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

D 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. .. .......................

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
LEGACY HEALTHCARE 401(K) RETIREMENT PLAN

1b Three-digit plan

number (PN) »

001

1c Effective date of plan

01/01/2015

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)

LEGACY HEALTHCARE FINANCIAL SERVICES, LLC

3450 OAKTON STREET
SKOKIE, IL 60076

2b Employer Identification
Number (EIN)

36-3151856

2c Plan Sponsor’s telephone
number

847-679-9797

2d Business code (see
instructions)

623000

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. 10/13/2022 KEVIN MCINERNEY
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 ‘ 4745
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) 4701
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeirriiieiriiecesee e 6a(2) 4504
b Retired or separated participants reCeIVING DENEFILS................coviveviviieereeeeeee et eeee et ettt ee e st eees st e e aesess e s eneseseseas 6b 0
C Other retired or separated participants entitled to future DENEItS ............oiii i 6¢C 301
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 4805
€ 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 4805
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 1430
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 4
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:
2E 2F 2G 23 2K 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) Insurance Q) |:| Insurance
2 I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
3 Trust 3) Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) Q) H (Financial Information)
2) |:| I (Financial Information — Small Plan)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan ©) _1_ A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)
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Part 1lI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) weovevnrerreerneinne e e [] yes [] No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

b File as an attachment to Form 550

» Insurance companies are required to provide the information

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

OMB No. 1210-0110

0.

2021

This Form is Open to Public

Inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
LEGACY HEALTHCARE 401(K) RETIREMENT PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
LEGACY HEALTHCARE FINANCIAL SERVICES, LLC

D Employer Identification Number (EIN)

36-3151856

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
GREAT-WEST LIFE & ANNUITY INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . S persons covered at end of
code identification number policy or contract year (f) From (g) To
84-0467907 68322 372859-01 22 01/01/2021 12/31/2021

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

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

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

ROBERT GREULICH HORNOR TOWNSEND & K

800 ENTERPRISE DR
STE 128
OAK BROOK, IL 60523

(b) Amount of sales and base
commissions paid

Fees and other commissions

paid

(c) Amount (d)

Purpose

(e) Organization code

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d)

Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)

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

this report.

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

4 Current value of plan’s interest under this contract in the general account atyear end ....................c.cccovevevevererennn... 4 587270
5 Current value of plan’s interest under this contract in separate accounts at year nd....................c.ccceevevevererererrnnn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ............veeeeeeeeeeiie ettt ettt es ettt ettt n e s et et et s es s e nsnaeaet st s st e s e e s s e neene 6b
C  Premiums due but unpaid at the end Of the YEAI ............oii i 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENtEr AMOUNL. ..........c.uiiiiiiie e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
(3) |:| guaranteed investment (4) |X| other » GUARANTEE INVESTMENT OPTION
b Balance at the end 0f the PrEVIOUS YEA ...............c.ccovvririuieeeeeeeeeereerereeeeeeieeesesesesereeeaeesisiessseneneneneseeeeeasasssnessnans 7b 508502
C  Additions: (1) Contributions deposited during the year ...............cococevevvenn. 7c(1) 58864
(2) DIVIAENUS AN0 CIEAILS.........eeeeeeeeeeeeeee st eeee et eee e ee et ee e 7c(2)
(3) Interest credited dUMNG the YEaT............cv.ieveveeeeeeeeeeeeeeee e, 7c(3) 4617
(4) Transferred from SEParate aCCOUNL ................ceeereeereeereseeseeeeesseeeeneenas 7c(4) 173690
(5) Other (SPECITY BEIOW) ...ttt 7c(5) 74711
> LOAN REPAYMENTS
(BYTOLAI AATIIONS ...ttt ettt et ee et ee et et seee e s e e e eetee e eeeten s e s sneeeeeeeeeses s eeees e eeesseeeseeeteseneeeees 7c(6) 311882
d Total of balance and additions (2dd INES 70 AN 7C(B)). ....veuvveveueeeeeeeeeeeeeeee et | 7d 820384
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 61942
(2) Administration charge made by carrier 7e(2) 204
(3) Transferred to separate account .| 7e(3) 170968
(4) Other (SPECITY DEIOW) .........ovveeveeeee oo 7e(4)
4
(5) TOAl AEUUCHONS .......ocvoveveviseses e se st s e s st s s s 7e(5) 233114
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeieeeereeeseieeeereneeennn. 7f 587270
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

Specify nature of costs.

Part IV Provision of Information

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

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2021
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬂl;nggcﬁrilyaAg;winistration D File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2021 or fiscal plan year beginning  01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
LEGACY HEALTHCARE 401(K) RETIREMENT PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LEGACY HEALTHCARE FINANCIAL SERVICES, LLC 36-3151856

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2021
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2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

GREAT WEST LIFE & ANNUITY INSURANCE

84-0467907

8515 EAST ORCHARD ROAD

GREENWOOD VILLAGE, CO 80111

(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

(). If none, enter -0-.

compensation for which you
answered “Yes” to element

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

64

RECORDKEEPER

130468

Yes No D

Yes No D

Yes No D

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

RESOURCES INVESTMENT ADVISORS

4860 COLLEGE BLVD.
LEAWOOD, KS 66211

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

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

(e)
Did service provider
receive indirect
compensation? (sources

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

(9)
Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
27 INVESTMENT 99978
ADVISOR

Yes D No

Yes D No D

Yes D No D

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

MARQUIS PENSION, LLC

107 BENNETTS FARM RD.
RIDGEFIELD, CT 06877

(b)
Service
Code(s)

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

by the plan. If none,

(d)
Enter direct
compensation paid

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?

13

THIRD PARTY
ADMIN

Yes No D

Yes D No

10000

Yes D No
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
MARQUIS PENSION, LLC 13 10000
(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.

GREAT-WEST LIFE & ANNUITY INSURANCE 8515 EAST ORCHARD ROAD TPA ALLOWANCE
GREENWOOD VILLAGE, CO 80111

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

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

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

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

DFE/Participating Plan 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).

2021

» File as an attachment to Form 5500.

Employee Benefits Security Administration

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
LEGACY HEALTHCARE 401(K) RETIREMENT PLAN plan number (PN) 3 001

C Plan or DFE sponsor’'s name as shown on line 2a of Form 5500
LEGACY HEALTHCARE FINANCIAL SERVICES, LLC

D Employer Identification Number (EIN)
36-3151856

Part |

(Complete as many entries as needed to report all interests in DFES)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

a

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

SSGA S&P 500 INDEX NL SER N

b Name of sponsor of entity listed in (a): STATE STREET GLOBAL ADVISORS COLLECTIVE
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - 7987- ” . ! 12404
C EIN-PN  90-0337987-306 code 103-12 IE at end of year (see instructions) 0458
a Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV TRST 2060 X
b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-0788428-268 C > . ' 630747
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV TRST 2035 X
b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-0787670-268 C o . ! 5920055
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV TRUST 2055 X
b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-0788428-268 C o ' ! 1299494
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV TRUST 2045 X
b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS
C EIN-PN 26-0788428-268 d Entity c € Dollar value of interest in MTIA_, CCT,_PSA, or 2645100
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: LARGE CAP GROWTH FUND CLASS R1
b Name of sponsor of entity listed in (a): AST WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 82-4435820-000 C N b 84368
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  SMALL CAP VALUE FUND Il FEE CLASS R
b Name of sponsor of entity listed in (a): AST WILMINGTON TRUST
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 193654
C EIN-PN  38-4126250-000 code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2021
v. 201209
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Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV TRST MAT X

Name of sponsor of entity listed in (a):

PUTNAM INVESTMENTS

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-0788428-268 C » i ' 2283918
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  SSGA INTERNATIONAL INDEX FUND CLASS
Name of sponsor of entity listed in (a): STATE STREET ADVISORS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - - C ! ! ! 77675
EIN-PN  90-0337987-654 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PUTNAM RETIREMENT ADV TRUST 2045 X
Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- ; . C ’ ’ ' 2645100
EIN-PN 26-0788428-268 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: SSGA RUSSELL SMLLCP INDX FD CLASS S
Name of sponsor of entity listed in (a): STATE STREET ADVISORS COLLECTIVE TRUSTS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - - C o ! ' 318362
EIN-PN 90-0337988-000 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PUTNAM RETIREMENT ADV TRST 2040 X
Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-0788428-268 C L . ' 3216108
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV TRST 2050 X
Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-0788428-268 C N i ' 2692855
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV TRST 2025 X
Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-0788428-268 C N i ’ 3355692
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: LARGE CAP VALUE FUND CLASS R1
Name of sponsor of entity listed in (a): AST WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
R - - C ! ! ! 519247
EIN-PN  38-4065329-426 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PUTNAM RETIREMENT ADV TRST 2030 X
Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - - C ! ! ' 4014414
EIN-PN  26-0768426-268 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  INTERNATIONAL STOCK R1
Name of sponsor of entity listed in (a): AST WILMINGTON TRUST
EIN-PN  82-2436292-342 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 28284

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




Schedule D (Form 5500) 2021 Page3-| 1

Part Il | Information on Participating Plans (to be completed by DFESs)
(Complete as many entries as needed to report all participating plans)

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2021

This Form is Open to Public

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
LEGACY HEALTHCARE 401(K) RETIREMENT PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
LEGACY HEALTHCARE FINANCIAL SERVICES, LLC

D Employer Identification Number (EIN)
36-3151856

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.............ccccevieeiieeiieriesieieeee e la 0 20176
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYETr CONTDULIONS ........vevveeeeee et 1b(1) 16633 13972
(2) Participant CONtHBULONS...............coevevereieeseeeseeeeeeeseeesess s 1b(2) 78799 70038
(B) ONET .ottt 1b(3)
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) ..ttt e e e e
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEA ....evee oot 1c(3)(A)
(B) AllOINEI ...ttt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIETEITEM ...t lc(4)(A)
(B) COMITION .ottt 1c(4)(B)
(5) Partnership/joint VENtUre INtErESES ............oeeveveveveeereeereeeeeeeeeeseeeenenees 1c(5)
(6) Real estate (other than employer real property) .......ccccceeeeeercivieeeeeennnns 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) Participant 0aNnSs ............ccoevveveveveeereriereseeeeesnennes 1c(8) 750658 985377
(9) Value of interest in common/collective trusts 1c(9) 19105539 28706071
(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) 2823016 3704367
(14) \é(e;lnut?ac(;{;;nds held in insurance company general account (unallocated 1c(14) 508502 587272
(15) OtNET ..ottt 1c(15)

