (specify):

a ' Namé of contributing em'p'loyer - ' ‘ , ' T B

b EN ¢ Dollar amount contributed by emplayer

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

€  Contribution rate information (If more than one rate applles, check this box D and see Instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contributlon rate (ndollars andcents)
(2) Base unitmeasure:| | Howly  [] Weekly [ Unitof production [1 other (speoify):

R T, N B A i R A L S T O TR T ot 3 37 d B R R N T R R T VT N P e

a Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

¢ Date collective bargaining agresment explres (/f employer contributes under more than one colloctive bargaining agresment, check box I:l
and see Instructions regarding required attachment. Otherwiss, enter the applicable date.) Month Day Year

€@  Contribution rate information (ff more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
completa lines 13e(1) and 136(2).)
(1)  Contribution rate (in dollars and cents)
(2) Baseunitmeasure:[ ] Hourly [ Weekly [ Unitof production [1 Other (specity):

a__ Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

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

©  Contributlon rate information (if more than one rate applles, check this box |:| and see Instructlons regarding requlred attachment, Otherwise,
complete lines 13s(1) and 136(2).)
(1) Contribution rate (in dollars and cents)
(2) Bageunitmeasure:| | Hourly [ wWeekly [ unitof production [1 other (spedity):

& Name of contributing employer )

b EN : ¢ Dollar amount contributed by employer

d  Date collective bargalning agreement explres (/f employer contributes under more than one collective bargalning agreement, check box D
and see Inslructions regarding required attachment. Otherwise, enter the appliceble date.) Month Day Year

€  Contribution rate information (If mora than one rate applles, check this box D and see Instructions ragarding requlred attachment. Otharwise,
completo fines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure:[ | Hourly [ Weekly [ Unit of production [l other (specify):

2 Name of contributing employer

b EN ¢ __Dollar amount contributed by smployer

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

e  Contribution rate information (If more than one rate appiles, check this box D and sea Instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 138(2).)
(1)  Contributlon rate (In dollars and cents)

(2) Base unit measure:[l Hourly [] Weelkly ]___I Unit of production [] Other (specify);
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14 Enter the number of deferred vested and retired particlpants (Inactive partlcipants), as of the beglnning of the
plan year, whose contributing employar Is no longer making contributions to the plan for:

@ The cutrent plan year, Check the box to indicate the counting method used to determine the number of

Inactive particlpants: [:] last contributing employer D alternative D reasonable approximation (see 14a
instructions for raquired BHACHIMBNE) ... i s s e seesetenrass e sesrssssssssnesnssetes
b The plan year immediately preceding the current plan year, D Gheck the box If the number reported 15 a 14b
change from what was previously reported (see Instructions for required attachMeNt). ... s meesrsersmrsasne
€ The second preceding plan year, D Check the box If the humber reported s & change from what was 14¢

previously reported (see Instructlons for required attachment),.......eeses, e et e

15  Enter the ratfo of the number of participants under the plan on whose behaif no employer had an obligation to make an
employer contribution during the current plan year to:

& The corresponding number for the plan year immedlately preceding the current plan year,. 15a

b The corresponding number for the second preceding plan Yoar ... o woreanea ST I K

16 Information with respact to any employers who withdrew from the plan during the praceding plan year:

a Enter the number of employers who withdrew during the precading plan Year .o sessceescenes | 108

b Ifline 16ais greater than 0, entor the aggregate amount of withdrawal llabllity assessed or estimated to be 16b
a980ssed against SUCh WIHArawn OMPIOYOrS wiuwrerisssimstimserimmsismigssmisesissiesssrsnsrass sessesessensenensssst sasses
17 1f assets and llabllities 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. ...ovvercenissnns PP TP PP AT Virsrna e e e G

l:sPartMl.i:| Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 I any llabliitles to participants or thelr beneficlaries under the plan as of the end of the plan year conslst (In wholes or In part) of [labiitles to such participants
and beneficlarles under two or more pension plans as of immediately before such plan year, check hox and see Instructions regarding supplemental
Information to be included as an atachMent... e G b e e e e s taen

19 if the total number of participants Js 1,000 or more, complete linas (a) through (c)
&  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b Provide the average duratlon of the combined Investment-grade and high-yield debt:
D 0-3 years [] 3-6 years D 6-9 years D 9-12 years D 12-15 years [:] 15-18 yoars D 18-21 years D 21 years or more
€ What duration measure was used to calculate line 19(b)?
D Effective duration D Macaulay duration D Madifted duration D Other (spaclfy):

20 PBGC missed contribution reporting requirements. If this Is a multiemployer plan or a single-employer plan that Is not covered by PBGG, skip line 20,
a s the amount of unpald minimum requlred contributions for all years from Schedule SB (Form 6500) line 40 greater than zero? [:] Yes [:| No
b Iline 20a Is “Yes,” has PBGG been notified as required by ERISA sections 4043(c)(6) and/or 303(k)(4)? Check the applicable box:

[] Yes.

[] No. Reporting was walved under 29 GFR 4043,25(c)(2) because contributions equal to or excaeding the unpaid minimum required contribution
wara made by the 30th day after the due date,
No. The 30-day period referenced in 20 GFR 4043.25(¢)(2) has not yet ended, and the sponsor Intends to make a contribution equal to or
exceeding the unpald minimum requlred contribution by the 30th day after the due date,

D No, Other. Provide explanation




o 5558 Application for Extension of Time OMB No. 1645.0212

(Rev, Septerber 2019) To File Certain Employee Plan Returns

Department of the Treasury
Internal Revenue Service

P For Ptivacy Act and Paperwork Reduction Act Notlce, see Instructions, File With IRS Only
> Go to www.irs.gov/Formb558 for the latest Information.

Identification

A Name of fller, plan administrator, or plan sponsor (see Instruations) B Filers ldentifying numbet (see instructions)
HARRTSON. MEMORTAT, HOSPTTAT, Employer Identlfication number (EIN) (2 dighs XX-KURKKKX)
Number, street, and room or suite ho, (If a .0, box, see Instruatiohs) 61-0420440
1210 KY HIGHWAY 36 R Soolal sacurlty number (SSN) (9 dights XXX-XX-XXXX)

Gity or town, state, and ZIP code
CYNTHIANA, KY 41037
C Plan name Plan Plan year ending—
number MM DD YYYY
0 0 2 12 31 2021
HARRISON MEMORTIAL HOSPITAL 401 (K) RETIREMENT PLAN

ALY Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

1

O Check this box if you are requesting an extension of ime on line 2 to fllo the first Form 5800 series return/report for the plan listed
in Part |, C above.

