Form 5500

Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

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

Department of the Treasury
Internal Revenue Service

sections 6057(b) and 6058(a) of

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

the Internal Revenue Code (the Code).

2021

This Form is Open to Public
Inspection

Part] | Annual Report Identification Information

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

and ending  12/31/2021

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

a single-employer plan
B This return/report is: D the first return/report
D an amended return/report
C Ifthe plan is a collectively-bargained plan, check here. . ..............

Form 5558

D special extension (enter description)

D Check box if filing under:

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

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

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

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

D automatic extension

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
FAMILY MEDICAL CENTER RETIREMENT AND 401(K) PLAN

1b Three-digit plan

number (PN) »

002

1c Effective date of plan

04/01/1997

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)

FAMILY MEDICAL CENTER OF MICHIGAN

8765 LEWIS AVENUE
TEMPERANCE, MI 48182

2b Employer Identification
Number (EIN)

38-2308659

2c Plan Sponsor’s telephone
number

734-847-3802

2d Business code (see
instructions)

621111

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

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

I?IIEGR"IJE Filed with authorized/valid electronic signature. 10/12/2022 ED LARKINS
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 ‘ 253
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) 172
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeirriiieiriiecesee e 6a(2) 182
b Retired or separated participants reCeIVING DENEFILS................coviveviviieereeeeeee et eeee et ettt ee e st eees st e e aesess e s eneseseseas 6b 27
C Other retired or separated participants entitled to future DENEItS ............oiii i 6¢C 54
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 263
€ 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 263
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 69 258
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 3
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2A 2E 2J 2F 2G 2R 3D 2T 2S
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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2021
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬂl;nggcﬁrilyaAg;winistration D File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2021 or fiscal plan year beginning  01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
FAMILY MEDICAL CENTER RETIREMENT AND 401(K) PLAN plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FAMILY MEDICAL CENTER OF MICHIGAN 38-2308659

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2021
v. 201209
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2021

Page3-| 1

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)

BUTLER CAPITAL ADVISORS

28350 KENSINGTON LN #100
PERRYSBURG, OH 43551

(b)

()

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?

answered “Yes” to element
(). If none, enter -0-.
28 51 ADVISOR 28162

Yes D No

Yes D No D

Yes D No D

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

EMPLOYEE FIDUCIARY, LLC

61-1579239

250 STATE STREET
MOBILE, AL 36603

(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?

1564

RECORDKEEPER

4298

Yes No D

Yes D No

4145

Yes D No

() 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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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

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

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

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

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

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

EMPLOYEE FIDUCIARY, LLC

1564

1748

(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.

FIRST EAGLE GLOBAL A 330 WEST 9TH STREET

KANSAS CITY, MO 64105-1807

57-1156902

SHAREHOLDER SERVICE CREDITS

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

EMPLOYEE FIDUCIARY, LLC

1564

1119

(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.

PIMCO TOTAL RETURN A P. O. BOX 219294

KANSAS, MO 64121-9294

SHAREHOLDER SERVICE CREDITS

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

EMPLOYEE FIDUCIARY, LLC

1564

1282

(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.

DELAWARE EXTENDED DURATION BOND - 2005 MARKET ST.
A PHILADELPHIA, PA 19103

SHAREHOLDER SERVICE CREDITS
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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

2021

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending  12/31/2021
A Name of plan B  Three-digit
FAMILY MEDICAL CENTER RETIREMENT AND 401(K) PLAN plan number (PN) > 002

C Plan sponsor’s name as shown on line 2a of Form 5500
FAMILY MEDICAL CENTER OF MICHIGAN

D Employer Identification Number (EIN)
38-2308659

Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h,

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

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ...........ccoouiiiiiiiiii e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYETr CONTDULIONS ........vevveeeeee et 1b(1) 0
(2) Participant CONtHBULONS...............coevevereieeseeeseeeeeeeseeesess s 1b(2) 12879
(B) ONET .ottt 1b(3) 151
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1) 195147 162561
OF AEPOSIL) ..ttt e e e e
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEA ....evee oot 1c(3)(A)
(B) AllOINEI ...ttt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIETEITEM ...t lc(4)(A)
(B) COMITION .ottt 1c(4)(B)
(5) Partnership/joint VENtUre INtErESES ............oeeveveveveeereeereeeeeeeeeeseeeenenees 1c(5)
(6) Real estate (other than employer real property) .......ccccceeeeeercivieeeeeennnns 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) Participant 0aNnSs ............ccoevveveveveeereriereseeeeesnennes 1c(8) 91589 75094
(9) Value of interest in common/collective trusts 1c(9)
(10) Value of interest in pooled separate aCCOUNtS ..............cccverveveeeerrrerrenen. 1c(10)
(11) Value of interest in master trust investment acCouNts.............cccoceeeven.... 1c(11)
(12) Value of interest in 103-12 investment entities ...............coccoevervruenennn. 1c(12)
(13) \f/uegzg)of interest in registered investment companies (e.g., mutual 1c(13) 8680044 0534914
(14) Value of funds held in insurance company general account (unallocated |3 o
contracts)
(15) OtNET ..ottt 1c(15)