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

Schedule H (Form 5500) 2021
v. 201209
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) Employer real property 1d(2)
€ Buildings and other property used in plan operation .............ccccoeveviiieieeeenne le
f Total assets (add all amounts in lines 1a through 1€)........cccccceveveveveeernnnne. 1f 23283147 34087273
Liabilities
0 Benefit Claims PaYabIE .........cocovriiieeeeceeirireieeeee et eeeeeeeen 1g
N Operating PaYabIEs ..............coueieeereieeeeeeeeeee e 1h
| AcCQUISItIoN INDEDLEANESS.........c.cevvreveeeeeece e 1i
] Other IADIIES. ....c.cveieceieiictei ettt 1 4269 8984
K Total liabilities (add all amounts in lines 1g throughlj) ..........cccccceveveveveuennne. 1k 4269 8984
Net Assets
| Net assets (subtract line 1k from [N 1) .........c.coveevverevereereeeeeeereeee e, | 1l | 23278878 34078289

Part Il [Income and Expense Statement

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

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

(1) Received or receivable in cash from: (A) EMPIOYErS ...........ccccovevevvennne. 2a(1)(A) 1030458

(B)  PartiCIDANTS ...cvcvvevevevevereeeeeseeeeeeteseteeesesesesesenesnenesssessesesenenenensnes 2a(1)(B) 5140111

(C) Others (iNCIUAING FOIOVEIS)........cveveveveeerereresererereeeeeeeieeeeesenenen e 2a(1)(C) 3134928
(2) NONCASh CONLTDULIONS ... 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 9305497

b Earnings on investments:

(1) Interest:

(A) Intergst—bearing cash (including money market accounts and 2b(1)(A)

certificates of dEPOSIL).........uveiiiiiiiiiiiiiee e

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

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

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

(E)  PartiCiPant I0BNS ...........cvevevevereeereeeeeteeesesesesesensssssssisssssesenenenenens 2b(1)(E) 40300

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

(G) Total interest. Add lines 2b(1)(A) through (F)......ccevvvveveveveeereeennnns 2b(1)(G) 40300
(2) Dividends: (A) Preferred StOCK..........o.oieioeoeeeeeeeeeeeee oo 2b(2)(A)

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

(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C) 259183

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 259183
(B) RENES ...ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.................... 2b(4)(A)

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

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

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

O A nes P0()A) A B) oot s 26()(C) 0
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts........................ 2b(6) 3070995
(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) 218288
C OtherinCOME ......ooiiiiiiie it 2c 4616
d Total income. Add all income amounts in column (b) and enter total.................... 2d 12898879
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 1872278
(2) To insurance carriers for the provision of benefits ............c.c.cccecvereeueaee. 2e(2)
(B) OHNET ...ttt 2¢(3)
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccevveeeeeerieennnne. 2e(4) 1872278
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) 227190
(3) Investment advisory and management fees ............coovoeveeeueeereesereesennan. 2i(3)
(B) OtNET ...ttt et 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4) .............cc....... 2i(5) 227190
j Total expenses. Add all expense amounts in column (b) and enter total....... 2j 2099468
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from N 2d...........ccooweemeerveeeeeeressssssssssssenen 2k 10799411
| Transfers of assets:
(1) TO RIS PIAN..... oot 2i(1)
(2) From this Plan .........uiiiiie et 21(2)

Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [X| unmodified ([ | Qualified (3) [ ] Disclaimer @ [ ] Adverse

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

(1) [X| DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) D neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: CRAY, KAISER LTD. (2) EIN: 36-2746886

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 28929
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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
LEGACY HEALTHCARE 401(K) RETIREMENT PLAN plan number
(PN) 4 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LEGACY HEALTHCARE FINANCIAL SERVICES, LLC 36-3151856
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): 84-0467907

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

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

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

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ..........coovvvveennn. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

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

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding
deficiency not waived) ................................................................................................................................ 6a
b  Enter the amount contributed by the employer to the plan for this plan Year ..............cccceveeeeveveviveeeeenennns 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ Negative amOUNT).............oiiiiiiiii e 6C
If you completed line 6¢, skip lines 8 and 9.
7 will the minimum funding amount reported on line 6¢ be met by the funding deadline?..............c.ccccceveveerernnnn. [] ves [] No ] A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNQE? .........coii it I:I Yes I:I No I:I N/A

Part Ill Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate
bOX. 1f N0, ChECK the “NO” DOX......cveveieeeveieieteeeeeseteeee et en st e st D Increase D Decrease D Both D No

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

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. D Yes D No
11 @ Doesthe ESOP hold @ny Prefermed STOCK? ..........ooviwiieeeeeeseeseeeseseesee s s ees e s s eee e e e st s e e st es e D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “DACK-t0-DACK” I0AN.) ......uuiiiiieiiiiiir e e e e e e s r e e e e e s raeeeeeeeananes
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?.............ccocceveeeveeereeeeeeeeeeeeeeee D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2021

v. 201209



Schedule R (Form 5500) 2021 Page2-| 1

| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

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

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




Schedule R (Form 5500) 2021 Page 3

14 Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:
a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: |:| last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL)...........cooii i e e e e s e e e e e s a e e e e e aenraaees
b The plan year immediately preceding the current plan year. |:| Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)...............ccccccciiii e
C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attaChment)...........eueeiiiiiiiie e e e e e s e
15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:
a The corresponding number for the plan year immediately preceding the current plan year................c............ 15a
b The corresponding number for the second preceding PIan YEar .............ccc.c.cueueveveveveeeeeeeeereeeeeeeereneneenen 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
a Enter the number of employers who withdrew during the preceding plan year ..........cccccoiiiiiiniiiniiieinen, 16a
b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn EMPIOYEIS ... ...ttt e e et esi et eeeeessneeeeaeesaassnraeeaeeeannnnnnas
17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding

supplemental information to be included as an attaChMENT...............uiiiiii e e e e e e et e e e e e e s st b e e e e e e s aantaaeeaeeeesnsssaseeaeeeeennsnaneeeas

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

t Pension Plans

18

If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants

and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see in

structions regarding supplemental

information to be INCIUAEd @s AN AtEACHMENT............. i ettt e e e e st e e e e e e e e e e e e aeaeeeaeean D

19

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

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

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

% Other: %

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

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

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

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

greater than zero?|:| Yes D No

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

Yes.

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

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

unpaid minimum required contribution

[
D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
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CRAY, KAISERLTD. CERTIFIED PUBLIC ACCOUNTANTS AND CONSULTANTS TO BUSINESS
Independent Auditors' Report

Plan Administrator
Legacy Healthcare 401(k) Retirement Plan
Skokie, Illinois

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

We have performed an audit of the accompanying financial statements of the Legacy Healthcare 401(k)
Retirement Plan, an employee benefit plan subject to the Employee Retirement Income Security Act of
1974 (ERISA), as permitted by ERISA Section 103(a)(3)(C) (ERISA Section 103(a)(3)(C) audit). The
financial statements comprise the statement of net assets available for benefits as of December 31, 2021,
and the related statement of changes in net assets available for benefits for the year then ended, and the
related notes to the financial statements (2021 Financial Statements).

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

Management has obtained a certification from a qualified institution as of and for the year ended
December 31, 2021, stating that the certified investment information, as described in Note 4 to the
financial statements, is complete and accurate.

Opinion on the 2021 Financial Statements

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

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

e the information in the 2021 financial statements referred to above related to assets held by and
certified to by a qualified institution agrees to, or is derived from, in all material respects, the
information prepared and certified by an institution that management determined meets the

requirements of ERISA Section 103(a)(3)(C).
1901 S Meyers Road, Suite 230 | Oak Brook Terrace, IL 60181 | 630-953-4900:P | 630-953-4905:F | www.craykaiser.com

///// Russe” Bedford Cray, Kaiser LTD.

taking you further Member of Russell Bedford International - a global network of independent professional services firms




Basis for Opinion on the 2021 Financial Statements

We conducted our audit in accordance with auditing standards generally accepted in the United States
of America (GAAS). Our responsibilities under those standards are further described in the Auditors'
Responsibilities for the Audit of the 2021 Financial Statements section of our report. We are required to
be independent of the Legacy Healthcare 401(k) Retirement Plan and to meet our other ethical
responsibilities in accordance with the relevant ethical requirements relating to our audits. We believe
that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our ERISA
Section 103(a)(3)(C) audit opinion.

Responsibilities of Management for the 2021 Financial Statements

Management is responsible for the preparation and fair presentation of the financial statements in
accordance with accounting principles generally accepted in the United States of America, and for the
design, implementation, and maintenance of internal control relevant to the preparation and fair
presentation of financial statements that are free from material misstatement, whether due to fraud or
error. Management's election of the ERISA Section 103(a)(3)(C) audit does not affect management's
responsibility for the financial statements.

In preparing the financial statements, management is required to evaluate whether there are conditions
or events, considered in the aggregate, that raise substantial doubt about the Legacy Healthcare 401 (k)
Retirement Plan's ability to continue as a going concern for one year after the date the financial
statements are available to be issued.

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

Auditors' Responsibilities for the Audit of the 2021 Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit of the 2021
Financial Statements section of our report, our objectives are to obtain reasonable assurance about
whether the financial statements as a whole are free from material misstatement, whether due to fraud or
error, and to issue an auditors' report that includes our opinion. Reasonable assurance is a high level of
assurance but is not absolute assurance and therefore is not a guarantee that an audit conducted in
accordance with generally accepted auditing standards will always detect a material misstatement when
it exists. The risk of not detecting a material misstatement resulting from fraud is higher than for one
resulting from error, as fraud may involve collusion, forgery, intentional omissions, misrepresentations,
or the override of internal control. Misstatements are considered material if there is a substantial
likelihood that, individually or in the aggregate, they would influence the judgment made by a
reasonable user based on the financial statements.

In performing an audit in accordance with generally accepted auditing standards, we:

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



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

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

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

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

Our audit did not extend to the certified investment information, except for obtaining and reading the
certification, comparing the certified investment information with the related information presented and
disclosed in the 2021 financial statements, and reading the disclosures relating to the certified
investment information to assess whether they are in accordance with the presentation and disclosure
requirements of accounting principles generally accepted in the United States of America.

