Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 0008

Department of the Treasury B en eflt Pl an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2021
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information
For calendar plan year 2021 or fiscal plan year beginning  05/01/2021 and ending 12/31/2021
A This return/report is for: a single-employer plan |:| a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report the final return/report
D an amended return/report a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 |:| automatic extension D DFVC program
D special extension (enter description)
D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ............. » D
| Partll | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
FIXED AND VARIABLE TAX DEFERRED ANNUITY PLAN plan number
(PN) P 009
1c Effective date of plan
07/01/1995
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 41-0713914

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

WINONA HEALTH SERVICES 2c Sponsor’s telephone number

507-453-3790

2d Business code (see instructions)

855 MANKATO AVE 622000
WINONA, MN 55987-4868

3a Plan administrator's name and address [X| 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 4b EIN
this plan, 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

5a Total number of participants at the beginning of the Plan YEar.............c.cccoveeoveuieeeeeieeeeeeeeeeeee e 5a 13
b Total number of participants at the end of the PIAN YEAT .............ccoeeueuiviveeeeeeeeeeeee et es s en s 5b 0
C Number of par_ticipants with account balances as of the end of the plan year (only defined contribution plans 5¢c 0

(oo 4] o1 [= 1 (g TES 1 (=] o ) T TP PP P T PRPOTPPRP
d(1) Total number of active participants at the beginning of the plan Yar...............cc.coeveveievereuereeieeieieeeeiesen 5d(1) 7
d(2) Total number of active participants at the end of the Plan YEar ..........c..cccrirrireeinieeeee e, 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e

ENAN 1000 VESTEU ... tteitee et ittt et e e e ettt eeetas ettt eeeeessassteeeeeesaneeeeeeeaeesassnteeeeeeesasseaeeeaeesassntneeaeeesasnsnreseeeesannnenees

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, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, 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.
SIGN Filed with authorized/valid electronic signature. 10/13/2022 REBECCA LAMBERTY
HERE ) L L S -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ; L L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2021)

v.201209



Form 5500-SF (2021) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCHIONS.) ........cccviiiiiieeiiiieiniee e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and coNditions.)...........cooouiiiiiiiieiiiii e Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... |:| Yes |:| No D Not determined

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

| Part lll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlAN ASSELS ....veveeiiieieiieiiecie et 7a 465184 0
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) .................c.c.coo.... 7c 465184 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS .. 8a(1)
(2) PartiCIDANES ... 8a(2)
(3) Others (including rolloVers).............cueeeieicuiiiiieeesiciiiiiee e 8a(3)
Other iNCOME (J0SS) .....veeveeeeeieeeee e eeeeee e ea e ee e 8b 3115
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 3115
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFILS) ........c.euveuieeieiieeieiieeieieeeeeee et 8d 71988
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 234
g Other expenses 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 72222
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i -69107
j Transfers to (from) the plan (see instructions)...........cccoccvvveeeeennn. 8j -396077

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2H 2L
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
(e (01| =1 1) I PP U PP PP UPPPTPT 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
L= oo 4 (=T JXeT o N g T 0T U 10b X
Was the plan covered by a fidelity bond? ..o 10c | X 1000000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF DISNONESLY?......ccuviiuiiiiiiecie ettt ettt ettt et s et aa e st e e s e s be et e stesaeesreeaeeeas 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the plan? (S INSIIUCTIONS.) .. ...uuiiii ittt aeaa e 10e X 234
f Has the plan failed to provide any benefit when due under the plan? ..........c.c.ccccoceveveveveveernnnne. 10f X
0 Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c.cccceevene 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1071-3.) 1ottt 10h X

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........ccoviivieiniieeniiiieiieeeene 10i X




Form 5500-SF (2021) Page 3-| 1

[Part

VI | Pension Funding Compliance

11

Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12

|:| Yes No

a

Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... ‘ 1la ‘

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC

N N N |

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 unpaid minimum required contribution were made

by the 30th day after the due date.

