Form 5500

Department of the Treasury

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

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2022

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration 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 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

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

D Check box if filing under: D Form 5558 D automatic extension |:| the DFVC program

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

1b Three-digit plan

ST. CAMILLUS HEALTH SYSTEM, INC SECTION 105 HEALTH REIMBURSEMENT ARRANGEMENT PLAN number (PN) » 505

1c Effective date of plan
10/01/2010

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)

2b Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 39-0806167

ST. CAMILLUS HEALTH SYSTEM, INC.

10101 WEST WISCONSIN AVENUE
MILWAUKEE, WI 53226

2C Plan Sponsor’s telephone
number
414-259-7775

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.

IEIIEGR'\IIE Filed with authorized/valid electronic signature. 05/05/2023 DAVID WOLFE
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 (2022)
V. 220413




Form 5500 (2022) Page 2

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 ‘ 169
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¢c, and 6d).
a(1) Total number of active participants at the beginning of the PlIan YEar ..............cccoceveievcueveceesecescee e 6a(1) 169
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 246
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b 0
C Other retired or separated participants entitled to future benefits.............ooiiiii 6C 0
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 246
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccccoecveiiiiiieiccne s 6e
T Total. A lINES BA @NA BE. ..........eevcvvieceeeieceete ettt ettt sttt s et e e e st en st et s s e s s a s s st 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEEE TS IIEIM).....vceecececece ettt ettt ettt ettt et et e e e e e e e e e e e s ee s e sassee e e en s s s enas s seanan s nen s s e s s s enn s s enn s s ennans 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. ... cv.vieeceetis ittt ettt et sttt ee ettt se et et e ees et et s e s et et eesca et s e cs et b st et s s ns et et s s et bt snscbesennssb s s snes 6h
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:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4Q
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) M General assets of the sponsor (4) N 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) D R (Retirement Plan Information) (1) D H (Financial Information)
2) D I (Financial Information — Small Plan)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) D A (Insurance Information)
actuary @) D C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)




Form 5500 (2022) Page 3

Part IlI | 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.) wooveoeeeeerenerenis e [] Yes X No

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

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

11c Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 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




2022 Form 5500 e-file Signature Authorization

ST, CAMILLUS HEALTH SYSTEM, INC,

ST, CAMILLUS HEALTH SYSTEM, INC SECTION 105 HEALTH
REIMBURSEMENT ARRANG 305

10101 WEST WISCONSIN AVENURE

MILWAUKEE, WI 53226

Employer Identifieation Number: 39-0806167

Client Identification Number: 390806167
You, as plan administrator, are avthorizing that Legacy Accting & Financial Srv LLC
electronically file the 2022 Form 5500 for ST, CAMILLUS HEALTH SYSTEM, INC SECTION
105 MBALTH as an EFAST?2 Service Provider,

Authorization

As plan administrator for ST, CAMILLUS HEALTH §YSTEM, INC SECTION 103 HEALTH, 1
authorize Legacy Accting & Financlal Srv LLC to electronically file Form 3300 for the tax year
2022. T understand that a PDF copy of the first two pages of the manvally signed form will be
submitted to EFAST2 with the electronic file, and that the image of my signature will be
inofuded with the rest of the return / report posted by the Department of Labor on the internet for
public disclosure.

Please sign and date below:

Plan Administrator Authorization @&M oy P
Date: ’i/J 2’ EQ ng




Form 8500 Annual Return/Report of Employee Benefit Plan - OM Nos. 1240 0110
This form Is requlred to bo fled for employes benefit plans under seations 104
[’,z{’e‘}ﬂ';°g;3‘!,“’;%§'§;‘;§;y and 4065 of the Employes Retlrement income Becurlty Acl of 1974 (ERISA) and
gaclions GOBY(b) end 60BB(a) of the Internal Revenus Cede (the Code). 2022
Dlepamgant of Lebor ,
Emplayes Benaflo Sooury } Compiste all entrlos 1y accordance with
Admintsiratiory
the instruotions to the Form 6600,
Panglon Benefi Guaranty Gomoralion This Form Is Open to Publle
_ Ingpaction
dartll  Annual Report Identification Information
for calendar plan year 2022 of flscal plan year beginnlng and ending
A This return/report Is for; u @ multiemployer plan [:J & multiple-employer plan (Fllers checking thls box must aitach & list of

vvvvv — participating employsr information In aceordance with the form instructions.)
[X] a eingle-employer plan [] aDFE (specify)

B Tiis return/report Is: the flrst returnfraport the final returniraport
an amended returnfreport ashart plan year returnfreport (less than 12 months}

C ifthe planls a co!lectively»bargalged plan, check here . ............. PITITTTIIOI e 4
D Chack box If fling under: (] Form 6558 u automatlo axtension the DFVC program
|| speclal extenslon (anter description)

this ls a retroaotively adopted plan permitted by SECURE Aot sectjon 201, chock here . ... oonnssan: A L 14 l’”l
i Basic Plan Information-—enter all requestsd information

1a Name of plan 1B Three-dlyit plan
5T, CAMILLUS HEAL/UH SYSTEM, INC SECTION 105 HEALTH numbar (PN) » 505
REIMBURSEMENT ARRANGEMENT PLAN 16 Effostive date of plan
10/0L/2010
Za Plan sponsor's name (employer, If for a single-employer plan) 2b Employer Identifloatlon
Malling address (Include roorm, apt., sulte no. and strast, or P,0O, Box) Numbsr (EIN)
Clty or town, state or provinoe, country, and ZIP or forelgn postel code (f foralgn, see Instructions) 39~0806167
a7, CAMILLUS HREALTH SYSTEM, INC, 20 Plan 8ponsor's telaphone
numbet
414~259-77758
2¢d Buslnoss code (see
10101 WEST WIBCONSIN AVENUE nstructlons)
523000

MILWAUKER Wl 53226

Cautloni A penalty for the late of Inpomplete flling of this returnfreport wlil be assessed unless reasonable cause s established,

Under ponaltios of perjury and other penalies'sat forth In the Instruotions, | dactare that | have examined this retumireport Including accompanying sehadules,
statemants and altaghiionjs, as woll as the elecironlo varelon of this relurnireporl, and to the best of my knowledge and ballsh I I3 trua, correct, and complel,

\ e Kj&/ ;\5/ Zv% GREA HEGEMAN
Da .