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

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

Other Matters

2021 Supplemental Schedules Required by ERISA

The supplemental schedules of Schedule of Assets (Held at End of Year) - December 31, 2021 and
Schedule of Delinquent Participant Contributions for the Year Ended December 31, 2021 are presented
for purposes of additional analysis and are not a required part of the financial statements but are
supplementary information required by the Department of Labor's Rules and Regulations for Reporting
and Disclosure under ERISA. Such information is the responsibility of management and was derived
from and relates directly to the underlying accounting and other records used to prepare the financial
statements. The information included in the supplemental schedules, other than that agreed to or derived
from the certified investment information, has been subjected to auditing procedures applied in the audit
of the financial statements and certain additional procedures, including comparing and reconciling such
information directly to the underlying accounting and other records used to prepare the financial
statements or to the financial statements themselves, and other additional procedures in accordance with
generally accepted auditing standards. For information included in the supplemental schedules that
agreed to or is derived from the certified investment information, we compared such information to the
related certified investment information.



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

In our opinion—

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

e the information in the supplemental schedules related to assets held by and certified to by a
qualified institution agrees to or is derived from, in all material respects, the information
prepared and certified by an institution that management determined meets the requirements of
ERISA Section 103(2)(3)(C).

Auditors' Report on the 2020 Financial Statements

We were engaged to audit the 2020 financial statements of the Legacy Healthcare 401(k) Retirement
Plan. As permitted by 29 CFR 2520.103-8 of the Department of Labor's Rules and Regulations for
Reporting and Disclosure under ERISA, the Plan Administrator instructed us not to perform, and we did
not perform, any auditing procedures with respect to the information certified by a qualified institution.
In our report dated October 25, 2021, we indicated that (a) because of the significance of the
information that we did not audit, we were not able to obtain sufficient appropriate audit evidence to
provide a basis for an audit opinion and accordingly, we did not express an opinion on the 2020
financial statements, and (b) the form and content of the information included in the 2020 financial
statements, other than that derived from the certified information, were presented in compliance with
the Department of Labor's Rules and Regulations for Reporting and Disclosure under ERISA.

Respectfully submitted,
aﬂa i }faim M

CRAY, KAISER LTD.
Certified Public Accountants

Oakbrook Terrace, Illinois
October 17, 2022



EXHIBIT A

LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS
DECEMBER 31, 2021 AND 2020

2021 2020
ASSETS:
Cash 20,176 -0-
Investments, at fair value:
Mutual funds 3,704,367 2,823,016
Collective trust funds 28,706,071 19,105,539
Investments, at contract value:
Group annuity contract 587,272 508,502
Total Investments 32,997,710 22,437,057
Receivables:
Notes receivable from participants 985,377 750,658
Employer contributions 13,972 16,633
Participant contributions 70,038 78,799
Total Receivables 1,069,387 846,090
Total Assets 34,087,273 23,283,147
LIABILITIES:
Excess contributions payable 8,984 4,269
NET ASSETS AVAILABLE FOR BENEFITS 34,078,289 23,278,878

The accompanying notes are an integral part of the financial statements.




EXHIBIT B

LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
STATEMENT OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS
FOR THE YEAR ENDED DECEMBER 31, 2021

ADDITIONS TO NET ASSETS ATTRIBUTED TO:
Investment income:

Net realized and unrealized appreciation in fair value $ 3,289,283
of investments

Interest and dividends 259,183
Interest credited to general account 4,616
$ 3,553,082
Interest income on notes receivable from participants $ 40,300

Contributions:
Employer $ 1,030,458
Participants 5,140,111
Rollover 3,134,928
$ 9,305,497
Total Additions $ 12,898,879

DEDUCTIONS FROM NET ASSETS ATTRIBUTED TO:

Distributions to participants $ 1,872,278
Administrative expenses 227,190

Total Deductions $ 2,099,468
NET INCREASE § 10,799,411

NET ASSETS AVAILABLE FOR BENEFITS:

Beginning of Year 23,278,878

End of Year $ 34,078,289

The accompanying notes are an integral part of the financial statements.



LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2021

NOTE 1 - DESCRIPTION OF PLAN

The following description of the Legacy Healthcare 401(k) Retirement Plan (the Plan) provides only general
information. Participants should refer to the Plan agreement for a more complete description of the Plan’s
provisions.

General

The Plan is a contributory, defined contribution plan covering employees of the participating employers listed in
Note 10 (the Company) who have completed ninety days of service and are 18 years of age or older.
Nonresident aliens, union employees, leased employees, and certain part-time employees are not eligible for the
Plan. The Plan is subject to the provisions of the Employee Retirement Income Security Act of 1974 (ERISA).

Contributions

Participants may contribute up to 100% of their annual compensation up to the maximum allowable limits of
Code Section 401(k). The Company also has the option to make an employer matching contribution based on
an annual election. For the year ended December 31, 2021, the Company matched 25 percent of each
participant's contributions that were not in excess of eight percent of the participant's compensation. Each year,
the Company also has the option to make a discretionary profit-sharing contribution. The Company did not
make a discretionary profit-sharing contribution for the year ended December 31, 2021.

Participant Accounts

Each participant’s self-directed 401(k) account is credited with the participant’s contributions and earnings on
the participant’s contributions, and is charged with plan expenses. Each participant has separate self-directed
401(k) accounts for employer matching contributions and employer profit-sharing contributions, which consist
of the Company’s contributions and earnings on the Company’s contributions, and which are charged with plan
expenses.

Vesting

Participants are immediately vested in their voluntary contributions plus actual earnings thereon. Vesting in the
Company matching contributions and Company profit-sharing contributions portions of their accounts plus
earnings thereon is based on years of continuous service. A participant is 100% vested after five years of
credited service.

Description of Investment Options

The Plan’s assets are held in a trust administered by Great-West Life & Annuity Insurance Company and Great-
West Trust Company, LLC. Participants may elect to have their account contributions invested in one or a
combination of investment options provided by the Plan. The investment options consist of a group annuity
contract and various mutual funds and collective trust funds as selected by the Plan Administrator.



LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2021

NOTE 1 - DESCRIPTION OF PLAN (Continued)

Notes Receivable from Participants

The Plan contains provisions which allow for loans to participants, subject to certain restrictions. The
maximum loan amount is the lesser of one half of the vested balance or $50,000 reduced by the highest
outstanding loan balance in the account during the prior 12 month period. Up to 50 percent of the vested
balance may be used as collateral for the loan. These loans, which have a maximum term of five years, are to be
repaid through regular payroll withholdings. The interest rate charged for loans from the Plan is established by
the Plan Administrator. Subsequent to year-end, effective January 1, 2022, the Plan was amended to provide for
longer repayment terms for loans used for the purchase of a participant's principal residence.

Payment of Benefits and Distributions

On termination of service due to death, disability, retirement, or other reasons, a participant will receive an
amount equal to the value of the participant’s vested interest in a lump-sum payment. In addition, the Plan
provides for in-service withdrawals under certain circumstances.

Administrative Expenses

Certain administrative expenses have been paid by the Company. Administrative expenses paid by the Plan
include investment advisory and management fees.

Plan Termination

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

Forfeited Accounts

At December 31, 2021 and 2020, forfeited non-vested accounts totaled $260,603 and $188,417, respectively.
These forfeitures may be used to pay administrative expenses or reduce employer contributions. During the
year ended December 31, 2021, forfeitures totaling $350 were used to reduce employer contributions.



LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2021

NOTE 2 - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Administration
The Plan is administered by the Plan Administrator.

Basis of Accounting

The financial statements of the Plan are prepared under the accrual method of accounting.

Investments held by a defined contribution plan are required to be reported at fair value, except for fully benefit-
responsive investment contracts. Contract value is the relevant measurement attribute for that portion of the net
assets available for benefits of a defined contribution plan attributable to fully benefit-responsive investment
contracts because contract value is the amount participants would receive if they were to initiate permitted
transactions under the terms of the Plan.

Notes Receivable from Participants

Loans to participants are reported at their unpaid principal balance plus any accrued but unpaid interest.

Investment Valuation and Income Recognition

Investments are reported at fair value (except for fully benefit-responsive investment contracts, which are
reported at contract value). Fair value is the price that would be received to sell an asset or paid to transfer a
liability in an orderly transaction between market participants at the measurement date.

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

Use of Estimates

The preparation of financial statements in conformity with generally accepted accounting principles requires the
Plan Administrator to make estimates and assumptions that affect the reported amounts of assets and liabilities
and disclosures of contingent assets and liabilities at the date of the financial statements and that also affect
revenues and expenses during the reporting period. Actual results could differ from those estimates.

Since March of 2020, the COVID-19 pandemic has significantly impacted the global economy. As the situation
continues to evolve, economic uncertainties have led to adverse economic conditions and significant volatility in
the financial markets. The duration of these uncertainties and any potential negative impacts on the Plan's assets
cannot be reasonably estimated at this time. As a result, accounting estimates and assumptions may change over
time in response to COVID-19.



LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2021

NOTE 2 - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES (Continued)

Date of Management's Review

For the current reporting period, subsequent events were evaluated through October 17, 2022 which represents
the date the financial statements were available to be issued.

NOTE 3 - INVESTMENTS

The financial information relating to the Plan’s investments is included in the accompanying financial
statements based on information provided by the custodians. Great-West Life & Annuity Insurance Company
and Great-West Trust Company, LLC were the custodians of the Plan’s investments at December 31, 2021 and
2020. All investments are participant directed utilizing the investment options provided by the Plan.

NOTE 4 — INFORMATION CERTIFIED BY THE PLAN’S CUSTODIANS

The Plan Administrator has elected the method of annual reporting compliance permitted by 29 CFR 2520.103-
8 of the Department of Labor's Rules and Regulations for Reporting and Disclosure under ERISA. Accordingly,
the custodians have certified that the following data included in the accompanying financial statements and
supplemental schedules is complete and accurate.

2021 2020
Investments:
Mutual funds (at fair value) $ 3,704,367 $ 2,823,016
Collective trust funds (at fair value) $ 28,706,071 $ 19,105,539
Group annuity contract (at contract value) $ 587,272 $ 508,502
Notes receivable from participants $ 985,377 $ 750,658

For the year ended December 31, 2021, the custodians also certified to the completeness and accuracy of
$3,289,283 of net realized and unrealized appreciation in fair value of investments and $263,799 in interest and
dividends investment income related to the aforementioned investments, as well as $40,300 in interest income
related to the aforementioned notes receivable from participants.