I'request an extenslon of time until 10 7 17 /2022 to file Form 5500 serles. See Instructions.
Note: A signature IS NOT required if you are reguesting an extension to file Form 5500 serios.

I request an extension of timeuntlt 10 7 17 ;2022 to file Form 8965-88A. See Instructions.
Note: A signature IS NOT required If you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on fine 2 and/or line 3 (above) If (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension Is requested; and (b) the date on line 2
and/or line 3 (above) ts not later than the 15th day of the 3rd month after the normal due date,

cldil] Extension of Time To File Form 5330 (see Instructlons)

| request an extension of time untll / / to file Form 5330,

You may be approved for up to a 8-month extenslon to file Form 5330, after the normal due date of Form 5330,
Enter the Code section(s) imposing thetax . . . . . . . . . N o La |

Enter the payment amount attached . . . . . ., . ., . . . . . A
For exclse taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date . . - A

State In detail why you need the extension;

Under penalties X perjury, | declare that to the best of my knowledge and belief, the statements made on this form ara trus, corract, and complete, and that | am authorized
to prepare this gapplication,

Signature » | ﬂ/——?/ Date » O{/T]/ a()\

U Gat. No. 12006T Form 5858 (Rov. 9-2018)
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DEANDORTONI

To the Participants and Plan Administrator
Harrison Memorial Hospital 401(k) Retirement Plan
Cynthiana, Kentucky

Report of Independent Auditors

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

We have performed an audit of the financial statements of Harrison Memorial Hospital 401(k)
Retirement Plan (the 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
(modified cash basis) as of December 31, 2021, the related statement of changes in net assets
available for benefits (modified cash basis) for the year then ended, and the related notes to the
financial statements (2021 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 (DOL) 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 DOL's Rules and Regulations for Reporting and Disclosure under
ERISA (qualified institution).

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

Opinion on the 2021 Financial Statements

In our opinion, based on our audit and on the procedures performed as described in the Auditor's
Responsibilities for the Audit of the 2021 Financial Statements section:

» 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).

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

Lexington ® Louisville » Raleigh deandorton.com




To the Participants and Plan Administrator of
Harrison Memorial Hospital 401(k) Retirement Plan
Report of Independent Auditors, continued

Basis for Opinion on the 2021 Financial Statements

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 2021 Financial Statements section of our report. We are required to
be independent of the Plan and to meet our other ethical responsibilities, in accordance with the
relevant ethical requirements relating to our audits. 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.

Emphasis of Matter

We draw attention to Note 2 to the financial statements, which describes the basis of accounting. The
financial statements are prepared on the modified cash basis of accounting, which is a basis of
accounting other than GAAP. Our opinion is not modified with respect to this matter.

Responsibilities of Management for the 2021 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 the Plan's ability to continue
as a going concern within one year after the date that the financial statements are issued or 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 2021 Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit of the 2021
Financial Statements 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.




To the Participants and Plan Administrator of
Harrison Memorial Hospital 401(k) Retirement Plan
Report of Independent Auditors, continued

Auditor's Responsibility for the Audit of the 2021 Financial Statements, continued

In performing an audit in accordance with GAAS, we:
* EXxercise professional judgment and maintain professional skepticism throughout the audit.

 ldentify 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,

* 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 the Plan's internal control. Accordingly, no such opinion is expressed.

» 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 the 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
certification, 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
2021 Supplemental Schedule Required by ERISA

The supplemental schedules of Schedule of Assets (Held at End of Year) (Modified Cash Basis), is
presented for purposes of additional analysis and is not a required part of the financial statements but
is supplementary information required by the DOL'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.




To the Participants and Plan Administrator of
Harrison Memorial Hospital 401(k) Retirement Plan
Report of Independent Auditors, continued

Other Matters, continued
2021 Supplemental Schedule Required by ERISA, continued

The information included in the supplemental schedule, other than that agreed to or derived from the
certified investment information, has been subjected to 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 schedule 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 schedule, we evaluated whether the supplemental
schedule, other than the information agreed to or derived from the certified investment information,
including its form and content, is presented in conformity with the DOL's Rules and Regulations for
Reporting and Disclosure under ERISA.

In our opinion:

e The form and content of the supplemental schedule, other than the information in the supplemental
schedule that agreed to or is derived from the certified investment information, are presented, in all
material respects, in conformity with the DOL's Rules and Regulations for Reporting and Disclosure
under ERISA,

* The information in the supplemental schedule related to assets held by and certified to by a
qualified institution agrees to, or is derived from, in all material respects, the information prepared
and certified by an institution 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 the Plan. As permitted by 29 CFR
2520.103-8 of the DOL'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 July 22, 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 DOL's Rules and Regulations for Reporting and Disclosure under
ERISA.

Dean Dotlorn Q0lsn Fc PUC

Lexington, Kentucky
October 6, 2022




HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Statements of Net Assets Available for Benefits
(Modified Cash Basis)

December 31, 2021 and 2020

202 202
Investments at fair value:
Mutual funds $ 25,311,576 $ 23,542 654
Collective trust fund 924,709 1.412.825
Total investments 26,236,285 24 955 479
Contribution receivable:
Participant - 33,150
Employer 10,577 16,170
Total contributions receivable 10,677 49,320
Notes receivable from participants 637,477 601,122
Net assets available for benefits $ 26.884,339 $__ 25605921

See accompanying notes.




HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Statement of Changes in Net Assets Available for Benefits
(Modified Cash Basis)

Year ended December 31, 2021

Additions to net assets attributed to:
Investment income:
Net appreciation in fair value of investments
Interest and dividends
Total investment income
Interest on notes receivable from participants
Contributions:
Participants
Employer
Rollover
Total contributions
Total additions
Deductions from net assets attributed to:
Benefits paid to participants
Administrative expenses
Total deductions
Net increase

Net assets available for benefits:
Beginning of year

End of year

See accompanying notes.