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

Schedule H (Form 5500) 2021
v. 201209



Schedule H (Form 5500) 2021

Page 2

1d

Employer-related investments:

(1) Employer securities

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

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

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

8966780

9785599

19

1h

1i

1j

1k

u |

8966780

9785599

Part Il [Income and Expense Statement

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

a

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

(1) Interest:

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

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

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

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

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

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

(B)  OtNEI ettt a e

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

(a) Amount

(b) Total

2a(1)(A)

171202

2a(1)(B)

422333

2a(1)(C)

2a(2)

2a(3)

593535

2b(1)(A)

33

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

3306

2b(1)(F)

2b(1)(G)

3339

2b(2)(A)

2b(2)(B)

2b(2)(C)

675926

2b(2)(D)

2b(3)

675926

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts....................... 2b(6)
(7) Net investment gain (loss) from pooled separate accounts...................... 2b(7)
(8) Net investment gain (loss) from master trust investment accounts........... 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities...................... 2b(9)
(10) Net invgstment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds) 556521
C OtherinCOME ......ooiiiiiiie it 2c
d Total income. Add all income amounts in column (b) and enter total.................... 2d 1829321
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 978042
(2) To insurance carriers for the provision of benefits ............c.c.cccecvereeueaee. 2e(2)
(B) ONEI ..ottt 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3) ........coceeerrerierrinnses 2e(4) 978042
f Corrective distributions (see iNStrUCtIONS) ...........cevrveveveeeeeeeeeeeeeceseeeeeeeeeeienae, 2f
g Certain deemed distributions of participant loans (see instructions)............... 2g
R INtErESt EXPENSE. ... e 2h
i Administrative expenses: (1) Professional fees ..............cccccoceeevevrrererennan. 2i(1)
(2) Contract adMINISrAtor FEES ............ovcevieeeeeeeeeeeeeeeeeeeeeees e eeeeeensens 2i(2)
(3) Investment advisory and management fees ............coovoeveeeueeereesereesennan. 2i(3) 28162
(B) OtNET ...ttt et 2i(4) 4298
(5) Total administrative expenses. Add lines 2i(1) through (4) .............cc....... 2i(5) 32460
j Total expenses. Add all expense amounts in column (b) and enter total....... 2j 1010502
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from N 2d...........ccooweemeerveeeeeeressssssssssssenen 2k 818819
| 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) [ ] Unmodified ([ | Qualified (3) [X| Disclaimer @ [ ] Adverse

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

(1) D 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: YEO AND YEO CPAS & BUSINESS CONSULT (2) EIN: 38-2706146

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
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Yes No Amount
b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEA.) ..ttt ettt ettt ettt ettt e et a et et e ettt e ettt anen e s e nenans 4b X
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......cccccvveeiiiiciiireeeeeiinnns 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is
[ QT=Yet =T 1) O 4d X
€  Was this plan covered by a fidelity DONA?...........cooouiiiiiiiiccice ettt eve v 4e X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
L= T o B0 0 1] o] 4= T AV USRS 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer? .........cccoceeeiivieeniieeeiieeenieee s 4g X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? .................. 4h X
[ Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format rEQUIrEMENTS.).....c.coiiiiiiii et e e e e e e e e e s eaeereeeaeeeas 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and
see instructions for format rEQUIrEMENTS.).....c.ooiiiiiiiiee ettt e e et e e e e e e aeereeeaeeeeas 4j X
K Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control Of the PBGC? ..........uiiiiiiiiiiiie e 4k X
| Has the plan failed to provide any benefit when due under the plan? .............cccooviiiiiiic i, 41 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.000-3.) ottt et ettt 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3...........ccoveiiiiiiiieieeeeniiieeeenn. 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
5b I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)

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

(1S (g0 Tox11o] 1 3 PP PPN

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

D Yes DNo DNot determined




SCHEDULE R Retirement Plan Information OME No. 1210-0110

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

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B Three-digit
FAMILY MEDICAL CENTER RETIREMENT AND 401(K) PLAN plan number
(PN) 4 002
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FAMILY MEDICAL CENTER OF MICHIGAN 38-2308659
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
INSETUCTIONS . . e ettt et et et et e et e e et et et et et et re e e e et e e a e e aeaaas

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

EIN(s): 75-3182674

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




Plan Name: Family Medical Center Retirement and 401(k) Plan
Plan Number: 002
Company EIN: 38-2308659

The independent audit for the plan period ended December 31, 2021, is incomplete, therefore, this 2021 Form
5500 filing does not include the required independent auditors’ report. As soon as the independent audit is
finalized, this 2021 Form 5500 filing will be amended in order to attach the required independent auditors’ report
for the plan period ended December 31, 2021.



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0088
This form is required to be filed for employee benefit plans under sections 104
Depariment of the Traasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 8057(b) and 6058(a) of the Internal Revenue Code (the Code). 2021
Department of Labor » Complete all entries in accordance with
Empioyss Benefis Securkty the Instructions to the Form 5500.