The Plan's independent auditors did not perform auditing procedures with respect to this information, except for
comparing such information to the related information included in the financial statements and supplemental
schedules.



LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2021

NOTE 5 - FAIR VALUE MEASUREMENTS

The Fair Value Measurements and Disclosure Topic of the Financial Accounting Standards Board Accounting
Standards Codification establishes a framework for measuring fair value. That framework provides a fair value
hierarchy that prioritizes the inputs to valuation techniques used to measure fair value. The hierarchy gives the
highest priority to unadjusted quoted prices in active markets for identical assets or liabilities (level 1
measurements) and the lowest priority to unobservable inputs (level 3 measurements). The three levels of the
fair value hierarchy are described below:

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

Level 2 Inputs to the valuation methodology include:
. Quoted prices for similar assets or liabilities in active markets.
. Quoted prices for identical or similar assets or liabilities in inactive
markets.
. Inputs other than quoted prices that are observable for the asset or
liability.
. Inputs that are derived principally from or corroborated by observable

market data or correlation by other means.

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

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

The asset's or liability's fair value measurement level within the fair value hierarchy is based on the lowest level
of any input that is significant to the fair value measurement. Valuation techniques used need to maximize the
use of observable inputs and minimize the use of unobservable inputs.

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

Mutual funds: Valued at the end of the plan year by obtaining quoted prices on nationally recognized securities
exchanges.

Collective trust funds: Valued at the net asset value (NAV) of units held by the plan. The NAYV, as provided by
the custodian, is used as a practical expedient to estimate fair value. The NAV is based on the fair value of the
underlying investments held by the fund less its liabilities. This NAV represents the Plan's fair value since this
is the NAV at which the Plan transacts with the fund. The practical expedient is not used when it is determined
to be probable that the fund will sell the investment for an amount different than the reported NAV.

Participant transactions (purchases and sales) may occur daily. There are no unfunded commitments and no
redemption notice period requirements.



LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2021

NOTE 5 - FAIR VALUE MEASUREMENTS (Continued)

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

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

Assets at Fair Value at December 31, 2021

Quoted Prices Significant

in Active Other Significant
Markets for Observable Unobservable
Identical Assets Inputs Inputs
Level 1 Level 2 Level 3 Total
Mutual funds $ 3,704,367 $ -0- $ -0- $ 3,704,367
Collective trust funds, measured at
NAV as a practical expedient 28,706,071
Total $ 3,704,367 $ -0- $ -0- $ 32,410,438
Assets at Fair Value at December 31, 2020
Quoted Prices Significant
in Active Other Significant
Markets for Observable Unobservable
Identical Assets Inputs Inputs
Level 1 Level 2 Level 3 Total
Mutual funds $ 2,823,016 $ -0- $ -0- $ 2,823,016
Collective trust funds, measured at
NAYV as a practical expedient 19,105,539

Total $ 2,823,016 $ -0- $ -0- $ 21,928,555




LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2021

NOTE 6 - GROUP ANNUITY CONTRACT

The Plan offers as an investment option a fully benefit-responsive investment contract (group annuity contract)
with Great-West Life & Annuity Insurance Company (Great-West). Great-West maintains the contributions in a
general account. The account is credited with earnings on the underlying investments and charged for
participant withdrawals and administrative expenses. Subject to certain restrictions, participants may ordinarily
direct the withdrawal or transfer of all or a portion of their investments at contract value. The group annuity
contract is a traditional investment contract. The group annuity contract issuer is contractually obligated to
repay the principal and a specified interest rate that is guaranteed to the Plan.

The group annuity contract meets the fully benefit-responsive investment contract criteria and therefore is
reported at contract value. Contract value is the relevant measure for fully benefit-responsive investment
contracts because it is the amount received by participants if they were to initiate permitted transactions under
the terms of the Plan. Contract value, as reported to the Plan by Great-West, represents contributions made
under the contract, plus earnings, less participant withdrawals and administrative expenses.

The Plan's ability to receive amounts due is dependent on the issuer's ability to meet its financial obligations.
The issuer's ability to meet its contractual obligations may be affected by future economic and regulatory
developments. There are no reserves against contract value for credit risk of the contract issuer or otherwise.
The contract value of the group annuity contract as of December 31, 2021 and 2020 was $587,272 and
$508,502, respectively. The crediting interest rate is based upon a formula agreed upon with the issuer, but it
may not be less than zero.

Certain events might limit the ability of the Plan to transact at contract value with the issuer. Such events
include termination of the Plan, termination of the recordkeeping agreement, or written notice of termination
provided either by the Plan Administrator or the issuer. In the event of terminating the contract, the issuer will
pay all participant account values to another provider or trustee as directed by the Plan Sponsor, contingent
upon certain termination charges applicable to the contract. The Plan Administrator believes that occurrence of
such events that would limit the Plan's ability to transact at contract value is not probable.

Liquidation of the entire contract may cause a one-time adjustment to the aggregate contract value, resulting in a
fair value different from the contract value. The total liquidation is a contingent event, which cannot be
initiated by the Plan's participants, and can only be initiated by the Plan Administrator upon termination of the
Plan or complete termination of the contract.

The group annuity contract requires the insurance company to provide ninety days notice prior to the
termination of the agreement.

NOTE 7 - TAX STATUS

The volume submitter plan sponsor has obtained an opinion letter dated March 31, 2014, in which the IRS
stated that the restated volume submitter plan document was in compliance with the applicable requirements of
the Internal Revenue Code (IRC). The Plan Administrator timely adopted the restated volume submitter plan.
The Plan Administrator believes that the Plan is being operated in accordance with the IRC.



LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2021

NOTE 7 - TAX STATUS (Continued)

Accounting principles generally accepted in the United States of America require management to evaluate tax
positions taken by the Plan and recognize a tax liability (or asset) if the Plan has taken an uncertain position that
more likely than not would not be sustained upon examination by the Department of Labor or the Internal
Revenue Service. The Plan Administrator has analyzed the tax positions taken by the Plan, and has concluded
that as of December 31, 2021, there are no uncertain positions taken or expected to be taken that would require
recognition of a liability (or asset) or disclosure in the financial statements. The Plan is subject to routine audits
by taxing jurisdictions; however, there are currently no audits for any tax periods in progress. The Plan
Administrator believes the Plan is no longer subject to income tax examinations for years prior to 2018.

NOTE 8 - RISKS AND UNCERTAINTIES

The Plan invests in various investment securities. Investment securities are exposed to various risks such as
interest rate, market, and credit risks. Due to the level of risk associated with certain investment securities, it is
at least reasonably possible that changes in the values of investment securities will occur in the near term and
that such changes could materially affect participants' account balances and the amounts reported in the
statement of net assets available for benefits.

NOTE 9 - PARTY IN INTEREST TRANSACTIONS

Plan investments include a group annuity contract issued by Great-West Life & Annuity Insurance Company
(Great-West). Great-West is the custodian of the Plan and, therefore, these transactions qualify as party in
interest transactions. Fees paid indirectly by the Plan to the custodian are included as a reduction of the return
earned on the group annuity contract.

NOTE 10 - PARTICIPATING EMPLOYERS

The following employers affiliated by common ownership have adopted the Plan:

Legacy Healthcare Financial Services, LLC Morton Grove Living & Rehab Center, LLC
Long Grove PAC, LLC Warren Barr North Shore, LLC

Warren Barr Living & Rehab Center, LLC South Loop Living & Rehab Center, LLC
Astoria Place Living and Rehabilitation Center, LLC Aurora PAC, LLC

The Chalet Living and Rehab Center, LLC Elmbrook Nursing, LLC

The Grove of Evanston, LLC The Grove LaGrange Park, LLC

Lakefront Nursing and Rehabilitation Center, LLC ~ Avantara Park Ridge, LLC

Peterson Park Associates, LLC Morton Grove Assisted Living Center, LLC
The Grove of Skokie Living & Rehab Center, LLC ML Group Design & Development, LLC
Lincolnshire Assisted Living Center, LLC Carlton Skilled Nursing Facility, LLC
Cascade Capital Group, LLC Cedar Skilled Nursing Facility, LLC

St. George Skilled Nursing Facility, LLC Valley Health Care Center, LLC

Billings Health and Rehabilitation Community, LLC Arlington SD Skilled Nursing Facility, LLC
Evergreen Park, LLC Saint Cloud SD Skilled Nursing Facility, LLC



LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2021

NOTE 10 - PARTICIPATING EMPLOYERS (Continued)

Armour SD Skilled Nursing Facility, LLC Clark City SD Skilled Nursing Facility, LLC
RC North SD Skilled Nursing Facility, LLC Ipswich SD Skilled Nursing Facility, LLC
Groton SD Skilled Nursing Facility, LLC Arrowhead SD Skilled Nursing Facility, LLC
Lake Norden SD Skilled Nursing Facility, LLC Park Place SD Skilled Nursing Facility, LLC
Milbank SD Skilled Nursing Facility, LLC Mountain View SD Skilled Nursing Facility, LLC
Pierre SD Skilled Nursing Facility, LLC Salem SD Skilled Nursing Facility, LLC
Redfield SD Skilled Nursing Facility, LLC Bella Terra Streamwood, LLC

Watertown SD Skilled Nursing Facility, LLC Bella Terra Wheeling, LLC

Aurora Senior Living, LLC Berwyn Skilled Nursing Facility, LLC

Clark Skilled Nursing Facility, LLC Elgin Skilled Nursing Facility, LLC

Huron SD Assisted Living Facility, LLC Huron SD Skilled Nursing Facility, LLC
Lincolnshire Living & Rehab Center, LLC Norton SD Skilled Nursing Facility, LLC

St. Charles Skilled Nursing Facility, LLC Onyx Procurement Solutions, LLC

Aurora Skilled Nursing Facility, LLC Lake Zurich Skilled Nursing Facility, LLC
Chicago Ridge Skilled Nursing Facility, LLC Lombard Skilled Nursing Facility, LLC
Schaumburg Skilled Nursing Facility, LLC Orland Park Skilled Nursing Facility, LLC
Bloomingdale Skilled Nursing Facility, LLC Willow Springs Skilled Nursing Facility, LLC
Butterfield Skilled Nursing Facility, LLC Lieberman Skilled Nursing Facility, LLC

Remed Services, LLC

The Grove at Lincoln Park Living & Rehab Center, LLC

The Grove at the Lake Living and Rehabilitation Center, LLC
The Grove of Northbrook Living & Rehab Center, LLC

NOTE 11 - EXCESS CONTRIBUTIONS PAYABLE

The Plan failed certain discrimination testing for the years ended December 31, 2021 and 2020. Excess
contributions amounting to $8,984 and $4,269, respectively, were recorded as a liability in the accompanying
statements of net assets available for benefits at December 31, 2021 and 2020. Excess contributions of $8,984
were recorded as a decrease in contributions for the year ended December 31, 2021.