2,362,929
1,526,994

3,889,923
31,151
1,192,173

679,474
154,862

2,026,509

5,947,583

4,598,646
70,519

4,669,165

1,278,418

25,605,921

$ 26,884,339




HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Notes to the Financial Statements

1. Description of Plan

The following brief description of the Harrison Memorial Hospital 401(k) Retirement Plan (the Plan)
is provided for general information purposes only. Participants should refer to the Plan Adoption
Agreement for a more complete description of the Plan's provisions.

General

The Plan is a defined contribution retirement plan which became effective January 1, 1997, and was
restated in its entirety effective April 11, 2017. The Plan is subject to the provisions of the Employee
Retirement Income Security Act of 1974 (ERISA). The Plan is administered by a trust, the trustee of
which is Capital Bank and Trust Company (Capital Bank).

Eligibility

Employees are eligible to participate in the Plan upon satisfaction of eligibility conditions, which
require an employee to perform six months of service and to be at least 18 years of age. All
employees, except PRN status, temporary, and seasonal employees (as defined by the Plan), of
Harrison Memorial Hospital (the Plan Sponsor and Administrator) may immediately participate in the
Plan upon meeting eligibility requirements. At that time, participants can begin deferring
compensation into the Plan, and become eligible for the Plan Sponsor's safe harbor matching
contribution and any discretionary nonelective contribution. In addition, employees must be actively
employed on the last day of the plan year or must have completed 501 hours of service (or be
employed for at least 91 consecutive calendar days under the Elapsed Time Method) during the
year terminated to be eligible for the discretionary nonelective contribution.

Contributions

Each year, participants may elect to contribute up to the maximum allowable amount of pretax
annual compensation, as defined in the Plan. Additionally, participants may designate all or a portion
of their elective deferral contributions as after-tax Roth contributions instead of pre-tax contributions.
Participants may also contribute amounts representing rollover distributions from other qualified
plans. Participants direct the investment of all contributions into various investment options offered
by the Plan. The Plan Sponsor matches 100% of the first 4% of base compensation that a
participant contributes to the Plan. The Plan currently offers mutual funds and a collective trust fund
as investment options for participants. Contributions are subject to certain Internal Revenue Code
(IRC) limitations.

Participant Accounts

Individual accounts are maintained for each Plan participant. Each participant's account is credited
with the participant's contribution and the Plan Sponsor's contributions, an allocation of Plan
earnings or losses, and an allocation of administrative expenses, if any. Allocations are based on
participant earnings or account balances, as defined in the Plan document. The benefit to which a
participant is entitled is the benefit that can be provided from the participant's vested account.




HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Notes to the Financial Statements, continued

1. Description of Plan, continued

Vesting

Participants are vested immediately in their contributions, Plan Sponsor safe harbor matching
contributions, and actual earnings thereon. Vesting in the Plan Sponsor's nonelective contribution
portion of their accounts is based on years of continuous service. Participants become 25% vested
in Plan Sponsor contributions and related earnings thereon after one year of service of 1,000 hours
or more, and vest 25% each additional year of service up to 100% after four years.

Participant Loans

Participants may borrow from their accounts a minimum of $1,000 up to a maximum of the lesser of
$50,000 or 50% of their account balance, reduced by the highest outstanding loan balance in the
preceding 12 months. The loans are secured by the balance in the participant's account and bear an
interest rate between 4.25% and 6.50%, which is granted at 1 percentage point over the prime
interest rate. Principal and interest is paid ratably through bi-weekly payroll deductions. The
maximum term of a loan for the purchase of a primary residence is 15 years. The maximum term of
all other loans is 5 years. For the year ended December 31, 2021, $88,927 of loans were deemed
distributions, which were included in benefits paid to participants on the statement of changes in net
assets available for benefits (modified cash basis).

Forfeited Accounts

As of December 31, 2021 and 2020, forfeited nonvested accounts totaled $188 and $1,486,
respectively. These accounts are used to reduce future employer contributions or pay Plan
expenses. The Plan did not use any forfeited nonvested accounts to reduce employer contributions
during the year ended December 31, 2021. There were no forfeited participant balances during
2021.

Payment of Benefits

On termination of service due to death, disability, retirement, or other reasons, a participant whose
vested account balance is greater than $5,000 (including amounts attributable to rollover
contributions) may elect to receive either a single lump sum amount equal to the value of the
participant’s vested interest in his or her account, or annual installments. On termination of service, a
participant whose vested account balance is not greater than $5,000 (including amounts attributable
to rollovers) will receive his or her benefits as a single lump sum payment. Benefits are recorded
when paid.




HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Notes to the Financial Statements, continued

1. Description of Plan, continued

Risk and Uncertainties

The Plan provides for participant directed investment options in various securities. Investment
securities, in general, are exposed to various risks, such as interest rate, credit, and overall market
volatility. The Plan does not obtain collateral or other security to support those funds. Due to the
level of risk associated with certain investment securities and the level of uncertainty related to
changes in the value of the investment securities, it is reasonably possible that changes in the
values of investment securities will occur in the near term and that such changes could materially
affect the amounts reported in the statements of net assets available for benefits (modified cash
basis) and the statement of changes in net assets available for benefits (modified cash basis).

. Summary of Significant Accounting Policies

The accompanying financial statements of the Plan are prepared on the modified cash basis of
accounting which is a comprehensive basis of accounting other than accounting principles generally
accepted in the United States of America (GAAP). Other than for employee and employer
contributions, income and expenses are accounted for on the basis of cash receipts and
disbursements. Although the modified cash basis of accounting represents a departure from GAAP,
it is an allowable method of accounting for employee benefits under the reporting requirements of
ERISA. The following is a summary of the significant accounting policies consistently followed by the
Plan in the preparation of the financial statements:

Investment Valuation and Income Recognition

The Plan's investments are stated at fair value based on quoted market prices. Fair value is the
price that would be received to sell an asset or paid to transfer a liability in an orderly transaction
between market participants at the measurement date. Purchases and sales of securities are
recorded on a trade date basis. Dividends are recorded when received. Net appreciation or
depreciation includes the Plan's gains or losses on investments bought and sold as well as held
during the year.

The fair value of certain alternative investments is determined using net asset value (NAV) per share
as a practical expedient when the fair value is not readily determinable, unless it is probable that the
investment will be sold at something other than NAV.