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

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

= S O O O O PP PP PPPPPPPPPPPPPPPIRE
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

|:| Yes No

a 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 letter ruling

OFANTING T8 WAIVET. ....eiiiiiiieeeiii ettt e e ettt e e e e e aatt bttt e e e e aasbbbeaeeaaaannbneeeaeesaanrnneen Month Day

Year

If

you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b

Enter the minimum required contribution for this Plan YEar .............ccccccouiiiiiiiiiiiiiii e 12b

C

Enter the amount contributed by the employer to the plan for this plan year ...............ccccooiiiiiiiiiiiiiniiiieeee 12c

d

Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LT L Y=Y Ty oIV g T T T T P TP P PP PPPPPPPPPPRt

e

Will the minimum funding amount reported on line 12d be met by the funding deadline?................ccccccceeiiiiiinnnenn. D Yes

[] Nno [] na

[Part

VII | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any pIan YEAr? .............ccccoeeveveveveeeeeeeeeeeeeeeeeeeeee s

Yes D No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year............ccccccoiiiiiiiieieniniiiiieeeen. 13a

b

Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the
CONLIOI OF tNE PBGC? ...ttt e ettt e sttt e e sh ket e sttt e e s ab st e s s bt e e eatbseesasb e e e aabsbessbseeessbaeesasreeesssneeas

Yes |:| No

C

If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13c(2) EIN(s)

13c¢(3) PN(s)

WINONA HEALTH EMPLOYEES' 403B RETIREMENT PLAN 41-0713914

001




SOMERSET CPAS AND ADVISORS
3925 RIVER CROSSING PKWY STE 100
INDIANAPOLIS, IN 46240

WINONA HEALTH SERVICES
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Caution: Forms printed from within Adobe Acrobat products may not meet IRS or state taxing agency
specifications. When using Acrobat, select the "Actual Size" in the Adobe "Print" dialog.
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.
SOMERSET '

CPAs AND ADVISORS

October 13, 2022

Winona Health Services
855 Mankato Ave
Winona, MN 55987-4868
Attention: Missy Nadeau

Dear Missy:

Enclosed is 2021 Form 5500-SF for Fixed and Variable Tax Deferred Annuity Plan, Plan Number 009.
This return has been prepared for electronic filing. Please sign, date, and retain an original of the return
for the plan's records. We will submit your electronic return. Do NOT mail the paper copy of your return
to EFAST2.

Please review the return for completeness and accuracy.

Also enclosed is the Summary Annual Report for the plan. The Employee Retirement and Income
Security Act of 1974 (ERISA) and Department of Labor regulations require the information enclosed
herein to be given to each participant and beneficiary receiving benefits after the close of the plan year.

This information should be delivered by hand or first class mail.

We sincerely appreciate the opportunity to serve you. Please contact us if you have any questions
concerning the return.

Sincerely,

Xiaolin Shi, CPA
Somerset CPAs and Advisors

somersetcpas.com



Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110
R G ey Benefit Plan 1210-0089
Internal Revenue Service This form is required to be filed under sections 104 and 4085 of the Employee 2021
Department of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057 (b) and 6058(a)
Employes Benefits Security Administration of the Intemal Revenue Code (the Code). This Form is Open to
Pension Benefit Guaranty Corporation | > Complete all entries in accordance with the instructions to the Form 5500-SF. Public Inspection
[Partl | Annual Report Identification Information
For calendar plan year 2021 or fiscal plan year beginning 05/01/2021 and ending 12/31/2021
A This return/report is for: @ a single-employer plan I_I a multiple-employer plan (not multiemployer) (Filers checking this box must attach a list
of participating employer information in accordance with the form instructions.)
B This return/report is the first retum/report the final return/report
an amended retumn/report a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 automatic extension DFVC program
special extension (enter description)
D i this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere = P |_I
[Part Il | Basic Plan Information - enter all requested information
1a Name of plan 1b  Threedigit
FIXED AND VARTIABLE TAX DEFERRED ANNUITY PLAN plan number (PN) p» 009
1c  FEffective date of plan
07/01/1995
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box}) _ _ A1-0713914
Gity or town, state or pravince, country, and ZIP or foreign postal code (if foreign, see instr)
WINONA HEALTH SERVICE% 2c  Sponsor's telephone number
855 MANKATO AVE 507-453-3790
2d  Business code (see instructions)
WINONA MN 55987-4868 622000
3a Pplan administrator’s name and address @ Same as Plan Sponsor. 3b  Administrator’s EIN
3¢ Administrator's telephone number