NOTE 12 - PROHIBITED TRANSACTIONS

During 2021, the Company failed to remit to the Plan's custodians certain employee contributions totaling
approximately $28,929 within the period prescribed by the Department of Labor regulations. Delays in remitting
contributions to the custodians were due to administrative errors, and the Company has or will make
contributions to the affected participants' accounts to compensate those participants for potential lost income
due to the delays. The Company estimated the amount of corrective payments due to the Plan and determined
that the amount is immaterial.



SCHEDULE A-1

LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
FEIN 36-3151856, PLAN 001
SUPPORTING SCHEDULE - FORM 5500
SCHEDULE H, PART 1V, LINE 4i -
SCHEDULE OF ASSETS (HELD AT END OF YEAR)
DECEMBER 31, 2021

(e)
®)(©) CURRENT
(a) IDENTITY OF ISSUE AND DESCRIPTION OF INVESTMENT VALUE*
Mutual Funds:

Allspring Short-Term Bond Plus Inst $ 101,212
Allspring Special Mid Cap Value R6 114,739
American Century Emerging Markets R6 84,386
Blackrock High Yield Bond Portfolio K 93,418
BNY Mellon Global Fixed Income 1 68,183
Fidelity Advisor International Growth Z 191,013
Fidelity Mid Cap Index 644,617
Fidelity Real Estate Index Institutional 154,275
Janus Henderson Enterprise | 448,327
MEFS Technology R6 530,702
MEFS Value R6 110,348
PGIM Global Real Estate R6 36,696
Pimco Income Instl 126,667
Pimco Real Return Instl 27,870
T. Rowe Price Blue Chip Growth 615,840
T. Rowe Price QM US Small Cap Growth EQ 232,053
T. Rowe Price U.S. Equity Research 124,021

Total Mutual Funds $ 3,704,367

(Continued)

The accompanying notes are an integral part of the financial statements.



LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
FEIN 36-3151856, PLAN 001
SUPPORTING SCHEDULE - FORM 5500
SCHEDULE H, PART 1V, LINE 4i -
SCHEDULE OF ASSETS (HELD AT END OF YEAR)
DECEMBER 31, 2021

SCHEDULE A-1

(e)
(b)(c) CURRENT
(a) IDENTITY OF ISSUE AND DESCRIPTION OF INVESTMENT VALUE*
Collective Trust Funds:
Core Plus Bond Fund Fee Class R1 185,640
International Stock R1 28,284
Large Cap Growth Fund Class R1 84,368
Large Cap Value Fund Class R1 519,247
Putnam Retirement Advantage 2025 3,355,692
Putnam Retirement Advantage 2030 4,014,414
Putnam Retirement Advantage 2035 5,920,055
Putnam Retirement Advantage 2040 3,216,108
Putnam Retirement Advantage 2045 2,645,100
Putnam Retirement Advantage 2050 2,692,855
Putnam Retirement Advantage 2055 1,299,494
Putnam Retirement Advantage 2060 630,747
Putnam Retirement Advantage Trust Mat 2,283,918
Small Cap Value Fund II Fee Class R1 193,654
SSGA International Index Fund Class C 77,675
SSGA Russell Small Cap Index FD Class S 318,362
SSGA S&P 500 Index NL Ser N 1,240,458
Total Collective Trust Funds 28,706,071
Group Annuity Contract:
*ok Key Guaranteed Portfolio Fund 587,272
**  Participant Loans (maturity dates ranging from January 2022 to

November 2026, interest rates ranging from 4.25% to 6.50%) 985,377
33,983,087

* Cost omitted for participant directed investments.
** Party in interest.

The accompanying notes are an integral part of the financial statements.




SCHEDULE A-2

LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
FEIN 36-3151856, PLAN 001
SUPPORTING SCHEDULE - FORM 5500
SCHEDULE H, PART 1V, LINE 4a
SCHEDULE OF DELINQUENT PARTICIPANT CONTRIBUTIONS
FOR THE YEAR ENDED DECEMBER 31, 2021

Total that Constitutes Nonexempt Prohibited Transactions

Total Fully
Contributions Corrected
Check Here if Corrected Outside Under VFCP
Participant ~ Late Participant Voluntary and Prohibited
Contributions Loan Fiduciary Contributions Transaction
Transferred Repayments Are Contributions Not Correction Pending Correction Exemption
Late to the Plan Included Corrected Program (VFCP) in VFCP 2002-51
$ 28,929 v $ -0- $ 28,929 § -0- $ -0-

The accompanying notes are an integral part of the financial statements.



Multiple Employer Plan Participating Employer Information

Legacy Healthcare 401(k) Retirement Plan — Plan 001 — EIN# 36-3151856

(a) Aurora Senior Living

(b) 36-3151856

(c) 0.34%

(a) Name of participating employer

(b) 36-3151856

(c) 79.02%

(a) Legacy Healthcare, Inc.

(b) 36-3151856

(c) 20.64%




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

. . . . 1210-0089
This form is required to be filed for employee benefit plans under sections 104
Depariment of the Treasury and 406§ of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2021
Department of Labor » Complete all entries in accordance with
Employoe Benelits Securlty the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

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 retum/report is for: D 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.)
[] a singte-employer plan [] a DFE (specity) ___
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, ChECK NETe. . . . .. ...\ttt et ettt et vt e eeeeieaens » D
D Check box if filing under: [ Form 5558 [] automatic extension [] the DFVC program
D special extension {enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. ............ » D

| Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan
Legacy Healthcare 401(k) Retirement Plan number (PN) » 001
1c Effective date of plan
01/01/2015

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) 36-3151856

Legacy Healthcare Financial Services, LLC

2C Plan Sponsor’s telephone
number
847-679-9797

3450 Oakton Street 2d Business code (see

instructions)
623000

Skokie IL 60076

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

Under penaities #f perjuy and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements apd attachmeents, as well as the eleﬂmr\version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete,

S,IE%I; (0-13:22 {kevin McInerney
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 5§500. Form 5500 (2021)

v. 201209



Form 5500 (2021) Page 2

3a Plan administrator's name and address 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 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 | 4,745
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 PIN YEaT...........cc....eevveereenceeeereeesssseeseeseseesesesessseessssanens 6a(1) 4,701
a(2) Total number of active participants at the end of the Plan YE&I ...........eweurereiveerrcerecrraeiessees s seeseessers e sssssesssessesses 6a(2) 4,504
b Retired or separated participants reCEIVING BENEMILS..............coerueierieereirencintreestestsres st sesseessserssessassssssssasessssesesseessssenne 6b 0
C Other retired or separated participants entiled t0 fUUIE DENEMILS ........c..cc..eeveereerereresesne s resissseessessess s sesssenseerseeseassessans 6c 301
A SubLOtal. A liNES BA(2), BB, BN BC.............ovveeeeeeerreerrrsssssssseesseresssssssssssese s ssssssssss s ssss s sesss s ssssssees 6d 4,805
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e 0
T TOtAl, A NES B N BB, ...vvr.eeeeceereeereeesererseeseesseessaeesseeessoseseeemsesssssssssssssessessssoesssesssseeseesemsesesesseeetessesessssossssssssssnssssenes 6f 4,805
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEIM) +.vvvvvvrnerrrrrseeereeeeeresessemeemeeseseeseeessssssesssssseeseessssessssssssesesessssssssssssssssssssssesesssssssssssssssennnmnssssseessessessssseseres 6g 1,430
h Number of participants who terminated employment during the plan year with accrued benefits that were
18SS AN 100% VESIEA .....oeeeiiiiieiuieiisisisscescees st ssssssesssssssesssssssssassasssess gEsss SEsstsabsass s e bs s sas e st sesaessessesssesassrassssssstsspastssssescso 6h 41
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:
2E 2F 2G 23 2K 3D
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) 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 General Schedules
(1) @ R (Retirement Plan Information) (1) [g H (Financial Information)
{2) D I (Financial Information - Small Plan)
(2) I:l MB (Multiemployer Defined Benefit Plan and Certain Money 1 .
Purchase Plan Actuarial Information) - signed by the plan @) Kl 2 A (nsurance Information)
actuary (4) @ C (Service Provider Information)
@ [] sB (single-Employer Defined Benefit Pian Actuarial () D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)




Form 5500 (2021) Page 3

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

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) ccovvvveremreeneeeerrerceceseeenenne ] 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) .......... [JYes [] 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 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 §500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A

(Form 5500)

Dapartment of the Treasury
internal Revenue Service

Department of Labor

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

b File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2021

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B Three-digit
Legacy Healthcare 401(k) Retirement Plan plan number (PN) » 001

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

Legacy Healthcare Financial Services,

LLC

D Employer Identification Number (EIN)

36-3151856

Partl Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and 1!l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Great-West Life & Annuity Insurance Company

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
{b) EIN A P persons covered at end of
code identification number policy or contract year {f) From (g) To
84-0467907 68322 372859-01 22 01/01/2021 12/31/2021

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

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

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

Robert Greulich Hornor Townsend & K

800 ENTERPRISE DR

STE 128
OAK BROOK 60523
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code

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

Fees and other commissions paid

{b) Amount of sales and base

commissions paid

(c) Amount

{d) Purpose

(e} Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form §500.

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

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

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

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

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

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

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

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

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

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

this report.

