Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. 2 e

Department of the Treasury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2022
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | 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: a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ............. » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
RHODE ISLAND PUBLIC HEALTH INSTITUTE EMPLOYER FUNDED PLAN E’l'jar\:‘)“‘;mber 002
1c Effective date of plan
01/01/2021
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 05-0474726

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

RHODE ISLAND PUBLIC HEALTH INSTITUTE 2¢ Sponsor's telephone number

401-648-4700

2d Business code (see instructions)

7 CENTRAL STREET
PROVIDENCE, RI 02907 621399

3a Plan administrator’s name and address [X| Same as Plan Sponsor. 3b Administrator’s EIN

3c Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor’s name 4d PN

C Plan Name

5a Total number of participants at the beginning of the PIAN YEar................ccveveveveeeeeieceeeeeeeeeee e 5a 7
b Total number of participants at the end of the PlAN YEAT ...........c.coueueueuieceeeeeeeeeeeeeeeeee e eeeeeaeens 5b
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 0
COMPIETE TIS IEEIM) ...ttt et b e et e et e et e et e et e e e st e e b e e ninee s
d(1) Total number of active participants at the beginning of the plan year .............coccoiiiiiiii 5d(1)
d(2) Total number of active participants at the end of the plan Yar..............cc.c.cvevevcueveeecceeeeee e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

TNEN 1000 VESEEA. ....eeie ittt e ettt e ettt e e ee et eeeesatteeeeesteeeeeanseseeeaansbeeeeanseseeesssaaaesannrneaaeansnnaaens

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 06/01/2023 LYNNE MALONE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2022)

v.220413



Form 5500-SF (2022) Page 2

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

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

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

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

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSetS.......ccuiiiieieiiieieeee e 7a 64420
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b 0
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 64420
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS .c.viieeieieiieeee e 8a(1) 0
(2) Participants......................... 8a(2) 0
(3) Others (including rollovers).. 8a(3) 0
b Other iNCome (I0SS)..........oovovoveveeeeeeeeeeeeeeeeeeeeeeeeeeeeerean 8b 0
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 0
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEfitS) ... ...coviviieeiieiiieeeeee e 8d 0
€ Certain deemed and/or corrective distributions (see instructions). 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
G Other EXPENSES ..veuieeeeieeeeeieieeeeeieeeeeee et eeeeeeens 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h 0
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i 0
] Transfers to (from) the plan (see instructions) ................cccceeeie 8j -64420

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2F 2G
b [If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions within the time period

described in 29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction

PrOGIAM) ... .ottt ettt ettt ettt e 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

(=TT T Yo e o 11T - U OO 10b X
C Was the plan covered by a fidelity bond? ..o 10c X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISNONESTY? ... 10d X
@ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance

carrier, insurance service, or other organization that provides some or all of the benefits under

the plan? (S INSIIUCHIONS.) ........ii ittt 10e X
f Has the plan failed to provide any benefit when due under the plan? .............cccococoeveieeeee 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ......................... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.107-3L) o e 10h X

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




Form 5500-SF (2022) Page 3-| 1

[Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12
oL (o T PP PP TP TP T PP T TP TP TP P PP PP P PP TP PP TP PP TP PP PP PP TP PP TP PP TP PP PP P PP TP PO PP PP P TP PP P P PP PP PPTPPPPTRPPN

D Yes |:[ No

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

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

been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

by the 30th day after the due date.

No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal
unpaid minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation

I B |

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution were made

to or exceeding the

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
L S NSO
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

D Yes No

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date
Granting the WaAIVET. ....coouuiiiiiiie et e et e e e ettt e e ettt e e ettt e e e e e e e e eaneeeas Month Day

of the letter ruling
Year

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

b Enter the minimum required contribution for this plan YOAT et a s 12b

C Enter the amount contributed by the employer to the plan for this plan year .............cc.cccocceiiiiiiiiiiiic 12c

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
negative amount)

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..................cccoeveverennene.... D Yes D No D N/A
‘Part VI | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in @Ny Plan YEar? ............c.ccoceovoeieeeeeeeeeeeeeeeee e Yes D No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............c.ccocoiiiiiiiiiiiiniine 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the
[ole]pYige) et 1 AN d = T O T P P P PP PP PPPPPRTIRt

Yes D No

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

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

13c(3) PN(s)