4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last 4 EIN
return/report filed for this plan, 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
€ Plan Name

9a Total number of participants at the beginning of the planyear 5a 13
b Total number of participants at the end of the planyear 5b 0
C Number of participants with account balances as of the end of the plan year (only defined

contribution plans complete thisitem) | 5c 0
d(1) Total number of active participants at the beginning of the planyear 5d(1} 7
d(2) Total number of active participants at the end ofthe planyear 5d(2} 0
€ Number of participants who terminated employment during the plan year with accrued

benefits that were less than 100% vested Se

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

Under penalties of ﬁeg’ury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, it applicable, a
Schedule SB or Schedule MB completed and signed by an enrolled actuary, 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.

p REBECCA LAMBERTY

siaN| & lamterty 10/13/2022
HERE

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
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2021)

V. 201209

118571 12-30-21

1
13441013 758477 07050 2021.04030 WINONA HEALTH SERVICES 07050__1



Form 5500-SF (2021) Page 2

6a were all of the plan’s assets during the plan year invested in eligible assets? (See instructions) ﬂ Yes I_I No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant
(IQPA) under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.) @ Yes |:[ No
If you answered "No" to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? |:[ Yes |:[ No |:[ Not determined
If "Yes" is checked, enter the My PAA confirmation number from the PBGG premium filing for this plan year . (See instructions.)

[Part Il [ _Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
8 Tomlplanassets ...ooommnnn s sesse s s 7a 465,184 0
b Total plan liabilities ... 7b
C Net plan assefs (subtract Ime ?b from I|ne ?a} 7c 465,184 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(WEmployers ..o 18a(d)
(2)Participants ... 183(2)
(3) Others (includingrollovers) ... ... ]83a3)
b otherincome(loss) __________STATEMENT 1_ 8b 3;115
C Total income (add lines 8a(1), 83{2) 83{3} and 8b) oo | BE 3.115
d Benefits paid (including direct rollovers and insurance premiums to prowde
benefits) . STATEMENT 2 8d 71,988
€ Certain deemed and/or corrective dlstrlbutlons (see |nstructlons) 8e
f Administrative service providers (salaries, fees, commissions) _ STMT 3 8f 234
g Otherexpenses ... 8g
h_Total expenses (add lir Ilnes Bd 8g, 8f and 8q) 8h 72,222
i Net income (loss) (subtract e BRAOIN THEBE). oo | 1B ~89;107
] Transfers to (from) the plan (see iNSTUCHONS) ..o 8j -396,077 |
] Part IV Plan Characteristics
9a | ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2H 2L
b | ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

[Part Vv Compliance Questions

10 During the plan year. Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 (See instructions and DOL’s Voluntary
Fiduciary CorrectionProgram) ... T (- X
b were there any nonexempt transactions with any party in- |nterest? (Do not |nc|ude
transactions reportedonlinedi0a) ... ... |10b X
C Was the plan covered by a fidelity bond? oo l1oc] X 1,000,000
d Did the plan have a loss, whether or not reimbursed by the pian s f|de||ty bond that
was caused by fraud or dishonesty? s |10d X
€ Were any fees or commissions paid to any brokers agents or dther persons by an
insurance carrier, insurance service, or other organization that provides some or all of
the benefits under the plan? (See instructions) o l1e] X 234
f Hasthe plan failed to provide any benefit when due under the plan’? smmasiensess | 10E X
g Did the plan have any participant loans? (If "Yes," enter amount as of year-end. ) sy 17909 X
h if this is an individual account plan, was there a blackout period? (See instructions
and 29 CFR2520.101-3) . . 1100 X
i If 10h was answered "Yes," check the box |f you elther prowded the reqU|red notice or
one of the exceptions to providing the notice applied under 28 CFR 25201013 ... | 10i X