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

4 Curent value of plan’s interest under this contract in the general account at year end

............................................... 4 587,270
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 10 CITIEN ............cveeeereeitsieesiere st st ceeeasssessssessssssases st sbs bbb e ss b be et sess b sass e snesasoson 6b
C  Premiums due but unpaid at the end of the year 6¢
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @Nter aMOUNL. ...t e eene e e s seeesnns
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whele or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:] deposit administration 2 D immediate participation guarantee
3) D guaranteed investment 4) @ other PGuarantee Investment Option
D Balance at the end OF the PrEVIOUS YT ....................curveveererreeerisseressesmsesesessesrssserssessssessessesseresersesssesserasseses [ 7b 508,502
C  Additions: (1) Contributions deposited during the year.............coeceeereucueeeee 7c(1) 58,864
(2) Dividends and Credits..............c.cccueeeceriireecnnesieesseeessssesesessssesessesaes 7¢(2)
(3) Interest credited dUNg the YE&T............ceeeueererrerrrserersssssssesrssessecenes 7¢(3) 4,617
(4) Transferred from SEparate aCCOUNL .............c..ccceeverrvevenreseessersesssessessens 7¢(4) 173,690
(5) Other (SPECify BEIOW) ........evveruereereereersessrnssesssessserseesscssessessesssesesasesennes 7¢(5) 74,711
PLoan repayments
(B)TOR) AAIIONS .......eocvvervecrerceeeeertasiscseesesssbasstsesessessesssssnsssasesess st seessesasnsasessersssesssesssessesasessensensssesasessessesssans 7¢(6) 311,882
d Total of balance and additions (add lines 7b and 7€(6)). ..........cccevrerrerererrrrenreerressnsenerenns [ 7d 820,384
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 61,942
(2) Administration charge made by CAITIET.............ccererreerirererssersmesisiensens 7e(2) 204
(3) Transferred 10 SEPArate ACCOUNL ..........vveceeercuecrmrerrsrensserseseremessscesens 7¢(3) 170,968
(4) Other (SPECITY DEIOW) .......eervevereerrerereireetmeeemeeeaenetsessass s ssensemesenmsesees 7e(4)
>
(5) Total deUCHIONS .......cooveverieeeeceetersteresesireseressaressasssessaseens ettt et et e b st bbb asenn 7¢e(5) 233,114
f Balance at the end of the current year (subtract line 7e(5) from fiNe 7d) ........cc.cecveeecerenriieniiisensrscerensessinness [ 7f 587,270
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a [] Heaith (other than dental or vision) b [] ental c[] vision d[] Life insurance
e D Temporary disability (accident and sickness) f |:| Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (farge deductible) i D HMO contract kl:l PPO contract ID Indemnity contract

m ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt reCeIVe ...........c.ccviniimiiiiicceecrce e 9a(1)
(2) Increase (decrease) in amount due but UNPaid .............cccocvvirveseneenne 9a(2)
(3) Increase (decrease) in unearned premium reserve...............ccoevveennes 9a(3)
(4) Earned ((1) + (2) = (3)) wevveveverermeeeermesrenereeeen s s | 9a(4)
b Benefit charges (1) Claims Paid..........c..c.ovreeeeceeerrerseeverermessenssessensennnees 9hb(1)
(2) Increase (decrease) in Claim rESEIVES........ovvererrrirvinveerinerieesensenens 9h(2)
(3) Incurred Claims (AAd (1) @R (2))..c.c.everereeerereaereririireeeetetrasassee et ssssassesssetesesesessesesesesesesessessesensssasans 9b(3)
(4) ClAIMS CRAIGEM..........eoreieerrereerereeteteesrtseresssesessesas s sasasnse st e st betes st e sass st saasssast sessabes et sesseseresssesrarsesensans 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMUSSIONS ....vevvevereercreerererirrssessresssiessssesesessesassesessiassessaseseesn 9c(1)(A)
(B) Administrative SErvice or Other fE€s .............ccoeeeeeerueeereesrseernnnee 9c(1}(B)
(C) Other SPECific ACQUISIION COSES...........evveveesviasresessisnssssnsseeeess 9¢c(1)(C)
(D) OtET EXPENSES .......ooneeenriareaieeenssressassssesesesesassssssssssnsssesssens 9c(1)(D)
(E) TAXES .. couevenreeeeecise s eessasssessssnssssnssssssanssssesssansseses e ssssssases 9c(1)(E)
(F) Charges for risks or other cONtingencies ..........c......coeewrrrcrmneeecer. | 9C(1)F)
(G) Other retention Charges.................couweeevvvvvseemeeesssssenssenses 9¢c(1)(G)
(H) Total retention................. et am——atatatotetemetateseaihsas s L et e h et e sea e et ettt ettt eneeean et et teene et eanesans 9¢(1)}(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).....c.cccveeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim reSErVeS ......cccecerrueueiiereercnceeereresnnnae . 9d(2)
(3) ORET FESIVES .....oceceoevevevevrcereiesesetes s essscssssssbss s saeesesasessasscasassibe bbbt euri sereemraocasetanates 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)........ccccceovvvvreeenennnes 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges pait t0 CAIMET ... srsins 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............cccueueee 10b
Specify nature of costs.
| PartIvV | Provision of Information
11 _Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes i No

12 Ifthe answer to line 11 Is “Yes,” specify the information not provided. P




SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2021
Intemal Revenue Servico Retirement Income Security Act of 1974 (ERISA).
Depariment of Labor >
Employes Benefits Securily Administral File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation lnsPeaion'
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
Legacy Healthcare 401 (k) Retirement Plan plan number (PN) > 001
C Plan sponsor's hame as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Legacy Healthcare Financial Services, LLC 36-3151856

| Part | IService 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).. .............. DYes @ No

b If you answered line 12 “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 §500) 2021
v. 201209



Schedule C (Form 5500) 2021 Page 2- |

(b) Enter name and EIN cr 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 5§500) 2021

Page 3 - |

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)

Great West Life & Annuity Insurance
8515 East Orchard Road

84-0467907

Greenwood Village Co 80111
(b) () (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 known to be enter -0-. other than planor 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
64 (. If none, enter -0-.
recordkeeper
Yes [x] No [] Yes k| No [] Yes i No []
130,468 0
(a) Enter name and EIN or address (see instructions)
Resources Investment Advisors
4860 College Blvd.
Leawood KS 66211
(b) () (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 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?
27 answered “Yes" to element
(. If none, enter -0-.
Investment
Advisor Yes [] No ] Yes [] No[] Yes [] No[]
99,978
(@) Enter name and EIN or address (see instructions)
Marquis Pension, LLC
107 Bennetts Farm Rd.
Ridgefield CT 06877
(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
person known to be
a party-in-interest
13

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Third Party
IAdmin

Yes E(_] No D

Yes [] No [

10,000

Yes [] No [
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Page 4 -[ |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persans for whom you
answered “Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of 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)

(b) (© (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect 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-.
YesD NoD YesU No[] YesD No|:|
(a) Enter name and EIN or address (see instructions)

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
(f). If none, enter -0-.
YesD NoD Yes[] NOD YesD Nol:l
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) 4] g) ()
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
(h. If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes [] No []

Yes [] No []
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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 $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.

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

Marquis Pension, LLC

13

10,000

(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.

Great-West Life & Annuity Insurance
8515 East Orchard Road

Greenwood VillageCO 80111

TPA allowance

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

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

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Partll | 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.
(@) Enter name and EIN or address of service provider (see {b) Nature of | {C) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

(@) 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

(@) 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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Schedule C (Form §500) 2021
Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
a Name: b EIN:
€ __ Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: e Telephone:
Explanation:
a  Name: b EIN:
C  Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
€ Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: € Telephone:

Explanation:




SCHEDULED
(Form 5500)

Department of the Treasury
Internal Revenue Service

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

Department of Labor

» File as an attachment to Form 5500.
Employee Benefits Security Administration

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

OMB No. 1210-0110

2021

This Form is Open to Public
Inspection.

For calendar plan year 2021 or fiscal plan year beginning

01/01/2021

and ending

12/31/2021

A

Name of plan
Legacy Healthcare 401 (k) Retirement Plan

B Three-digit

plan number (PN) > 001

Cc

Plan or DFE sponsor’'s name as shown on line 2a of Form 5500
Legacy Healthcare Financial Services, LLC

D Employer ldentification Number (EIN)

36-3151856

Part |

(Complete as many entries as needed to report all interests in DFEs)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFESs)

a

Name of MTIA, CCT, PSA, or 103-12 IE:SSgA S&P 500 Index NL Ser N

b

Name of sponsor of entity listed in (a): State Street Global Advisors Collective

d Entity
code

e Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 90-0337387 103-12 IE at end of year (see instructions)

306

1,240,458

Name of MTIA, CCT, PSA, or 103-12 IE:Putnam Retirement Adv Trst 2060 X

Name of sponsor of entity listed in (a): Putnam Investments CIT

d Entity

code

e Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 26-0788428 268 103-12 IE at end of year (see instructions)

C

630,747

Name of MTIA, CCT, PSA, or 103-12 IE: pytnam Retirement Adv Trst 2035 X

Name of sponsor of entity listed in (a): Putnam Investments

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or

¢ 103-12 |E at end of year (see instructions)

EIN-PN 26-0787670 268

5,920,055

Name of MTIA, CCT, PSA, or 103-12 IE: Putnam Retirement Adv Trust 2055 X

Name of sponsor of entity fisted in (2): Putnam Investments

d Entity
code

e Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 26-0788428 268 103-12 IE at end of year (see instructions)

C

1,299,494

Name of MTIA, CCT, PSA, or 103-12 IE: Putnam Retirement Adv Trust 2045 X

Name of sponsor of entity listed in (a): Putnam Investments

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 26-0788428 103-12 IE at end of year (see instructions)

268

2,645,100

Name of MTIA, CCT, PSA, or 103-12 IE:Large Cap Growth Fund Class R1

Name of sponsor of entity listed in (a)AST Wilmington Trust

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

d Entity

EIN-PN 82-4435820 000 code

C

84,368

Name of MTIA, CCT, PSA, or 103-12 IE:Small Cap Value Fund II Fee Class R

b

Name of sponsor of entity listed in (8)AST Wilmington Trust

c

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 38-4126250 000 103-12 IE at end of year (see instructions)

Cc

193,654

For Paperwork Reduction Act Notice, see the Instructions for Form §500.