RHODE ISLAND PUBLIC HEALTH INSTITUTE 403(B) PLAN 05-0474726

001




Form 5500-SF Short Form Annual Ret;grrIRgpert caf Smali EmpEoyee OMB Nos. 1210-0110
Department of the Treasury -* | e Eﬂﬂﬁﬁt Flam. . .
Iniemal Revenue Sendos This form is reql.lre'f o b filed urider sections 104 and 4085 of the Employee Retirement 2022
Department of Labor Income Secunty Act of 1974 {ERISA), sndl sstlisns 8057(b) ang 6058(z) of the Intermal . i
Empioyee Benefits Securty Administration ) Rauenu@ Code n’ti-;s: Codey. This Form is Open to

Pension Beneftt Guaranty Corporation

¥ Camplete all entries in 2zt c;'_danc_e Witk mg} instructions fo Ehe Form 5500-SF.

Public Inspection

[ Part! [ Annual Report ldentification Information _

For calendar plan year 2022 or fiscal plan year begmmng and enging '

12/31/202

2

A This retumireport is for: @ a smg!e—employer plan T tmiemmpsc?er plan {'iut rruiﬁemployer} (Eliers cheuklng this box must attach a

B This retumireport is D the first retumirepert gf: te = Fnal retimieport ‘ :
D an amended refumfreport rﬂia shiot pian year feturireport fess than 12 months)
C Check hox if filing under: D Form5858., ... . ... L’:l "rg@:a';j;' dcexbepeion LT : D DFVIC pragram

Fen il

D special extensmn {el"éte; ‘deseripticr)

D fthisisa retroactively attonted plan permitied by SECURE At sestlcr. 201, abeu& L= 3 D L ’

Partll | Basic Plan Information—enter all requested inforimation

1a Name of plan o A
Rhode Tsland Public Health Tnstityté Employer-Fumded Plan

15 Three-digit
‘plan number

(FN) »

002

¢ Effective date of plan
01/01/2021

2a Plan sponsor's name {employer, if for a single-employar plan) . .
.Mailing address (include room, apt., suite no. and sireet, erpP O bsx‘
City or town, state er province, country. and ZIPor forezgra psqzai code (.f fo:men see mstmctrens)
" Rhode Island Public Health Inétitutd -+ - o

7 Central Street o | ‘ S

Providence . RI .. ... .028G7. ..

2D Employer Identification Number
- (EiIN}05-047472¢

| 2¢ Sponsors telephene number

" 401-648-4700

2d Business code

521388

{see instructions)

3& Plan administrator's name and aderess @ Same -as Plan. Sponsor.

3 Administrator's EIN

3¢ Administrators telephone number -

4 Ifthe name andfor EIN of the plan sponsor or the plan name has changed since the last returnifrecort filed for 4b EIN
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnfrepert.
& Sponsor's name 44 PN
€ Plan Name
Sa Total numbar of participants at the baginning of the ptan «eaf Sa
b Total number of participants at the end of the plan Year-—...........owwomsioooo Sb
C Number of pammpanis with account balances as of the end of *he plr.n yagsr {or:Eg defined contribution plans Sc
complete this item)... ; S
d(1) Total number of active participants =t the beginning of the plan year. ... 5d(1}
d{2} Total number of astive participants at the end af the pian - S §d{2)
& Number of participants who terminatec employment during the plari year W'ﬂ" Elevth :,d bewef is that were less Se
than 100% vested .. . 0

Caution: A penalty for the Iate or |ncomplete f‘ Img cf mss re*umireﬁart wrli be

uniess reasonabue causs is established.

Under penalties of perjury and other pena!tles set forth in the instructions, | deciare that | have examined this returnirepont, including, if applicable, g Schedule
SB or Schedule MB gompBted and signed by an enrolled autuary, as well as the e!ectrcr“f“ version of this return/report, and to the best of my knowledge and

_belief it |s_ dng pletear . 4
SIGN A k] W27 /ﬂ |- A y{,j LYNNE MALONE
JERE
H Jatureo#ptan }dnmsstrato" \ Date - Enter name of individual signing as plan administrator
SIGN
HERE

Signature of employed/nlan sponsor Date Erter name of individual sianing as eployer or plan sponsor

For Paperwork Reduction Act Motice, see the Instructions for Form SEOMEF. .