118572 12-30-21

13441013 758477 07050 2021.04030 WINONA HEALTH SERVICES 07050___

2

1



Form 5500-SF (2021) Page 3- | |

[Part VI| Pension Funding Compliance

11 |s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete
Schedule SB(Form 5500) and lines 11a and b below ) If this is a defined contribution pension plan, leave line 11 blank
and complete line 12 below ... |_|Yes ENO
Enter the unpaid minimum required con‘mbutlons for aII years from Schedule SB (Form 5500] Ilne 40 | 11a |
PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0,
has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

were made by the 30th day after the due date.
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 minimum required contribution by the 30th day after the due date.

a

b

Yes

No. Reporting was waived under 29 CFR 4043 25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
|:[ No. Other. Provide explanation

12  |s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or
secion8020fERISA? o O ves BN
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable ) If this is a defined benefit pension plan,
leave line 12 blank and complete line 11 above.
a 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 letter

ruling granting the waiver. ________Month Day Year
If you completed line 12a, complete Ilnes 3 9 and 10 of Schedule MB (Form 5500), and skip to line 13.

b _Enter the minimum required contribution for this planyear . e [ .+
C FEnter the amount contributed bvtheemolovertotheplanfor‘rhlspanyear g | TRE
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enteramlnus sign to
the left of a negative amount) _ 12d
€ _Will the minimum funding amount reported on I|ne‘|2d be met bvthe fundlnq deadllne'? |- Yes | |No | |N/A
| Part VIl | Plan Terminations and Iransfers of Assets
13a Has a resolution to terminate the plan been adopted inany planyear? ... ... ... IXI Yes | |No
If "Yes," enter the amount of any plan assets that reverted to the emploverthiye_ar _113a 0
b were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or bmught
utider the eonfrol OFIME PHEED  oinmnnnssnn i s s s o casa e EYes HNO

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)
13c(1) Name of plan(s): SEE STATEMENT 4 13¢(2) EIN(s) 13¢(3) PN(s)

118573 12-30-21
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WINONA HEALTH SERVICES

41-0713914

FORM 5500-SF OTHER INCOME (LOSS)

STATEMENT 1

DESCRIPTION

NET INVESTMENT GAIN (LOSS) FROM REGISTERED INV. COMPANIES

TOTAL TO FORM 5500-SF, LINE 8B

AMOUNT

3,;115.

3:115.

FORM 5500-SF BENEFITS PATD

STATEMENT 2

DESCRIPTION

PAYMENTS DIRECTLY TO PARTICIPANTS OR BENEFICIARTIES

TOTAL TO FORM 5500-SF, LINE 8D

AMOUNT

71,988.

71,988.

FORM 5500-SF ADMINISTRATIVE SERVICE PROVIDERS

STATEMENT 3

DESCRIPTION

CONTRACT ADMINISTRATOR FEES

TOTAL TO FORM 5500-SF, LINE 8F

AMOUNT

234.

234.

FORM 5500-SF, LINE 13(C) PLANS WHERE ASSETS AND

LTIABILITIES WERE TRANSFERRED

STATEMENT 4

NAME OF PLAN EIN PLAN NUMBER
WINONA HEALTH EMPLOYEES' 403B RETIREMENT 41-0713914 001
PLAN
4 STATEMENT(S) 1, 2, 3,
13441013 758477 07050 2021.04030 WINONA HEALTH SERVICES

07050__1



- 3958 Application for Extension of Time T
To File Certain Employee Plan Returns

P> For Privacy Act and Paperwork Reduction Act Notice, see instructions.

(Rev. September 2018)
File With IRS Only

Department of the Treasury

Internal Revenue Service P> Go to www.irs.gov/Form5558 for the latest information.
Part1 ~ Identification
A Name of filer, plan administrator, or plan sponsor (see instructions) B  Filer's identifying number (see instructions)
Employer identification number (EIN) (9 digits XX}{-XX300K)
WINONA HEALTH SERVICES 41-0713914
Number, street, and room or suite no. (If a P.O. box, see instructions)
855 MANKATO AVE Social security number (SSN) (9 digits XXX-XX-XXXX)
City or town, state, and ZIP code
WINONA, MN 55987-4868
Plan Plan year ending -

c Plan name number MM DD YYYY

FIXED AND VARIABLE TAX DEFERRED ANNUITY PLAN 009 4 30 2021

Part Il ~ Extension of Time To File Form 5500 Series, and/or Form 8955-SSA
1 |:| Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed
in Part I, C above.