Notes Receivable from Participants

Notes receivable from participants are measured at their unpaid principal balance plus any accrued
but unpaid interest. Delinquent notes are treated as distributions based on the terms of the Plan
Adoption Agreement.




HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Notes to the Financial Statements, continued

2. Summary of Significant Accounting Policies, continued

Administrative and Investment Expenses

Administrative and investment expenses may be paid by the Plan Sponsor or the Plan at the Plan
Sponsor's discretion. The Plan Sponsor absorbs significant administrative expenses of the Plan.
Fees related to processing participant distributions are paid by the participant and included in
administrative expenses on the statement of changes in net assets available for benefits (modified
cash basis). Investment related expenses are included in net appreciation of fair value of
investments.

Subsequent Events

The Plan's management has evaluated subsequent events for accounting and disclosure
requirements through October 6, 2022, the date the financial statements were available to be
issued.

. Information Prepared and Certified by Trustee

The Plan's asset information included in this note and throughout the Plan's financial statements and
supplemental schedule were prepared by or derived from information provided by Capital Bank and
Trust Company (Capital Bank), the trustee of the Plan, and furnished to the Plan Administrator. The
Plan Administrator has obtained certifications from the trustee that asset information provided to the
Plan Administrator by the trustee related to the asset information is complete and accurate.
Accordingly, as permitted by 29 CFR 2520.103-8 of the Department of Labor's (DOL) Rules and
Regulations for Reporting and Disclosure under ERISA, the Plan Administrator instructed the Plan's
independent auditors not to perform any auditing procedures with respect to asset information in this
note and which appears throughout the financial statements and the supplemental schedule.

The following table presents the fair value of investments in the Plan that were certified by Capital
Bank:

2021 2020
Mutual funds $ 25,311,576 $ 23,542,654
Collective trust fund 924,709 1.412.825
Total investments $_ 26,236,285 $_24.955 479

The trustee certified the accuracy of the $2,362,929 of net realized and unrealized appreciation in
the fair value of investments and $1,526,994 of interest and dividends related to the investments for
the year ended December 31, 2021.

10




HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Notes to the Financial Statements, continued

3. Information Prepared and Certified by Trustee, continued

The trustee also certified to the completeness and accuracy of $637,477 and $601,122 of notes
receivable from participants for December 31, 2021 and 2020, respectively, and $31,151 in interest
on notes receivable from participants for the year ended December 31, 2021.

4. Fair Value Measurements

The Plan classifies its investments based on a hierarchy consisting of: Level 1 (valued using quoted
prices from active markets for identical assets), Level 2 (not traded on an active market but for which
observable market inputs are readily available), and Level 3 (valued based on significant
unobservable inputs). The asset's 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 techniques used need to maximize the use of observable inputs and minimize the use of
unobservable inputs.

Following is a description of the valuation methodologies used for assets measured at fair value on a
recurring basis:

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

Collective trust fund: Valued based on the NAV of units of the common collective trust. The NAV,
as provided by the trustee, is used as a practical expedient to estimating fair value. The NAV is
based upon the fair value of the underlying investments comprising the trust less its liabilities.
This practical expedient is not used when it is determined to be probable that the fund will sell the
investment for an amount different than the reported NAV.

There have been no changes in the valuation methodologies used at December 31, 2021 and 2020.

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

11




HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Notes to the Financial Statements, continued

4. Fair Value Measurements, continued

The following table sets forth by level, within the fair value hierarchy, the Plan's investments at fair
value as of December 31:

Level 1 Level 2 Level 3 Total
2021
Investments measured at fair
value:
Mutual funds $_25311.576 $ - $ - $_25.311,576
Total investments in fair
value hierarchy $ 25,311,576 $ - $ - 25,311,576
Investments measured at NAV:
Collective trust fund 924,709
Total investments at fair value $_26,236,285
Level 1 Level 2 Level 3 Total
020
Investments measured at fair
value:
Mutual funds $_23542654 $ - $ - $_23.542.654
Total investments in fair
value hierarchy $ 23542654 $ - $ - 23,542,654
Investments measured at NAV:
Collective trust fund 1,412,825
Total investments at fair value $_24 955479

In accordance with accounting standards, investments in 2021 and 2020 that are measured at fair
value using the NAV practical expedient have not been classified as Level 1, 2 or 3 in the fair value
hierarchy, but are included above to permit reconciliation of the fair value hierarchy tables to the
amounts presented in the statements of net assets available for benefits (modified cash basis).

12




HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Notes to the Financial Statements, continued

4. Fair Value Measurements, continued

The following table summarized investments measured at fair value based on NAV per share as of
December 31, 2021 and 2020:

Fair Value Fair Value
December 31, December 31, Unfunded Redemption ~ Redemption
2021 2020 Commitment  Frequency Notice Period
Collective trust
fund $924,709 $1,412,825 N/A Daily Daily

To assess the appropriate classification of investments within the fair value hierarchy, the availability
of market data is monitored. Changes in economic conditions or valuation techniques may require
the transfer of investments from one fair value level to another.

5. Indirect Fees

Certain Plan investments are shares of mutual funds managed by Capital Group Retirement Plan
Services (Capital Group) or its related companies. Capital Bank and Trust, a member of Capital
Group, is the trustee of the Plan and therefore, these transactions qualify as party-in-interest.
Administrative expenses of $70,519 for the year ended December 31, 2021 are comprised of fees
paid by the Plan to Capital Group or its related companies for investment Management services and
withdrawal charges.

Additionally, indirect fees are paid to Capital Group based on investment account values. These fees
range from 0.05% to 0.65% of the investment account value. The fees are included within net
appreciation in fair value of investments on the statement of changes in net assets available for
benefits.

6. Tax Status

The Plan uses a prototype Plan document sponsored by American Fund Distributors, Inc. American
Fund Distributors, Inc. received an opinion letter from the Internal Revenue Service (IRS), dated
March 31, 2014, which states that the prototype document satisfies the applicable provisions of the
IRC. The Plan itself has not received a determination letter from the IRS. However, the Plan’s
management believes that the Plan is currently designed and being operated in compliance with the
applicable requirements of the IRC.