Enter name of individual signing as plan adminlstrator

Slgnature of employeriplan sponsor Pate Enter namo of ndividual signing as smployer or plan sponsor

Slgnature of DFE ‘ Datg Enter name of Individual slating as DFE
For Paperwork Reduetion Act Notlue, see the Instructions for Form 5600, Form 6600 (2022}




ST, CAMILLUS HREALTH SYSTEM, INC. 39-0806167
Form 8500 (2022) _ Page 2

38 Plon administretor's name and addross @ Same ab Plan 8ponsor

3h Admintstrator's BIN

4 It the name anclor EIN of the plan sponsor or tha plan name has changed singe the last return/raport flled for this plan,
enter the plan sponsor's narme, EIN, the plan name and the plan number from the last return/report:

Sponsor's name

Plan Name

3¢ Adminlstrator's telephone
number

4h EIN

4l PN

Total number of particlpants at the beginning of the plan ysar

cacxam

Number of partlolpants as of the end of the plan year unless otherwise stated {welifare plans complete only lines a1},
Ba(2), 6b, 6o, and ),

a(1} Totel number of active partlcipants at the beginning of the plan year T TR
a{2) ‘rotal number of active partiolpants at the end of the plan year | o
b Relired or separated partiolpants recelving beneflts e 6b 0
¢ Other retired or separated particlpants entitied to future BenaRte Ge 0
d Subtotal. Add lines 6a(2), 6b, andgs RSO PPPS 6d 246
@ Deceased participants whose beneficlares are receiving or are entitled to recelve benofits | .. . ... 8o
f Total Addlnes 6dand 8e ) RO U L.t
g Number of participants with acoount balances as of the end of the plan year (only deflned contribution plans
complate this kem) e SRRSO TRRTURT By
ft Nurber of partioipants who terminated employment during the plan year with acerued benefits that were
l68s than 100% VOSIBH ... u.vvisresisreirrrirircriis ATy T ererss T RTTITy 6h
7 - Enter the total number of employers obllgated to contribute fo the plan {only multlermployer plans complete th!s [tem) 7

B4 if the plan provides panslon henefils, entar the applioabls penslon feature codas from the List of Plan Characlerlstlos Codes In the Instructions!

b iFthe plan provides welfare benefits, onter the applicabls welfare featitre cotes from the List of Plan Characteristics Codes In the Instructions:

4Q
9a Plan funding arrangement (cheok all that apply) 9b Plan beneflt arrangement (cheok all that apply)
{1 Insurance {1 Ihsurance
Al | Code sectlon 412(e}(3) Ihsurance contracts {2) Code section 412(e)(3) insurance contracts
(8 ] Toust . (8 1 Trust )
{4) BGeneral assets of the sponsor {(4) Kl Qenaral agsels of the sponsor
10 Check all applloable boxes In 10a and 101 ta Indleale whioh schedules are aliached, and, whera Indicatad, enfer the number altached. (e Instructions)
a4 Ponglon Sohodulos b Gonoral 8chadules
{1 [] R (Retlroment Plan Information) 1) H  (Finenclel Information)
vvvvvv 2 I (Financlal Information - Bmall Plan)
{2) MB  (Multlemployer Defined Benaflt Plan and Certalit Money
H Purchase Plan Actuartal Information) - slgned by the plan (3) A (Insurange Information)
acluary (4) ¢ (Service Provider information)
- d] |
{3) U 8B (Shngle-Employer Deflned Benefit Plan Actuarial (&) g (OFg/Pariclpating Plan Informelion)

Information) - signed by the pian actuary (8)

{Financlal Transaction Sohedules)




300800167 081011203 4:48 PM
ST, CAMILLUS HEALTH SYSTEM, INC, 39-08061.67

Form 8800 (2022) _ Page 3

Form M~1 Compliariee Information (to be eom;ﬁ!gted by welfare henefit plans)
11a if the plan provides welfare benefits, was the plan subject to the Form M1 flling requirements dutlng the plan year? (See Instrustions and 29 CFR
2620,101-2.) [T ves [X No

If"Yes" ls checked, complete ines 11b and 110,

.............................

1115 18 the plan currently In compllange with the Form M-1 fllng requiremants? (Ses instructions and 26 CFR 2620.101:2)) ... [ ' \ Yoy Im] Mo

11¢ Entor the Recalpt Conflrmafion Coda for the 2022 For M-4 annual report, If the plan was not required to fils the 2022 Form M-1 anual reporl, enter the
Regelpt Confirmatlon Coda for the most recent Forny M-1 that was requilrad to b filed under the Form M1 flling requirements, {Fallure to enler & valld
Regalpt Conlirmation Code will subjact the Farm 6600 fling to rejaction as Incomplate.)

Reoslpt Conflrmnation Code