Pension Benefit Guaranty Corporation This Form is Open to Pubtic

Inspection
| Part | | Annual Report ldentification Information
For calendar plan year 2021 or fiscal plan year beginning  01/01/2021 and ending 12/31/2021
A This returnirepont is for: |:| a multiemployer plan |:| a multiple-employer plan (Filers checking this box must attach a list of
’ participating employer information in accordance with the form instructions.)

E a single-employer plan |:| a DFE (specify)

B This returnfreport is: [] the first retumireport [] the finat retumireport
D an amended retum/report D a short plan year retum/report {less than 12 months}

C Ifthe plan s a collectively-bargained plan, ChECK MBI, . ... ...\ .ttt e et ae st e araaaaeanaananans » D

D Check box if filing under: P Form 5558 [] automatic extension [] the DFVC program

D special extension (enter description)
E if this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . ............. » D

| Part i | Basic Plan Information—enter all requested information
{1a Name of plan

1b Three-digit plan
Family Medical Center Retirement and 401(k) Plan number (PN) » 002
1¢ Effective date of plan
04/01/1997
2a Plan sponsor's name (employer, if for a single-employer plan} 2b Employer Identification
Mailing address {include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 38-2308659
Family Medical Center of Michigan 2¢ Plan Sponsor's telephone
number
734-847-3802
8765 Lewis Avenue 2d pusinegs oes =
instructions)
621111
Temperance MI 48182

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 ather pena:lr ties sel forth in the instructions, | declare that | have examined this returnvreport, including accompanylng schedules.
statements and atlachmen}pm well as electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complele

SIGN {t £‘ m Ed Larkins
HERE . ;
slgnature of Elan administrator Date | Enter name of individual signing as plan administrator
]
SIGN ]
HERE — i
Signature of employer/plan sponsor Date l Enter name of indivigual signing as employer or plan sponsor
L t l
SIGN
HERE s ora— v
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 administrator's name and address E Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last returnireport filed for this plan, 4b EIN
enter the plan spensor's name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
€ Plan Name
5  Total number of participants at the beginning of the plan year 5 ] 253
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, 6c, and 6d).
a(1) Total number of aclive participants at the beginning of the PIAN YEAT.......c..evrrececses s iessseessesssssssssssss ssssoses ga{l) 172
a(2) Total number of aclive participants at the end of the plan Year ... rerveren et rens .| 6a(2) 182
b Retired or separated participants receiving benefils..............cceeeeveirericieseesreanesssesneens 6b 27
€ Other retired or separated participants entitled to future benefits ... e esaniie s 6¢c 54
d Subtotal. Add lines 6a(2), Bb, ANABE..........oov.veeeeeeeemeeeereceeeerraeneeeeees 6d 263
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... rensevsenneneens Ge 0
T Tolal, AQGHNES BA B0 BO........ooerereseseseesssersesnsscerssssssssnsserssassrssesssssasssseressssssssesssnssseresarassseresens sererseerse s 6f 263
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE RIS HEMN) ... veeeseeve o eemeeeeseeeseeseeeeeseessomsessemsseeessessese s e e smsoeescemmasoesseeseessoesmsmesessesessoesmsmeeesssseesenemeasesesereser 69 258
h Number of participants who terminaled employment during the plan year with accrued benefits that were
less than 100% vested reseressrrssensseeeies hmaeeaee Rt Lt ERR At SRR et st e st 6h 3
7  Enter the total number of employers obligated to contribute to the plan {only mulliemployer plans complete this item).. 7
B8a I the plan provides pension benefils, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2 2E 23 2F 2G 2R 3D 2T 28
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)
N Insurance {1) Insurance
{2) Code section 412(e)(3) insurance contracts {2) Code section 412(e)(3) insurance contracts
{3) Trust 3) Trust
{4) General assets of the sponsor {4) General assets of the sponsor

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

a Pension Schedules b Generat Schedules
{1) @ R (Retirement Plan Information) 1) ] H (Financial Information}

(2}
(2) l:] MB (Multiemployer Defined Benefit Plan and Certain Money

Purchase Pian Actuarial Information) - signed by the plan 3

@ [] $B (Single-Employer Defined Benefit Plan Actuarial (5

I {Financial Information — Small Plan)

A {Insurance Information)

D (DFE/Participating Plan Information)

e
[
0
actuary {4) @ C (Service Provider Information)
0
i

Information) - signed by the plan actuary (6)

G (Financial Transaction Schedules)




Form 5500 (2021} Page 3

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

11a if the plan provides welfare benefits, was the plan subject te the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2) ceoovrerrreveveesesenee s L] 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.) ........... [ Yes [] No

11¢ Enter the Receipt Confirmation Code for the 2021 Form M-1 annual report, If the plan was not required to file the 2021 Ferm M-1 annual repor, 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 Confirnation Code




SCHEDULE C Service Provider Information LSRR
{(Form 5500) 2021
Department of tha Treasury This schedule is required to be filed under section 104 of the Employee 0
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labor
Employee Benefils Security Administration P File as an attachment to Form §500. This Form is Open to Public
Pansion Benefil Guaranty Corporation Inspection.
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B Three-digit
Family Medical Center Retirement and 401(k) Plan plan number (PN} » 002
C Plan sponser's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Family Medical Center of Michigan 38-2308659