7. Plan Termination
Although it has not expressed any intention to do so, the Plan Administrator has the right under the
Plan to discontinue its contributions at any time and to terminate the Plan subject to the provisions of

ERISA. In the event of Plan termination, the rights of all affected participants to amounts contributed
by them and the Plan Sponsor and related earnings thereon would become fully vested.
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HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Notes to the Financial Statements, continued

8. Reconciliation of Financial Statements to Form 5500

The following is a reconciliation of net assets available for benefits per the financial statements as of
December 31, 2021 and 2020 to the Form 5500.

2021 2020
Net assets available for benefits per the financial
statements $ 26,884,339 $ 25,605,921
Participant contributions receivable - (33,150)
Employer contributions receivable (10,577) (16,170)
Net assets available for benefits per Form 5500 $_26,873,.762 $_25556,601

The following is a reconciliation of the net increase in net assets available for benefits per the
financial statements for the year ended 2021 to net income on the Form 5500:

Net increase in net assets available for benefits for the

financial statements $ 1,278,418
Less current year employer contribution receivable
included in current year contributions on Form 5500 (10,577)
Add prior year participant contribution receivable
excluded in current year contributions on Form 5500 33,150
Less prior year employer contribution receivable |
excluded in current year contributions on Form 5500 16,170
Net income per Form 5500 $_ 1,317,161

A reconciliation of participant contributions per the financial statements to the Form 5500 for the year
ended December 31, 2021 is as follows:

Participant contributions per the financial statements $ 1,192,173
Participant contributions receivable:

Plus beginning of year balance 33,150
Participant contributions per Form 5500 $_ 1,225 323
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HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN

Notes to the Financial Statements, continued

8. Reconciliation of Financial Statements to Form 5500, continued

A reconciliation of employer contributions per the financial statements to the Form 5500 for the year
ended December 31, 2021 is as follows:

Employer contributions per the financial statements $ 679,474

Employer contributions receivable:

Plus beginning of year balance 16,170
Less end of year balance (10.577)
Employer contributions per Form 5500 $ 685,067
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HARRISON MEMORIAL HOSPITAL 401(K) RETIREMENT PLAN
Schedule H, line 4i - Schedule of Assets (Held at End of Year)
(Modified Cash Basis)
December 31, 2021
Plan Sponsor: Harrison Memorial Hospital

Plan Sponsor's EIN: 61-0420440
Plan Number; 002

(a) (b) (c) (d) (e)
Description of investment
including maturity date, rate of
interest, collateral, par or

Identity of issue, borrower, lessor, or similar party maturity value Cost Current value
*  American Funds Growth Fund of America Mutual Funds 8 3,242,573
*  American Funds 2030 Target Date Fund Mutual Funds o 2,959,636
*  American Funds New Perspective Fund Mutual Funds o 2,049,072
*  American Funds 2040 Target Date Fund Mutual Funds * 1,967,693
*  American Funds 2050 Target Date Fund Mutual Funds o 1,759,733
*  American Funds Washington Mutual Investors Fund Mutual Funds * 1,741,745
*  American Funds Fundamental Investors Fund Mutual Funds o 1,715,121
*  American Funds 2045 Target Date Fund Mutual Funds e 1,699,323
*  American Funds AMCAP Fund Mutual Funds * 1,379,043
*  American Funds 2055 Target Date Fund Mutual Funds o 1,161,463
*  American Funds 2025 Target Date Fund Mutual Funds i 1,143,655
*  American Funds 2035 Target Date Fund Mutual Funds * 1,061,987
Reliance Metlife Stable Value Series 25157 CLS Collective Trust Fund b 924,709
*  American Funds American Balanced Fund Mutual Funds o 849,816
*  American Funds Bond Fund of America Mutual Funds - 776,827
*  American Funds 2020 Target Date Fund Mutual Funds o 349,643
*  American Funds Euro/Pacific Fund Mutual Funds o 298,677
*  American Funds 2060 Target Date Fund Mutual Funds o 270,316
Vanguard 500 Index Fund - Admiral Mutual Funds b 246,381
* American Funds US Government Securities Fund Mutual Funds i 224,502
*  American Funds Small CAP World Fund Mutual Funds * 184,772
Vanguard Mid CAP Index Fund- Admiral Mutual Funds * 136,089
Vanguard Small CAP Index Fund- Admiral Mutual Funds s 52,681
*  American Funds 2015 Target Date Fund Mutual Funds o 29,567
*  American Funds 2065 Target Date Fund R6 . Mutual Funds ** 10,599
*  American Funds 2010 Target Date Fund Mutual Funds x 662

*  Participant Loans Maturing at various dates

through 2042 at interest

rates ranging from 4.25% to
6.50% $0 637.477
$_ 26,873,762
* Denoted party-in-interest.
** Historical cost information is not required for participant directed accounts

See report of independent auditors. i
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DEANDORTONI

October 6, 2022

Harrison Memorial Hospital 401(k) Retirement Plan
1210 KY Highway 36 E.
Cynthiana, Kentucky 41031-7498

Attention: Mr. Greg Wills, Chairperson of the Finance Committee

This letter is to inform the Finance Committee of Harrison Memorial Hospital 401(k) Retirement Plan (the
Plan) about significant matters related to the conduct of our audit as of and for the year ended December
31, 2021, so that it can appropriately discharge its oversight responsibility and we comply with our
professional responsibilities.

Auditing standards generally accepted in the United States of America (GAAS) (AU-C 260, The Auditor's
Communication With Those Charged With Governance) require the auditor to promote effective two-way
communication between the auditor and those charged with governance. Consistent with this
requirement, the following summarizes our responsibilities regarding the financial statement audit as well
as observations arising from our audit that are significant and relevant to your responsibility to oversee
the financial reporting process.

Our Responsibilities With Regard to the Financial Statement Audit

Our responsibility under GAAS has been described in our arrangement letter dated April 20, 2022. The
audit of the financial statements does not relieve management or those charged with governance of their
responsibilities, which are also described in that letter.

As management determined it is permissible in the circumstances and elected to have the audit of the
Plan’s financial statements performed in accordance with ERISA Section 103(a)(3)(C), the audit did not
extend to any certified investment information, except for obtaining and reading the certification,
comparing the certified investment information with the related information presented and disclosed in
the 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 the
applicable reporting framework.

Overview of the Planned Scope and Timing of the Financial Statement Audit

We have issued a separate communication dated April 20, 2022 regarding the planned scope and timing
of our audit and identified significant risks.