Schedule D (Form 5500) 2021
v. 201209
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Name of MTIA, CCT, PSA, or 103-12 |E: Putnam Retirement Adv Trst Mat X

Name of sponsor of entity listed in (3): putnam Investments

X d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 26-0788428 268 code c 103-12 IE at end of year (see instructions) 2,283,918
Name of MTIA, CCT, PSA, or 103-12 IE:SSgA International Index Fund Class
Name of sponsor of entity listed in (8): State Street Advisors
d Entity e Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 90-0337987 654 code 103-12 IE at end of year (see instructions) 77,675
Name of MTIA, CCT, PSA, or 103-12 IE: Putnam Retirement Adv Trust 2045 X
Name of sponsor of entity listed in (3): Putnam Investments
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 26-0788428 268 code c 103-12 IE at end of year (see instructions) 2,645,100
Name of MTIA, CCT, PSA, or 103-12 IE:SSgA Russell SmllCp Indx Fd Class S
Name of sponsor of enlity listed in (a): State Street Advisors Collective Trusts
d Entity e Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 90-0337988 000 code c 103-12 IE at end of year (see instructions) 318,362
Name of MTIA, CCT, PSA, or 103-12 IE: Putnam Retirement Adv Trst 2040 X
Name of sponsor of entity listed in (a): Putnam Investments CIT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 26-0788428 268 code c 103-12 IE at end of year (see instructions) 3,216,108
Name of MTIA, CCT, PSA, or 103-12 [E: Putnam Retirement Adv Trst 2050 X
Name of sponsor of entity listed in (a): Putnam Investments
d Entity e Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 26-0788428 268 code c 103-12 |E at end of year (see instructions) 2,692,855
Name of MTIA, CCT, PSA, or 103-12 IE: Putnam Retirement Adv Trst 2025 X
Name of sponsor of entity listed in (3): putnam Investments CIT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EINPN 26-0788428 268 code c 103-12 |E at end of year (see instructions) 3,355,692
Name of MTIA, CCT, PSA, or 103-12 IE:Large Cap Value Fund Class R1
Name of sponsor of entity listed in (a): AST Wilmington Trust
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 38-4065329 426 code 103-12 IE at end of year (see instructions) 519,247
Name of MTIA, CCT, PSA, or 103-12 IE: Putnam Retirement Adv Trst 2030 X
Name of sponsor of entity listed in (a): Putnam Investments CIT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 26-0788428 268 code c 103-12 IE at end of year (see instructions) 4,014,414
Name of MTIA, CCT, PSA, or 103-12 IE: Tnternational Stock R1
Name of sponsor of entity listed in (8): AST Wilmington Trust
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 82-2436292 342 code c 103-12 IE at end of year (see instructions) 28,284
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Partll | Information on Participating Plans (to be completed by DFEs)
(Complete as many entries as needed to report all participating plans)

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN

plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of : C EIN-PN
plan sponsor




SCHEDULE H Financial Information

OMB No. 1210-0110

(Form 5500)
Department of the Treasury ‘Ijhis schedule is requirgd to be filed under section 104 of the Employee 2021
Intenal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Dopartment of Labor Internal Revenue Code (the Code).

Employee Benefils Security Admin!

» File as an attachment to Form 5500, This Form is Open to Public

Pension Benefit Guaranty Corporation inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A Name of plan B  Three-digit
Legacy Healthcare 401 (k) Retirement Plan plan number (PN) > 001

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

Legacy Healthcare Financial Services, LLC

D Employer Identification Number (EIN)
36-3151856

[ Part | IAsset 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), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 |Es also do not complete fines 1d and 1e. See instructions.

Assets (a) Beginning of Year {b) End of Year
a Total noninterest-bearing cash..... rerrreesaeeeseteaens 1a 0 20,176
b Receivables (less allowance for doubtful accounts):
(1) Employer ConribULIONS ..........ccvvvueerrreeeeeneesieecisensenenanes 1b(1) 16,633 13,972
(2) Participant CONADULIONS.........ccoovoeerceteeicetessrsseseresessssesssssescessnsecases 1b(2) 78,799 70,038
() OUNEE w..ooeoeceeees it it sseesstsssssssssssses s st st sessseseres 1b(3)
C General investments:
(1) lnterest—bparing cash (include money market accounts & certificates 1c(1)
OF ABPOSIE) «..ceviireerreeerireee et s
(2) U.S. GOVEMMENt SECUMIES ...e..vvvvvrreererseseesesessessemeasssessssssssnsanssssssens 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred 1¢(3)(A)
(B) All OtREF....vveoveeeceeeeeesensssesessssessassssssssassssssssssssssensssasasssssssssssssssseres 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEFEITEA ......oocvverrerrvaritserensressesssssessas st sssssssesssssssssssssssssssnssesaseens 1c{4)(A)
(B) Common ettt etesb bbb en e e b s s sanr et bnae 1c(4)(B)
(5) Partnership/joint VentuUre iNtEreStS .............o.eeeereveerreeeresisenssecsemnmsecssecses 1c(5)
(6) Real estate (other than employer real Property) ............erereeseeesseeseeenee 1c(6)
(7) Loans (other than to participants)... 1c(7)
(8) PartiCIPANL I08NS ........ooevvevreeiverereesstserse s sassssssssassssessssssssssssnssssesenens 1c(8) 750,658 985,377
(9) Value of interest in cOMMON/CONECHVE trUSES.........oevereeenrerirreeecrrnrienne 1c(9) 19,105,539 28,706,071
(10) Value of interest in pooled separate acCOUNts ...........c.covnn. pererreresaesenes 1c(10)
(11) Value of interest in master trust investment accounts.............ecceeeneeee 1c(11)
(12) Value of interest in 103-12 investment entities ........c.c.c..covvenevenrrurenans 1c(12)
O ey, rerest n registered invesimen companes (@9, mitwa 16(13) 2,823,016 3,704,367
e oy e n nsurance compary gonera) account unalloceter | 1e014) 508,502 587,272
(15) Other 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: {a) Beginning of Year {b) End of Year
(1) EMPIOYET SECUMLIES. . .cevvevrririrnireveisinreeetseteeeeeeseensetene s esseseonsessssssassen 1d(1}
(2) EMPIOYEr 1@l PIOPEMY..........cvvivevereeeerererereceenesensesesessssesesssssessenssaesesans 1d(2)
€ Buildings and other property used in plan operation ..........c..cocveverreesreccee 1e
f Total assets (add all amounts in lines 1a through 1€) ............cccovevimrerenrnn. 1if 23,283,147 34,087,273
Liabilities
0 Benefit Claims PAYADIE —........ccovvrveerereeeeeie et sssesesssensssse e ranasnseseans 19
D Operating PaYablES ...t essss st smsasas s e 1h
I AcQUISIION INAEDIBANESS..........cooevereereeeeecens e eeeesernseeeersseescserrss s neses s sans 1i
J OtNEr HADHIEES. ......vocvevecrsireresensrreessseesiessssssssssensssssssssnssssassssssssssssnsssssseses 1j 4,263 8,984
Kk Total liabilities (add all amounts in lines 1g throughtj) 1k 4,269 8,984
Net Assets
| Net assets (subtract line 1K from N 1).........c.covvvirrnreerveceeernssseneesrsssenees | 11 I 23.278,878| 34,078,289

|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/ffrom insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

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

(1) Received or receivable in cash from: (A) Employers 2a(1)}(A) 1,030,458

(B) PaMtICIDANIS «.....vvovvecverresriectssesssessnsseessssesesssissnssssssessasssssssssssscsnns 2a{1)(B) 5,140,111

(C) Others (INCIUGING FOIOVEIS).......c.cvveerereererrerrrsrnsesersesesssranssesecsens 2a(1)(C) 3,134,928
(2) NONCASK CONTIDUIONS .....ecvvvovverrteeecireies et secssssasesrsensas 2a(2)
(3) Total contributions. Add tines 2a(1){A), (B), (C), and line 2a(2) ............. 2a(3) 9,305,487

b Earnings on investments:

(1) Interest:

(A) Intefest-bearing casp (including money market accounts and 2b{1)(A)

certificates of AEPOSIt)........c.ccervreeeeririceccrrcniciie e

(B) U.S. GOVEMMENt SECUMLES .....uovvverrecenreeetrerieriseaseasessasessecssnes 2b(1)(B)

(C) Corporate debt instruments .......... 2b(1)(C)

(D) Loans (other than to participants) ...........eveereercecersreremessseenersenees 2b(1)(D)

(E) Participant loans.............. cereerraseenes SO, 2b{1)(E) 40,300

(F) OMREI.ce.oerveeeeeecsreee et ssss s enbas st s st s sses st senssnssessonas 2b(1)(F)

(G) Total interest. Add lines 2b(1}(A) through (F).............crremreurecuennne 2b(1)(G) 40,300
(2) Dividends: (A) Preferred stock.... .. | 2b(2}A)

(B)  COMMON SIOCK ...vvecververrvesesersssenssnsesssssssssesssssassssssssssssssssesascssns 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C) 259,183

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 259,183
(3) RENES ..ottt erecaessees e esast e s as s s ses s s e eanasesbasessassesenes 2b(3)
(4) Net gain (loss) on sale of assels: (A) Aggregate proceeds ................. 2b(4)(A)

(B) Aggregate carrying amount (see iNStructions)..........ccccvcueuereerenes 2b(4)(B)

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

(B) OUREE cooeeoceecieeeeveriee vt sesnnss s sss reenas s e sss bbb b senssas 2b(S)(B)

O G TGS SLNAL B (B) o oot s 20(8)(C) 0
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(a) Amount (b) Total
{6) Net investment gain (loss) from common/collective trusts........................ 2h(6) 3,070,995
{7) Net investment gain (loss) from pooled separate accounts...................... 2b(7)
(8) Net investment gain (loss) from master trust investment accounts .......... 2h(8)
(9) Net investment gain (loss) from 103-12 investment entities 2b(9)
(10) Net investment gain (loss) from registered investment 2b{10)
companies (e.g., mutual funds) 218,288
€ OtREIINCOMIE ...ttt ree e e e eeetresbe s neeseesse s e esesesasassesssens 2c 4,616
d Totalincome. Add all income amounts in column (b) and enter total................... 2d 12,898,879
Expenses
€ Benefit payment and payments to provide benefits:
{1) Directly to participants or beneficiaries, including direct roflovers............. 2¢(1) 1,872,278
{2) To insurance carriers for the provision of benefits .............ccceerrevrererenences 26(2)
{3) OtNEI.....cvvecvcieetsseereestreiessesse st esasssssssstes bbb ssss st st sssbesass e sssiarian 2¢(3)
(4) Total benefit payments. Add lines 2e(1) through (3) ..........coercrevrcreveeunne 2¢(4) 1,872,278
f Corrective distributions (se€ iNStrUCHONS) ...........cooveeerreceeieemeereereecaeesensenene 2f
g Certain deemed distributions of participant loans (see instructions)............... 2g
D INLEIESE @XPENSE..........eocevveceecreecrevseneseaes st besteeessesessssssassasesssas s essassssrecsns 2h
i Administrative expenses: (1) Professional fees .........c.cerevvrureremonrenreereinnines 2i(1)
(2) Contract adminISIAtor fEES .........evveeeeereeecereerieriersesseeseseessessarsessisssarssenes 2i(2) . 227,190
(3) Investment advisory and management fees .... 2i(3)
() ORI ..o eeeeseeees e s s s sse s essesr e asr s s s s b a s it snes 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4) .............c..c..... 2i(5) 227,190
| Total expenses. Add all expense amounts in column (b} and enter total........ 2j 2,099,468
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from line 2d 2k 10,799,411
| Transfers of assets:
{1) To this plan 2(1)
{2) From this plan... 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).
([ unmodified  (2)[] Quatified  (3)[] Disclaimer  (4)[] 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) @ DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) |:| 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:Cray, Kaiser Ltd. (2) EIN:36-2746886

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) D 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 4. MTIAs also do not complete line 41.
During the plan year:

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.) ..................