[ Partl | Service Provider Information (see instructions)

You must complete this Par, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in {otal 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 E] No

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule € (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 pravided you disclosures on eligible indirect compensation

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e.. money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

Butler Capital Advisors
28350 Kensington Ln #100

Perrysburg OH 43551
(b) (c) (d) (e) (f) g (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
28 (f. If none, enter -0-.
51
Advisor
Yes [] No i ves [] No[] ves [] No[]
28,162
(a) Enter name and EIN or address (see instructions)
Employee Fiduciary, LLC 61-1579239
250 State Street
Mobile AL 36603
(b) (c} (d) {e) (f) {h}
Service Relationship to Enler 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.j compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known o 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?
15 answered “Yes" o element
64 {f). if none, enter -0-.
Recordkeeper
Yes@ No|:| Yes[:[ NOE Yes|:| No
4,298 4,145
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e} (N (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

formula instead of

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

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

compensation? (sources
other than ptan or plan
SPONSOF)

compensation, for which the
plan received the required
disclosures?

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

an amount or
estimated amount?

Yes [] No[]

Yes D No |:|

Yes [] No[]
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, completle 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 ptan year. (See instructions).

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

(b) (c) (d) (e) g —(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 kngwn 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-.
ves [] No [] Yes [] No [] Yes [] No[]
{a) Enter name and EIN or address (see instructions)

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

organization, or  |by the plan. f none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known fo 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). i none, enter -0-,
Yes [| Mo [] Yes {] No [] Yes [] No[]
{a) 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). i none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes [| No[]

Yes [] No[]

Yes |:| No D
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| Partl | 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 $4,000 or more in indirect compensation and {b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

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

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

{b) Service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

Employee Fiduciary, LLC

15
€4

1,748

{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.

First Eagle Global A 57-1156902

330 West 9th Street

Kansas City MO 64105-1807

Shareholder Service Credits

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

(b) Service Codes
{see instructions)

(c) Enter amount of indirect
compensation

Employee Fiduciary, LLC

15
64

1,119

{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.,

PIMCO Total Return A
P. O. Box 219294

Kansas MC 64121-3294

Shareholder Service Credits

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

(b) Service Codes
{see instructions)

(C) Enter amount of indirect
compensation

Employee Fiduciary, LLC

15

64

1,282

{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.

Delaware Extended Duration Bond - A
2005 Market St.

Philadelphia PA 19103

Shareholder Service Credits
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| Partll [ Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who faifed or refused to provide the information necessary to complete

this Schedule.
(@) Enter name and EIN or address of service provider (see {b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

{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)

{€) 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)

(¢) Describe the information that the service provider failed or refused to
provide
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
a Name: b EIN:
€ Position:
d  Address; € Telephone:
Explanaticn:
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: e Telephone:

Explanation:




SCHEDULE H
{Form 5500)

Deparimant of the Treasury
Intermal Reverwe Service

Depariment of Labor
Emplayee Banefits Security Administration

Financial Information

OME No. 1210-0110

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

2021

» Flle as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B  Three-digit
Family Medical Center Retirement and 401 (k) Plan plan number (PN} » 002

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

Family Medical Center of Michigan

D Employer Identification Number (EIN)

38-2308659

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 1e. See instructions.
Assets (a) Beginning of Year {b) End of Year
a Total noninterest-beaning Cash..........cccccmveiiermrress s 1a
b Receivables (less allowance for doubtful accounts):
{1) Employer contibutions .............oceeeureecoreeeennnns 1b{1) 0 0
{2) Participant CONMIDULIONS...........cc.eocovvuereenererseessmeeseesseseessseeesesssesssssesns 1b(2) 0 12,879
{3) Other 1b(3) 0 151
C General investments:
1) Inlerest-bgan‘ng cash (include money market accounts & certificates 1c(1)
of deposit) 195,147 162,561
(2) U.S. Govemment securities 1¢(2)
(3) Corporate debt instruments {other than employer securilies).
{A) Preferred...........ooovvrrennnnnn. ettt e .| 1c@)A)
(BY Al OIRET......ccoeiiaeeitictererea et eeseecese et s e sesecensas e essmeserrmenns 1c(3)(B)
{4) Corporate stocks (other than employer securities):
(A) PEIBITEA .....ovuvrrererrricseereesest s cerssss et seess st st bt mesemee e e ereeeee 1c(4)(A)
(B} COMMON ...oovecerrerciseerecsieseseseeeesreseernsnssssssssssnsesesssnssnsmneens | 1C(AN(B}
{5} Partnership/oint venture iNBErestS ... vveececener oo eeeeeee e sesenen 1c(5)
{6} Real estate (other than employer real property) ... 1c(6)
{7) Loans {other than to particiPants) ...........ccerveeerereeseerenresressesessssessrsessne 1¢(7)
{B) PartiCipant IDANS .......ceveuevererererusmesersnesnssasssssssssssonsssssssssaneesnessseemes e 1¢(8) 91,589 75,094
{9) Value of interest in common/collective trusts ...........o.cooovveeereeeeceern, 1c(8)
(10) Value of interest in pocled Separale aCCOUNLS ............cevevveemrereeesrerssres 1¢(10)
(11) Value of interest in master trust investment aCCouNtS .......oovreeeeeerervenn, 1c{11)
{12) Value of interest in 103-12 investment entities ..., 1e{12)
) e o oo e (28 e(13) 8,680,044 9,534,914
{14) Value of funds held in insurance company general account {unallocated 1c(14)
ey 152D ) SO 2t T 1 -
{15) Other..u et S — 1¢(15)