Significant Accounting Practices, Including Policies, Estimates and Disclosures
We have previously discussed our views about the qualitative aspects of the Plan’s significant accounting
practices, including accounting policies, significant unusual transactions, accounting estimates and

financial statement disclosures. You may wish to monitor the fair value measurement of investments for
your oversight responsibilities of the financial reporting process.

Lexington ™ Louisville ® Raleigh deandorton.com




Mr. Greg Wills

Harrison Memorial Hospital 401(k) Retirement Plan
October 6, 2022

Page 2

Audit Adjustments

Management corrected the material misstatements that were identified as a result of our audit
procedures. The adjustments that were recorded are included with the management representation letter,
a copy of which is attached.

Uncorrected Misstatements

We are not aware of any uncorrected misstatements other than misstatements that are clearly trivial.

Form 5500 Filing

GAAS require that we obtain and read a draft of the Plan’s Form 5500 that is substantially complete prior
to the dating of our auditor's report in order to identify material inconsistencies, if any, with the Plan’s
audited financial statements. We read the Plan’s draft Form 5500 filing for consistency with information
in the financial statements. We did not identify material inconsistencies with the audited financial
statements.

ERISA-Required Supplemental Schedule

We subjected the information included in the ERISA-required supplemental schedule, other than that
agreed to or derived from the certified investment information, to auditing procedures applied in the audits
of the financial statements and certain additional procedures, including comparing and recongciling such
information directly to the underlying accounting and other records used to prepare the financial
statements or the financial statements themselves, and other additional procedures in accordance with
GAAS. The objective of these audit procedures was to determine whether the ERISA-required
supplemental schedule, other than the certified investment information, is fairly stated in all material
respects in relation to the financial statements as a whole, whether the form and content of the ERISA-
required supplemental schedule is presented in conformity with the Department of Labor's (DOL) Rules
and Regulations for Reporting and Disclosure Under ERISA, and whether the certified investment
information in the supplemental schedule agrees to, or is derived from, the information prepared and
certified by an institution that management determined meets the requirements of ERISA Section
103(a)(3)(C). We will include an other-matter paragraph in our auditor's report for the ERISA-required
supplemental schedules. We did not identify inconsistencies with the audited financial statements or with
the certified investment information.

Disagreements With Management

We encountered no disagreements with management over the application of significant accounting
principles, the basis for management's judgments on any significant matters, the scope of the audit, or
significant disclosures to be included in the financial statements.

Consultation With Other Accountants

We are not aware of any consultations management had with other accountants about accounting or
auditing matters.




Mr. Greg Wills

Harrison Memorial Hospital 401(k) Retirement Plan
October 6, 2022

Page 3

Significant Issues Discussed or Subject to Correspondence With Management

No significant issues arising from the audit were discussed with or the subject of correspondence with
management.

Difficulties Encountered in Performing the Audit

We did not encounter any significant difficulties in dealing with management during the audit.
Management Representations

A copy of the management representation letter has been attached.

Closing

We will be pleased to respond to any questions you have about the foregoing. We appreciate the
opportunity to continue to be of service to the Plan.

This report is intended solely for the information and use of the Board of Directors and Plan Administrator
and is not intended to be, and should not be, used by anyone other than these specified parties.

Dean Dothon (0l Fonc PUC

Dean Dorton Allen Ford, PLLC




‘ \ 1210 KY Highway 36 E
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October 6, 2022

Dean Dorton Allen Ford, PLLC
250 West Main Strest, Suite 1400
Lexington, KY 40507

This representation letter is provided in connection with your audit of the financial statements of Harrison
Memotrial Hospital (Plan Sponsor) 401(k) Retirement Plan (the Plan), an employee benefit plan subject to the
Employee Retirement Income Security Act of 1974 (ERISA), which comprise the statements of net assets
available for benefits (modified cash basis) as of December 31, 2021, the related statement of changes in net
assets available for benefits (modified cash basis) for the year thér ended, and the related notes to the financial
statements.

We elected to have the audit of the plan’s 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. We acknowledge that the audit did 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 periodically examination by a state or federal
agency, a qualified institution, that prepared and certified the investment information in accordance with 29 CFR
2520.103-5 of the Department of Labor's (DOL) Rules and Regulations for Reporting and Disclosure under
ERISA. We have determined that an ERISA Section 103(a)(3)(C) audit is permissible under the circumstances.
We have also determined that the investment information is prepared and certified by a qualified institution as
described by 29 CFR 2520.103-8, that the certification meets the requirements in 20 CFR 2520.103-5 and that
the certified information is appropriately measured, presented and disclosed in accordance with accounting
principles generally accepted in the United States of America (GAAP).

The purpose of an ERISA Section 103(a)(3)(C) audit is to express an opinion on whether the amounts and
disclosures in the financial statements, other than those agreed to or derived from the certified investment
information, are presented fairly, in all material respects, in accordance with GAAP and that the assets held by
and certified to by a qualified institution agrees to, or is derived from, in all material respects, the certified
investment information.

We confirm, to the best of our knowledge and belief, that as of the date of this letter:
Financial Statements
1. We have fulfilled our responsibilities, as set out in the terms of the audit arrangement letter dated April 20,

2022, for the preparation and fair presentation of the financial statements referred to above in accordance
with GAAP,




10.

11,
12.
13.

14.

We acknowledge our responsibility for administering the Plan and determining the Plan’s transaction that are
presented and disclosed in the ERISA Plan 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. '

We acknowledge our responsibility 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 etror,

We acknowledge our responsibllity for the design, implementation and maintenance of internal control to
prevent and detect fraud.

Significant assumptions used by us in making accounting estimates, including those measured at fair valug,
are reasonable and reflect our judgment based on our knowledge and experience about past and current
events and our assumptions about conditions we expect to exist and courses of action we expect to take.

We are responsible for the estimation methods and assumptions used in measuring assets and liabilities
reported or disclosed at fair value, including information obtained from brokers, pricing services or other third
parties. Our valuation methodologies have been consistently applied from period to period. The fair value
measurements reported or disclosed represented our best estimate of fair value as of the measurement date
in accordance with the requirements of Financial Accounting Standards Board (FASB) Accounting Standards
Codification (ASC) 820, Fair Value Measurement. In addition, our disclosures related to fair value
measuremenis are consistent with the objectives outlined in FASB ASC 820.