Yes

No

Amount

4a| X

28,929
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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
CRECKEULY wvvvvvvveesraneseeseeeeessasssssseseseeseesessees e e ssssssssss s e ss s 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 [l if “Yes" is checked.) ......cccvevervrercnrecenrernnees 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 5§500) Part 1l if “Yes" is
CREEKEO.) ....ovoveceiicaitii et bbb sae s bbb bbb st bbb e s e b en bbb et en s bR essea s e R e TR R b e bbb et e bte s aebss 4d X
©  Was this plan covered by @ fidelity BONA?..............cooouvevererrervreeieesissessessersessssssssssssssssssssssesaessssenns 40| 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 AISRONESIY? ... et e s b b sasrassbesh e b esbereen 4f X
g Did the plan hold any assets whose cument value was neither readily determinable on an
established market nor set by an independent third party appraiser? .........ccccoiriiecnniiiiiniinn 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? .................. sh X
i  Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format requIrements.)........coevnenieneinininne e, FRURORROR 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 reqUIrEMENES.)............cccoiiiiiiiiiniiieee e, 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? ... 4k X
| Has the plan failed to provide any benefit when due under the plan? ... 4l X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.).cveverieeeeeiretereeeeesseenessesss s ens st saenasnasnassessnsas eetereresr e r et r b sassaeen am X
n If 4amwas 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........cccoviverimerceveiiiiiiiennns 4n
5a  Has a resolution to temminate the plan been adopted during the plan year or any prior plan year?........ [:| Yes No
If “Yes,” enter the amount of any plan assels that reveried to the employer this year .
S§b 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)

§b(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

instructions.) ..............

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

[Jne  [Jnot determined




SCHEDULE R Retirement Plan Information OMB No. 1210.0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2021
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Department of Labor 6058(a) of the Internal Revenue Code (the Code).

E . N This Form is Open to Public
hpicyse Banefils Securly Administration » File as an attachment to Form 5500. lnspec‘:ion.

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
Legacy Healthcare 401 (k) Retirement Plan plan number
(PN) » 001

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

36-3151856

Legacy Healthcare Financial Services, LLC
l 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
NSEIUCHIONS ... ... eet ettt e e e et e e e e e aba e e et s sae e sen

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): 84-0467907

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 Il Funding Information (If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Cede 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)? .........ewreererers 0 Yes [ No [ wa
If the plan is a defined benefit plan, go to line 8.
§  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: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedute 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
deficiency NOt Waived) ..........oooweeeeeevveenncenn e e R AR e

b Enter the amount contributed by the employer to the plan for this plan Year .............ceccveveeemeeerrercereriraenes 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 a negative aMOUNt) ..o e 6¢

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?............cooc..vvvereeevemreecnnnes [] ves D No D N/A

8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
AAMINISIFALOr BGrEE WIth the CHANGET ............ovee.vveversrssereeeeeereeeseseesesasssessssesssaeeeessessssssesessessseesesssaessssescsssscsasecsss O Yes [ no 0 wa

I Part lll |Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this ptan

year that increased or decreased the value of benefits? If yes, check the appropriate
DOX. [ 11O, CHECK thE “NO” DOX.....eevverreeeeeomreeeeerersseeesosseasnessemreeeesnsesssssssesssesssssssssnsees [] increase [Jecrease  [] Both [] ne

| PartlV | ESOPSs (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 praceeds from the sale of unallocated securities used to repay any exempt loan?............ D Yes D No
11 A Does the ESOP hold any Prefermed StOCK? ........coooiivereinimiiiimerininsisssss s ssse st s sssse st b s s s ssas s snsssassssassssssassssonscsss 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 “back-t0-back™ I0AN.) .........ciiiiiiii i
12 Does the ESOP hold any stock that is not readily tradable on an established SECUTIties MAKEL?............c.cvvivevcriisrininisenississranns D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form §500. Schedule R (Form §500) 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
e Contribution rate information (/f more than one rate applies, check this box |:| and see instructions regarding required aftachment. Otherwise,

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

(2) Baseunitmeasure:[] Hourly  [] weekly  [] Unitofproduction [ Other (specify):

a Name of contributing employer

b EN € Dollar amount contributed by employer

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

e 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) Contributicn rate (in dollars and cents)

(2) Baseunitmeasure:[] Hourly  [] Weekly  [] Unitofproduction  [] Other (specify):

a Name of contributing employer

b EIN ¢ Dollar amount contributed by employer

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

e Contribution rate information (If more than one rate 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 |—| Weekly |:| Unit of production |:| Other (specify):

@ 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 []

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 D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (indollars andcents) ______
(2) Baseunitmeasure:[] Hourly  [] weekly  [] uUnitofproduction  [] Otner (specify):

a __ Name of contributing employer
b EN € Dollar amount contributed by employer

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

) Baseunitmeasure:[] Hourly  [] Weekly  [] Unitofproduction  [] 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 []

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 D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Baseunitmeasure:[| Hourly  [] Weekly  [] Unitofproduction  [] 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:

& The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attachment)...........ccocceccriruenne. “ et a et e asaee e st she b b sae s e eaenaneneens

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)...............cccooevvreeevevniinnne

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

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 comresponding number for the plan year immediately preceding the current plan year.............coccovevevneee 16a
b The corresponding number for the second preceding PIan YEar .....................cooeeereveereeeereeeeesseeessereseeeseesees 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 .............cooecveeereeeerseeesereeonn 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 ... ...oveee i ieieieeereeeriettesissaccaettessivaseeareesasessnnessnserssssansesasnnessss

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 @n AttACKMENE. ........oiiiiiiiiiirirei e ettt et e bee bt etseauesbasaaseassrnsarestnestesensansarsesteresnsates

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

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist {in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be included as an AttACKMIENE. ...ttt sb e st eetassas bt sbbessbeseessbe bt osnesshnessesbtssasasesbnebbehsesbaensannesesnaeans

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

b

Cc

Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

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

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

What duration measure was used to calculate line 19(b)?
[] Effective duration [ ] Macaulay duration [ ] Modified duration [ ] Other (specify):

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

a
b

Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? El Yes [l No
If line 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

0 ves.

[] 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 pericd 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




SCHEDULE A-1

LEGACY HEALTHCARE 401(k) RETIREMENT PLAN
FEIN 36-3151856, PLAN 001
SUPPORTING SCHEDULE - FORM 5500
SCHEDULE H, PART 1V, LINE 4i -
SCHEDULE OF ASSETS (HELD AT END OF YEAR)
DECEMBER 31, 2021

(e)
®)(©) CURRENT
(a) IDENTITY OF ISSUE AND DESCRIPTION OF INVESTMENT VALUE*
Mutual Funds:

Allspring Short-Term Bond Plus Inst $ 101,212
Allspring Special Mid Cap Value R6 114,739
American Century Emerging Markets R6 84,386
Blackrock High Yield Bond Portfolio K 93,418
BNY Mellon Global Fixed Income 1 68,183
Fidelity Advisor International Growth Z 191,013
Fidelity Mid Cap Index 644,617
Fidelity Real Estate Index Institutional 154,275
Janus Henderson Enterprise | 448,327
MEFS Technology R6 530,702
MEFS Value R6 110,348
PGIM Global Real Estate R6 36,696
Pimco Income Instl 126,667
Pimco Real Return Instl 27,870
T. Rowe Price Blue Chip Growth 615,840
T. Rowe Price QM US Small Cap Growth EQ 232,053
T. Rowe Price U.S. Equity Research 124,021

Total Mutual Funds $ 3,704,367

(Continued)

The accompanying notes are an integral part of the financial statements.
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(e)
(b)(c) CURRENT
(a) IDENTITY OF ISSUE AND DESCRIPTION OF INVESTMENT VALUE*
Collective Trust Funds:
Core Plus Bond Fund Fee Class R1 185,640
International Stock R1 28,284
Large Cap Growth Fund Class R1 84,368
Large Cap Value Fund Class R1 519,247
Putnam Retirement Advantage 2025 3,355,692
Putnam Retirement Advantage 2030 4,014,414
Putnam Retirement Advantage 2035 5,920,055
Putnam Retirement Advantage 2040 3,216,108
Putnam Retirement Advantage 2045 2,645,100
Putnam Retirement Advantage 2050 2,692,855
Putnam Retirement Advantage 2055 1,299,494
Putnam Retirement Advantage 2060 630,747
Putnam Retirement Advantage Trust Mat 2,283,918
Small Cap Value Fund II Fee Class R1 193,654
SSGA International Index Fund Class C 77,675
SSGA Russell Small Cap Index FD Class S 318,362
SSGA S&P 500 Index NL Ser N 1,240,458
Total Collective Trust Funds 28,706,071
Group Annuity Contract:
*ok Key Guaranteed Portfolio Fund 587,272
**  Participant Loans (maturity dates ranging from January 2022 to

November 2026, interest rates ranging from 4.25% to 6.50%) 985,377
33,983,087

* Cost omitted for participant directed investments.
** Party in interest.

The accompanying notes are an integral part of the financial statements.