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

Schedule H (Form 5500) 2021
v. 201209
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Employer-refated investments:
(1) Employer securities. .,
(2} Employer real property ...

mmﬂusmmumwpuouwuudmnhnqnmmm

Total assets (add all amounts in lines 1a through 1e)

Liabilities

Benafit claims payable ..........coocmemnnnson.

Other liabilities

Total liabilities (add all amaunts in lines 1g throughj)
Net Assets
Met assets (subtract line 1k from line 1f).......

(a) Beginning of Year

{b) End of Year

1d(1)

1d(2)

1e

1f

8,966,780

9,785,599

19

1ih

1i

1j

1k

T

| 8,966, 780]

9,785,599

Part Il

income and Expense Statement

2 Pilan income, expenses, and changes in net assets for the year, Include all incorne and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any paymentsireceipls tofrom insurance carriers. Round off amounts 1o the nearest dollar, MT14s, CCTs, PSAs, and 103-12 IEs do not

complele lines 2a, Zb(1)(E), 2e, 2f, and 2g.
Income
Contributions:

{1) Received or receivable in cash from: (A) EMPIOYENS ......coooeiiecieeinnens

{C} OCthers (including roflovers)

{2} Noncash confributions

(3} Total contributions. Add lines Za{1)(A), (B), IIQI, and line 2a{2j .............

Earnings on investiments:

{1) Interest:
{A)

Interest-bearing cash (including money market accounts and

{6}

{C}) Corporate debt instruments

{D) Lecans (other than lo parlicipants) .

{E) Parlicipant loans

IPh OMEC i missimnsess

(G}

Total interest. Add lines 2B{THAY through (F)..e.. e essesssssssons

(2) Dividends: (A} Prefemmed S100K. ........mimumesrersssesssssasssersssssssssssssessens

(B) Commaon slock

{C) Registered investment compary shares (e.g. mutual funds}..........
{D) Total dividends. Add lines 2b{2){A), (B). and (C)

(3} Rents ...

{4) Met gain [Ia:ss]msaleufmels tﬁ}#ggregale proceeds ...
{B) Aggregale camying amount (382 INSMUCHONS) ...
{C) Subtract line 2b{4){B) from line 2b{4){A) and enter resull ...

(5) Urrealized appreciation (depreciation) of assets: (A) Real estate ...

(B} Other

{C) Tolal unrealized apprecialion of assets.

Add lines ZB{EHAJ and [B) ... s

(a) Amount

{b) Total

2a{1){A)

171,202

2a{1)(8)

422,333

2a{1)(C)

2a(2)

2a(3)

593,535

2B{1)(A)

33

2b{1)(B)

B{1HC)

2B{1)(D)

Zb{1)E)}

3,306

2b({1){F}

2b{1)(G)

3,333

2bi2)(B}

2b{2)(C}

675, 926

Zb{2)0)

2b{3)

675,928

2b{4)(A)

2b{4)(B}

2b{4)(C)

2b{5)A)

2b{SHB)

2b{5)(C)
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{6) Net investment gain (loss) from common/collective trusts.................

{7) Net investment gain (loss) from pooled separate accounts..

{8) Net investment gain (loss) from master trust investment accounts ..........
{9) Netinvestment gain {loss) from 103-12 investment entities ..............

{10) Net investment gain {loss) from registered investment

companies (€.9., MULAl FUNAS) .......corvrevirerrerresrereeeiermeeesienerne

Other income ............ eereterns et

Total income. Add all income amounts in column (b) and enter total....................

Expenses
Benefit payment and payments to provide benefits:

{1) Directly to participants or beneficiaries, including direct rollovers......
{2) Toinsurance carriers for the provision of benefits ..........cccooeeeer e
(3) ORBL...ceeeerrereerrrsresee s errrns s s s e s rn s e rmn e s s e e s resr s rnanessenrnnrnns
(4) Total benefit payments. Add lines 2e{1) through {3) ........cceceverinnns

Corrective distributions (see inStructions) ..o eeecer e

Certain deemed distributions of participant loans (see instructions).....
Interest expense.......ccoccveeceeericecevennennnes rerraeeeeeanea e nnaemee e aaneas

Administrative expenses: (1) Professional fees ........ccoovvvicvenevincnninnnnn,
{2) Contract administrator fees .............. teenses et e aaae bt

{3) Investment advisory and management fees ...........cc.oooeecnnnninncens

0T~ OO UU SR

{5) Total administrative expenses. Add lines 2i{1) through (4) ...............