Related-party relationships and transactions have been appropriately accounted for and disclosed in
accordance with the requirements of GAAP.,

Transaclions with parties-in-interest, as defined in ERISA Section 3(14) and regulations thereunder, including
sales, purchases, loans, transfers, leasing arrangements and guarantees, and amounts receivable from or
payable to related parties have been appropriately accounted for and disclosed.

All events subsequent to the date of the financial statements and for which GAAP requires adjustment or
disclosure have been adjusted or disclosed.

The effects of all known actual or possible litigation and claims have been accounted for and disclosed in
accordance with GAAP.

We have no intention to terminate the Plan. A
We have properly reported and disclosed amendments {o the Plan instrument, if any.

The Plan Sponsor's management designated an individual with sufficient skills, knowledge, and experience
to oversee the financial statement preparation process and to take responsibility for the results of the financial
statement preparation services. This individual performed a detailed review of the financial statements
consisting of the following procedures:

a. Reconcliliation of the trust activity to the financial statements.

b. Review and approval of all journal entries proposed by you, including review of supporting documentation
and explanations.

C. Review the adequacy of financial statement disclosures.

d. Review and approval of schedules and calculations supporting the amounts included in the notes fo the
financial statements.

e. Applying analytical procedures to financial statements.

With respect to drafting the Plan’s financial statements in the course of the audit:

. a. We have made all management decisions and performed all management functions;




d.

e.

We have assigned an appropriate individual fo oversee the services who possesses suitable skills,
knowledge, and/or expertise;

We have evaluated the adequacy and results of the services performed, and made an informed judgment
on the results of the services performed;

We have accepted responsibility for the results of the services; and

We have accepted responsibility for all significant judgments and decisions that were made.

15. We agree with the adjustments proposed and summarized in the attached schedule and will reflect those
adjustments in our records.

16. We have no knowledge of any uncorrected misstatements in the financial statements.

Supplementary Information

17. We acknowledge our responsibility for the presentation of the ERISA-required supplemental schedule in
conformity with the DOL's Rules and Regulations for Reporting and Disclosure under ERISA. In this regard:

a.

b.

C.

d.

We believe such schedule, including its form and content, is fairly presented in conformity with the DOL's
Rules and Regulations for Reporting and Disclosure under ERISA.

The methods of measurement or presentation have not changed from those used in the prior period.

There are no underlying significant assumptions or interpretations regarding the measurement or
presentation of such information:

We will only present ERISA-required the supplemental schedule together with the audited financial
statements and auditor's report thereon and will not separate the ERISA-required supplementary
schedule from the audited financial statements and auditor’s report thereon in any document that contains
such information.

Information Provided

18. We have provided you with:

a.

Access to all information, of which we are awars that Is relevant to the preparation and fair presentation
of the financial statements such as records, documentation, and other matters.

Additional information that you have requested from us for the purpose of the audit.

Unrestricted access to persons within the Plan from whom you determined it necessary to obtain audit
gvidence.,

The currently effective version of the Plan document, including the prototype plan document and adoption
agreement, the trust agreement or insurance contracts and all related amendments. The Plan was most
recently amended November 5, 2020, and effective as of November 5, 2020.

A draft of the Form 5500 that is substantially complete.

All correspondence, filings, reports, and determinations with the Internal Revenue Service (IRS) and the
DOL relating to the Plan’s compliance with ERISA and the maintenance of its tax-exempt status.

All Plan financial records and related data. In that regard, the payroll information we provided you covered
all employees that were eligible to participate in the Plan.

All minutes of the meetings of the Plan’s Board of Directors, or summaries of actions of recent meetings
for which minutes have not yet been prepared.

19. All transactions have been recorded in the accounting records and are reflected in the financial statements.




20,

21.

22.

23.

24,

25.

26,

27.

28.
29,

30.

31.

32,

33.

34.

35.

We have disclosed to you the results of our assessment of risk that the financial statemenis may be materially
misstated as a result of fraud.

We have no knowledge of any fraud or suspected fraud affecting the Plan involving:
a. Management,

b. Employees who have significant roles in internal control,

¢. Others where the fraud could have a material effect on the financial statements.

We have no knowledge of any allegations of fraud or suspected fraud affecting the Plan received in
communications from employees, former employees, participants, regulators, beneficiaries, service
providers, third-party administrators, or others.

We are not aware of any pending or threatened litigation and claims whose effects should be considered
when preparing the financial statements, and neither we, nor the Plan Sponsor, or others acting on behalf of
the Plan, have consulted a lawyer concerning litigation and claims or other matters affecting the Plan.

We have disclosed to you the identity of the Plan's related parties and parties in interest and all the related-
party and party-in-interest relationships and fransactions of which we are aware.

We are aware of no significant deficiencies, including material weaknesses, in the design or operation of
internal controls that could adversely affect the Plan's ability to record, process, summarize, and report
financial data.

We have no plans or intentions that may materially affect the carrying value or classification of assets or
liabilities.

The Plan has satisfactory title to all owned assets that are recorded at fair value, and all liens, encumbrances,
or security interests have been properly disclosed.

We have answered your guestions about the Plan's tax compliance to the best of our knowledge and belief.

There have been no communications, whether written or oral, from regulatory agencies concerning non-
compliance with, or deficiencies, in the operation of the Plan.

We have complied with (a) all aspects of contractual agreements, including provisions of the Plan, that would
have a material effect on the financial statements in the event of noncompliance (b) the fidelity bonding
requirements of ERISA, (¢) all participant eligibility and coverage requirements of the Plan, ERISA and the
Internal Revenue Code (IRC), and (d) the filing requirements of appropriate agencies.

We have complied with the DOL’s regulations concerning the timely remittance of participants’ contributions
to trusts containing assets for the Plan.

We have disclosed to you all known instances of non-compliance or suspected non-compliance with laws
and regulations. :

The Plan has adopted a non-standardized form of a prototype plan sponsored by American Funds
Distributors, Inc. The prototype plan provider has received an opinion letter from the IRS as to the prototype
plan’s qualified status. The prototype plan opinion letter has been relied upon by the Plan. The Plan has been
amended since the prototype plan received the opinion letter. The Plan Administrator believes the Plan is
designed and is being operated in compliance with the applicable provisions of the IRC.