2 | request an extension of time until 02/15/2022 to file Form 5500 series. See instructions.

Note: A signature IS NOT required if you are requesting an extension to file Form 5500 series.

3  |request an extension of time until to file Form 8955-SSA. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

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

Part lll ~ Extension of Time To File Form 5330 (see instructions)

4 | request an extension of time until to file Form 5330.
You may be approved for up to a 6-month extension to file Form 5330, after the normal due date of Form 5330.
a Enter the Code section(s) imposing thetax >| a |
b: Enterthepaviiientamoimtatached: ...ovmvre s rrnssmmas s (P
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendmentdate P | ¢

5  State in detail why you need the extension:

Under penalties of perjury, | declare that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete,
and that | am authorized to prepare this application.

Signature p- Date P
Form 9998 Rev. 9-2018)

019101 04-01-20 LHA



Summary Annual Report

for
Fixed and Variable Tax Deferred Annuity Plan

This is a summary of the annual report for the Fixed and Variable Tax Deferred Annuity Plan, (Employer
Identification No. 41-0713914, Plan No. 009) for the period May 1, 2021 to December 31, 2021. The
annual report has been filed with the Employee Benefits Security Administration, as required under the
Employee Retirement Income Security Act of 1974 (ERISA).

BASIC FINANCIAL STATEMENT

Plan expenses were $72,222. These expenses included $234 in administrative expenses and $71,988 in
benefits paid to participants and beneficiaries. A total of 0 persons were participants in or beneficiaries of
the plan at the end of the plan year.

The value of plan assets, after subtracting liabilities of the plan, was $0 as of December 31, 2021
compared to $465,184 as of May 1, 2021. During the plan year the plan experienced a decrease in its
net assets of $465,184. This decrease includes unrealized appreciation or depreciation in the value of
plan assets; that is, the difference between the value of the plan's assets at the end of the year and the
value of the assets at the beginning of the year, or the cost of assets acquired during the year. The plan
had total income of $3,115, including and other income of $3,115.

YOUR RIGHTS TO ADDITIONAL INFORMATION
You have the right to receive a copy of the full annual report, or any part thereof, on request.
To obtain a copy of the full annual report, or any part thereof, write or call the office of
the Plan Sponsor

Winona Health Services

855 Mankato Ave

Winona, MN 55987-4868

41-0713914 (Employer Identification Number)
507-453-3790

You also have the right to receive from the plan administrator, on request and at no charge, a statement
of the assets and liabilities of the plan and accompanying notes, or a statement of income and expenses
of the plan and accompanying notes, or both. If you request a copy of the full annual report from the plan
administrator, these two statements and accompanying notes will be included as part of that report.
These portions of the report are furnished without charge.

You also have the legally protected right to examine the annual report at the main office of the plan:

Winona Health Services
855 Mankato Ave
Winona, MN 55987-4868

and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department
of Labor upon payment of copying costs. Requests to the Department should be addressed to: U.S.
Department of Labor, Employee Benefits Security Administration, Public Disclosure Room, 200
Constitution Avenue, NW, Suite N-1513, Washington, D.C. 20210.

PAPERWORK REDUCTION ACT STATEMENT

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to
respond to a collection of information unless such collection displays a valid Office of Management and




Budget (OMB) control number. The Department notes that a Federal agency cannot conduct or sponsor a
collection of information unless it is approved by OMB under the PRA, and displays a currently valid OMB
control number, and the public is not required to respond to the collection of information unless it displays
a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of
law, no person shall be subject to penalty for failing to comply with a collection of information if the
collection of information does not display a currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average less than one minute
per notice (approximately 3 hours and 11 minutes per plan). Interested parties are encouraged to send
comments regarding the burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to the U.S. Department of Labor, Office of the Chief Information
Officer, Attention: Departmental Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301,
Washington, DC 20210 or email DOL_PRA_PUBLIC@dol.gov and reference the OMB Control Number
1210-0040

OMB Control Number 1210-0040 (expires 06/30/2022)

Note: For small pension plans that are eligible for an audit waiver, see the Department's regulation at 29
CFR 2520.104-46 for model language to be added to the Summary Annual Report.
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