Tolal expenses. Add all expense amounts in column (b} and enter total
Net Income and Reconciliation

Net income (loss). Subtract line 2j from line 2d

{a) Amount

{b} Total

2b(6)

2b(7)

2b(8)

2b(9)

2b{10)

556,521

2c

2d

1,829,321

2s(1)

978,042

20(2)

2a(3)

2e(4)

2g
2h

978,042

2i(1)

2i(2)

2i(3)

28,162

2i(4)

4,298

2i(5)
2

32,460

1,010,502

2k

Transfers of assets:

{1} TO OIS PlAN...ocie e
(2} FromthiS Plan ......cccveeiieriiniicininscnesssassssssvesersssnsesitesseesserssassnsessrsssessees

21(1)
21(2)

818,819

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 opinicn of an independent qualified public accountant for this plan is (see instructions):

(1[] unmodified (2} [] Qualified (3) [} Disclaimer

()] Adverse

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

{1)[ ] DOL Regulation 2520.103-8 (2)[ ] DOL Regulation 2520.103-12(d) (3) [ neither DOL Reguiation 2520.103-8 nor DOL Regulation 2520.103-12(d).

€ Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name:Yeo and Yeo CPAs & Business Consul

t

(2) EIN:38-2706146

d The opinion of an independent qualified public accountant is not attached because:
{1} D This form is filed for 2 CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 28 CFR 2520.104-50.

l Part IV ICompIiance 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 41. MTIAs afso do not complete line 41,

During the plan year:
Was there a failure to transmit to the plan any participant contributions

period described in 29 CFR 2510,3-1027 Continue to answer “Yes” for any prior year failures until
fully corrected. {See instructions and DOL's Voluntary Fiduciary Correction Program.) .......ceeereee 4a

within the time

Yes

No

X

——

Amount
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Yes | No Amount
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes™ is
CIIBEKEO.Y - eeeeeeee oo eeeee e e eees e s s eeeemessme s e seeeseessemesseseeesesmsssosssn s st e s seee s sensessnsssaees ab X
C  Were any leases to which the plan was a party in default or classnﬁed during the year as
uncollectible? (Attach Schedule G (Form 5500) Part 11 if “Yes” is checked.} .....ccceneveieiininrenseesinnnns 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) Past Il if “Yes" is
CRECKEIL} cevreueuereiseeseeseisarssee et entasisb s et s sbaes sk sne b b baat 44 e s bbb b4 et bm st b e e | 4d X
€  Was this plan covered by a fidelity bond?.............. et ettt b et er e .. s8] X 500,000
f  Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused by
fraud OF dISRONESIY? ... e crrre e crr e e e ceeeeee s eae e s msen sabeeesmsensnaesmsesnnaaeans | 4f X
g Did the pfan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party apPraiSer? ..........cuevvrrrrsnrssrvrerseserressenns 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? ..........cove.. 4h X
i  Did the plan have assets held for Investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format reqUIremMENES.) ... ces e st ssa b s et essdeenns 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.)................ SO £ N e ... SO . . 4 X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to ancther
plan, or brought under the control of the PBGC? ........ccviicrmnssissennsissssererrrnsssssesenns 4k X
I Has the plan failed to provide any benefit when due under the plan? ............cvveenenenns 4 X
m If this is an individual account plan was there a blackout penod? {See instructions and 29 CFR
2520.101-3)... S = R - FESRUORUUOPTOT wevesennees | 4 X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3... . 4n
5a  Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:| Yes [ENo
If“Yes,” enter the amount of any plan assets that reverted to the employer this year
8h If, during this plan year, any assels 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)

8¢ 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

L1 E (T {1y - T U SO PPPPSOPI

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

[] ves

{JNo  []Not determined
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Depariment of the Traasury 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
el o pal;:l:ient 0,';3‘:::‘* - 68058(a) of the Intemal Revenue Code (the Code). Tois Form s Open to Public
°y_ e . P File as an attachment to Form $500. Inspection.
Pansion Benefit Guaranty Corporation
For calendar ptan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B Three-digit
Family Medical Center Retirement and 401(k} Plan plan number
(PN) 4 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Family Medical Center of Michigan 38-2308653
| Part | | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions pard in property other than in cash or the forms of property speclﬁed in the 1
instructions... et et te ettt ee en s eeeen e tae nn ten tee naneeenn ean aee s eeecen nnnns 0

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan 1o participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

ElIN(s): 75-3182674

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
YEBT «vvevvereeareanassrseorsoreosnnsnsessnnsostansesanssonsassness tesestsennstsons tateess et eaa e et e e R L gaE S eaat et eemateEeeeE L af ot e aeneeamae it e s nenaneeas £eees

Partll 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 Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(dH2)7 wvewwsvemimmmsmmeees [] Yes [ No 0 wa
If the plan is a defined benefit plan, go to line 8.