We have reviewed the complementary user entity control considerations of the Service Organization Controls
(80C 1) Report for Capital Bank and Trust Company dated August 20, 2021 for the period ended June 30,
2021 and we believe all applicable controls are properly designed and implemented, and operating
effectively.

There are no:




a. Non-exempt (prohibited) party-in-interest transactions that were not disclosed in the financial statements
or supplemental schedules.

b. Notes receivable from participants or other receivables or investments in default or considered to be
uncollectible that were not disclosed in the financial statements or supplemental schedules.

¢. Reportable transactions that were not disclosed in the supplemental schedules.

36. During the course of your audit, you may have accumulated records containing data that should be reflected
in our books and records. All such data have been so reflected. Accordingly, copies of such records in your
possession are no longer needed by us.

- e e e A T

.

>

Dr. Stephen K. Toadvine, CEO
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Harrison Memorial Hospital 401(k) Retirement Plan
Year End: December 31, 2021
Journal Entries: Adjusting

Date: 1/1/2021 To 12/31/2021
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Credit

Number Date Name Account No Reference Annotation Debit
AJE #01  12/31/2021 ER Contributlon Recelvable 133 4201. 02 10,677.29
AJE #01  12/31/2021 ER Contributions 455 4201, 02 10,677.29
To acerue ER match as a result of
compliance testing
RJE #01  12/31/2021 Net Appreciation in Fair Value of Inv, 405 8201 EBP - i 134.43
RJE #01  12/31/2021 Interest from Loans 416 ‘1 8201 EBP 397.79
RJE #01 12/31/2021 ER Contributions 455 8201 EBP 134.43
RJE #01 12/81/2021 Benefits Paid to Participants 500 8201 EBP 397.79
RJE #01  12/31/2021 Benefits Pald to Participants 500 8201 EBP 2,752.18
RJE #01 12/31/2021 Administrative Expenses 510 8201 EBP 2,752,156
5500 Reclasses
) 13,861.66  13,861.65
Net income (Loss) 1,278,419,00
10/6/2022
10:32 AM Page 1
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GA

SCHEDULE OF ASSETS (HELD AT END OF YEAR)
Harrison Memorial Hospital 401(k) Retirement Plan
01-JAN-21to 31-DEC-21

Page 1 of 2

05-JAN-22 11:01:23

INVESTMENT OPTION MATURITY DATE INTEREST RATE COST OF ASSETS CURRENT VALUE
1IRAFGX 948,808.81 1,379,042.71
1RERGX 248,680.84 298,677.29
1IRGAGX 2,209,897.93 3,242,573.25
1IRNPGX 1,342,018.68 2,049,071.69
1IRLLGX 130,947.07 184,771.71
1IVIMAX 99,529.29 136,088.95
1IVSMAX 47,043.75 52,681.47
1IRFNGX 1,373,705.49 1,715,120.67
IRWMGX 1,283,122.91 1,741,744.88
1IVFIAX 173,908.93 246,381.38
1IRLBGX 703,999.73 849,816.20
1RBFGX 755,352.50 776,827.28
1IRGVGX 221,246.87 224,502.47
1IMSVF00 861,517.68 924,520.62
1IRFTTX 612.27 662.15
1IRFITX 26,381.61 29,566.89
1IRRCTX 307,153.53 349,643.24
1IRFDTX 1,086,019.29 1,143,654.92
1RFETX 2,411,660.12 2,959,635.53
1IRFFTX 831,833.48 1,061,986.95
1IRFGTX 1,505,265.95 1,967,692.96
1IRFHTX 1,279,861.16 1,699,322.93
1IRFITX 1,372,687.32 1,759,733.21
1IRFKTX 883,645.81 1,161,463.36
1IRFUTX 224,545.55 270,315.66
1IRFVTX 9,839.33 10,598.74

20,339,285.90 26,236,097.11
PARTICIPANT LOANS VARIOUS 4.250-6.500 637,663.45 637,476.96
FORFEITURES 182.29 188.26

Attachment to Form 5500, Schedule H, Part 4, Item |
EIN # 610420440




345249-01 SCHEDULE OF ASSETS (HELD AT END OF YEAR) Page 2 of 2
GA Harrison Memorial Hospital 401(k) Retirement Plan
01-JAN-21to 31-DEC-21 05-JAN-22 11:01:23
INVESTMENT OPTION MATURITY DATE INTEREST RATE COST OF ASSETS CURRENT VALUE
LEGEND

INVESTMENT OPTION:

1IRAFGX
1IRGAGX
IRLLGX
1IVSMAX
IRWMGX
1IRLBGX
1IRGVGX
IRFTTX
1IRRCTX
1IRFETX
1IRFGTX
1IRFITX
1IRFUTX

American Funds AMCAP R6

American Funds Growth Fund of Amer R6
American Funds SMALLCAP World R6
Vanguard Small Cap Index Fund - Admiral
American Funds Washington Mutual R6
American Funds American Balanced R6
American Funds US Government Sec R6
American Funds 2010 Target Date Fund R6
American Funds 2020 Target Date Fund R6
American Funds 2030 Target Date Fund R6
American Funds 2040 Target Date Fund R6
American Funds 2050 Target Date Fund R6
American Funds 2060 Target Date Fund R6

1RERGX
1IRNPGX
IVIMAX
1IRFNGX
1IVFIAX
1RBFGX
IMSVF00
1RFJITX
1RFDTX
1IRFFTX
1IRFHTX
1IRFKTX
1IRFVTX

COST OF ASSETS: Theoriginal cost of the assetsin each investment option as of the last day of the plan year
CURRENT VALUE: Thevalue of all assetsin each investment option as of the last day of the plan year

American Funds EuroPacific Gr R6
American Funds New Perspective R6
Vanguard Mid Cap Index Adm

American Funds Fundamental Investors R6
Vanguard 500 Index Fund - Admiral
American Funds Bond Fund of Amer R6
RelianceMetLife GAC Series 25157 Cls0
American Funds 2015 Target Date Fund R6
American Funds 2025 Target Date Fund R6
American Funds 2035 Target Date Fund R6
American Funds 2045 Target Date Fund R6
American Funds 2055 Target Date Fund R6
American Funds 2065 Target Date Fund R6