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

. . 6a
GEMICIONCY MOEWAIVEA) ...ooo.vvvocveserenseseeemevsssssseessrsss s sonsssenesssesssssesssseessessessessssessssaesasesssresasesseeessasssasesses

b Enter the amount contributed by the employer to the plan for this Plan YEar ..........coweeeceenisriensveesssensens 6b

€ Subtract the amount in line &b from the amount in line 6a. Enter the result
{enter a minus sign to the left of a negative amount) ... 8¢

If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadling? ............covevveeeeemerecercronncn. [ Yes [] no [] na

8 It achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree with the change? ........................................................................ D Yes D No D N/A

| Part Il IAmendments

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. If no, check the “No” box... et [] increase [Jecrease  [] Both [ No
| PartlV | ESOPs (see mstructlons) 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 unaliocated securities used to repay any exempt loan? ............. D Yes D No
11 a Does the ESOP hold any preferrad SIOCK? .......ccoo.cuieerueeeeeeienceeeesess s ssssse s estesssssesssse bt asessssssansrees 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-to-back™ 10aM.) .....ccceeeeeviiiee s
12  Does the ESOP hold any stock that is not readily fradable on an established securities market?..... e sesesam s Oves [] 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. Complele as many entries as needed to report all applicable employers.

a Name of contributing employer

b €N € 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

e  Contribution rate information (f more than one rate applies, check this box |_—_| and see instructions regarding required attachment. Otherwise,

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

(2) Baseunitmeasure:[] Houly  [] weeky  [] unitofproduction  [] Other (specify):

& Name of contributing employer

b EIN € Dollar amount contributed by employer

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

e  Contribution rate information (if more than one rale 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: |:| Hourly [] Weekly ]:[ Unit of production D Cther (specify):

a Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|

and see instructions regarding required attachment. Otherwise, enter the applicable date,} Month Day Year

€ Contribution rate information (/f more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
compiete lines 13e(1}) and 13e(2).)
(1) Contribution rate (in dollars and cents}
(2) Baseunitmeasure:[] Houty  [] weekly  [] Unitof production  [] Other (specify):

a Name of contributing employer
b EIN C  Dollar amount contributed by employer
d Date collective bargaining agreement expires (If empioyer contributes under more than one collective bargaining agreement, check box |:|

and see instructions regarding required attachment. Otherwise, enter the appficable date.} Month Day Year

e Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachment, Otherwise,
complete fines 13e(1) and 13e(2).)
(1}  Contribution rate (in dollars and cents)
(2) Base unit measure; D Hourly D Weekly D Unit of production |:| Qther (specify).

Name of contributing employer
EIN € Dollar amount contributed by employer

=2

d  Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions reqarding required attachment. Otherwise, enter the applicable date.) Month Da Year

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

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

d  Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required allachment. Otherwise, enter the applicable date.) Month Da Year

€ Contributicn rate information (/f more than ocne 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) Baseunit measure:[] Hourly D Weekly [] Unit of production [] Other (specify):
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14  Enter the number of deferred vested and retired participanis (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 counling method used to determine the number of
inactive participants: D last contributing employer |:] alternative D reasonable approximation (see 14a
instructions for required attachmMent)......cccoi i s s e s ne s

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

¢ 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)..... ..o rversrrrr s eressses s s sensssssssessersesser

15 Enter the ratic 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....... | 158

b The comesponding number for the second Preceding Plan YEar .................ceecvvveeeeeeeeeeeeeeeveeteeeeeeeeeseee e 15b

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

a Enler the number of employers who withdrew during the preceding plan year ......c..ecccviiimmenismssiion. 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated tobe | 46b
assessed against such Withdrawn emPloYerS ..o oot e caarrn e ceen e e oeaseserrgsrrsassares

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 At aCMIENL. ..o i eiireeemieroratacerataeteaeeeeerateeeeemeteeteaeeteatearneaeenaeneen

[ PartVl | Additional information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabililies 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 instructions regarding supplemental
infermation 1o be included as an ataChMENt............co ot eece s v e eeaaer e b praarensnorons rereeresasea et srnarsranannsnrerens

19  f the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b Provide the average duration of the combined investment-grade and high-yield debt:
[]o-3years []36years []69years []o-12years [] 12-15years [] 15-18years [] 18-21years [] 21 years or more
€ What duration measure was used to calculate line 19(b)?
D Effective duration |:| Macaulay duration D Modified duration |:| Other (specify):

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan o a single-employer plan that is not covered by PBGC, skip line 20.
a s the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? El Yes |_—_| No
b  fline 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

] ves.

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

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
exceeding the unpaid minmum required contribution by the 30th day after the due date.

D No. Other. Provide explanation




Schedule H, Line 4i

Schedule of Assets (Held At End of Year)

Name of Plan:

>

Family Medical Center Retirement and 401(k) Plan

Employer Identification Number:

For plan year (beginning/ending): >

38-2308659
04/01/2021 - 12/31/2021

Plan number:» 002

(a)

(b) Identity of issue, borrower, lessor, or similar

party

(&) Description of investment including

maturity date, rate of interest, collateral, par or

malurity value

{d) Cost

{e) Current value

AB Discovery Value A Registered Investment Company $38,063.77
American Beacon Small Cap Value Registered Investment Company $1,088.05
American Funds AMCAP Ré Registered Investment Company $567,222.50
American Funds Capital World G/I R6 Registered Investment Company $127,145.27
American Funds Inc Fund of America Registered Investment Company $328,302.02
American High Income Trust R-6 Registered Investment Company $6,630.19
American Mutual Registered Investment Company $31,167.00
Ameritrade Account Registered Investment Company $934,225.71
Delaware Extended Duration Bond Registered investment Company $367,845.65
First Eagle Global A Registered Investment Company $474,681.97
Invesco International Bond Y Registered Investment Company $680.51
Loan 4.25% - 6.50% $75,094.03
Pimco Total Return Registered Investiment Company $155,448.96
Vanguard 500 1dx Adm Registered Investment Company $626,951.70
Vanguard Balanced Index Adm Registered Investment Company $267,134.27
Vanguard Cash Rsrv Federal MnyMktAd Money Market $162,560.65
Vanguard Ext. Market Idx Adm Registered Investment Company $502,222.31
Vanguard High Dividend Yield Index Ad  Registered Investment Company $753,156.58
Vanguard Life Strategy Income Registered Investment Company $161,108.15
Vanguard Life Strategy Mod, Growth Registered Investment Company $191,702.88
Vanguard Mid Cap Value Admiral Registered Investment Company $133,411.71
Vanguard Small Cap Idx Adm Registered Investment Company $661,683.34
Vanguard Target Retirement 2020 Registered Investment Company $467,266.73
Vanguard Target Retirement 2025 Registered Investment Company $502,362.61
Vanguard Target Retirement 2030 Registered Investment Company $175,940.91
Vanguard Target Retirement 2035 Registered Investment Company $289,523.46
Vanguard Target Retirement 2040 Registered Investment Company $417,951.89
Vanguard Target Retirement 2045 Registered Investment Company $202,645.47
Vanguard Target Retirement 2050 Inv Registered Investment Company $102,198.06
Vanguard Target Retirement 2055 Registered Investment Company $308,694.25
Vanguard Total World Stock Index Adm| Registered Investment Company $63,947.04
Vanguard Wellesley Income Adm Registered Investment Company $674,511.02




Schedule H, Line 4i

Schedule of Assets (Held At End of Year)

Name of Plan:

>

Family Medical Center Retirement and 401(k) Plan

Employer Identification Number: »
For plan year (beginning/ending): »

38-2308659
04/01/2021 - 12/31/2021

Plan number:» 002

(b) Identity of issue, borrower, lessor, or similar

(¢) Description of investment including

maturity date, rate of interest, collateral, par or

(a) party maturity value (d) Cost| (e) Current value
AB Discovery Value A Registered Investment Company $38,063.77
American Beacon Small Cap Value Registered Investment Company $1,088.05
American Funds AMCAP R6 Registered Investment Company $567,222.50
American Funds Capital World G/I R6 Registered Investment Company $127,145.27
American Funds Inc Fund of America Registered Investment Company $328,302.02
American High Income Trust R-6 Registered Investment Company $6,630.19
American Mutual Registered Investment Company $31,167.00
Ameritrade Account Registered Investment Company $934,225.71
Delaware Extended Duration Bond Registered Investment Company $367,845.65
First Eagle Global A Registered Investment Company $474,681.97
Invesco International Bond Y Registered Investment Company $680.51
Loan 4.25% - 6.50% $75,094.03
Pimco Total Return Registered Investment Company $155,448.96
Vanguard 500 Idx Adm Registered Investment Company $626,951.70
Vanguard Balanced Index Adm Registered Investment Company $267,134.27
Vanguard Cash Rsrv Federal MnyMktAd| Money Market $162,560.65
Vanguard Ext. Market Idx Adm Registered Investment Company $502,222.31
Vanguard High Dividend Yield Index Ad  Registered Investment Company $753,156.58
Vanguard Life Strategy Income Registered Investment Company $161,108.15
Vanguard Life Strategy Mod. Growth Registered Investment Company $191,702.88
Vanguard Mid Cap Value Admiral Registered Investment Company $133,411.71
Vanguard Small Cap Idx Adm Registered Investment Company $661,683.34
Vanguard Target Retirement 2020 Registered Investment Company $467,266.73
Vanguard Target Retirement 2025 Registered Investment Company $502,362.61
Vanguard Target Retirement 2030 Registered Investment Company $175,940.91
Vanguard Target Retirement 2035 Registered Investment Company $289,523.46
Vanguard Target Retirement 2040 Registered Investment Company $417,951.89
Vanguard Target Retirement 2045 Registered Investment Company $202,645.47
Vanguard Target Retirement 2050 Inv Registered Investment Company $102,198.06
Vanguard Target Retirement 2055 Registered Investment Company $308,694.25
Vanguard Total World Stock Index Adm| Registered Investment Company $63,947.04
Vanguard Wellesley Income Adm Registered Investment Company $674,511.02