Form 5500-SF (2022}
v.220413




Form 5500-SF (2022) S A A Page2

6a Were all of the plan's asssts during the an year rnve&ed m eiigrb’b asseis“ (Qeu ﬁs*rucuons} @ Yes D No
b Are you claiming a waiver of the annual axamination and repori of an mdepebsden‘ quaiifed pr!lc acuountant ({QPA’
under 28 CFR 2520.104-467 {See instructions ors waiver eligibilty and 2onditons.}. ... ered e b L s @ Yes D No

if you answered “No” to either line &a or line 8§, the plan canno! s rama ;}53&8? and musi msteacé use Form 5500.
C [fthe plan is & defined benefit plan. is i covered under the FBGE insurn nce ,;mg - {see ERISA section 4021)'? ...... D Yes D MNo D Not determined
If “Yes” is checked, enter the My PAA confirmation namher frcsm E e PQGu prn

Filing for this plen year_ ' | - (Bee instructions.j

{ Partlll | Financial Informatiqn

7 Plan Assets and Liabilities ‘ o ) N s {éE‘B:eg'-inni;ig of Year - {b) End of Year
A TOLR! PUAN BSSEIS wereeeeeoooeeeeeeeeiens e ntetemeotinsis oot it 75 . .o BL,420).
b_Total plan Babilities. ... ... ceesciecccecereecssssnsnsesssec oo eeeeergorss | TR ...
C Net plan assets {subtract line 7b frem line 4= ) ROV T b . . 64_,420 _
8 - Income, Expenses, and Transfers for this Plan Year . ] 3 ‘ fa) Amount s (b) Total
a Contributions received or recelvable from: <. - RS TR IR 7
(1} Employers ... et b eendeertese e CBalty i UN
{2) Pammpants.................................‘...... ga(?) 0
{3) Others (including rofiovers). | sa(dy 0
b Other incomsa (1088) e....vevveveeereeoeeoeeeeeeeee R T - T 0
C Tofal income (add lines 8a(1), 8a(2), 8a(3), and 8b).........oeeeieis § - Be )
d Benefits paid (i ncludmg direct rollovers and i insurance prﬁn“iums T
ta provide benefs)....... .ot semee i i it § B e b o .
e Certain deemed and/or corrective dl'stributions,'(see‘ing;t'r_ugtédn's) Se ' 0
f Administrative service providers (salariés, feés. ccnimissi;)ﬁs)....., Bf . Cl.
O OHHEr BXDEIMSES covvveoeeeeecve et eeendio - 8g. 0
h Total expenées (add lines Sd,“VSé,.Sf, and SQ-) 85 g ' : T
I _Net income (loss) (subtract line 8h from line 8¢)... N I .
j Transfers to {from) the plan (see inst;uﬁiops)_.....\._ - . 8 | - .. -64,420
| Part IV | Plan Characteristics L ot e

9a |Ifthe plan provides pensian tensflts, enter the apt}hcabie pensien fea:ure oodes from the List of Plan Charac{enst'c Codes in the instructions:
28 ZE 2F 2G

b [Ifthe plan provides weliare benefits, enter the applicable weliare feature codes rom the List oi Plan Cheracteristic Codes in the instructions:

LPart v i Compliance Questions

10 During the plan year: ‘ ' . {Yes| No ' Amount
d Was there a failure {o transmit {0 the plan any participant confributions within the time period
described In 29 CFR 2510.3-1627 {See mstructlom and DOL’s \fofurtary Figduciary Carrection . R ‘
PIOGUAM) v..oooeeeeooeveeeeeene s N v | 102 X
b wers *here any nonexempt transact:ons wnth any partv - !nterest'P {Dc net lm:!ude transactions
reported on line 10a.).... B T T SO O POR O VRO PO I '
€ Was the plan covered by a fidelity bond?.. TP EwSOTP SV S T, 0

o Did the ptan have a loss, whether or not reimbursed by the pian s fi d==1iy bond that Was caused
by fraud or diShONESY? cuee. oo . DU URTUR S I | X

€ Were any fees or commissions paid to any brokers, agewts or cther persens by an insurance
carrier, insurance service, or other organization that providss some or alfl of the benefits under

ihe plan? (See instructions.)... T . 10e
f Has the plan failed 1o provide any bensfit when due under the pian? ..... S 10f X
9 Did the plan have any participant loans? (If “Yes,” enter amount as of vear-end.) i i0g X
h Ifthis is an individual account plan was there a hlac:kouir pericd? {See instructions and 26 CFR

E A O S T X
i If10h was answered “Yes check the box if you either prov:ded the required notsoe or ong of the

exceptions to providing the notice applied under 29 CFR 2520.1014-3... JE O TOUIIONE I 1 11




Form 5500-5F (2022)

iPar’t Vi | Pension Funding Compliance =

s
{Form 550{}) and lines t1a and b below) if Th[sjs a defned ccninbu‘-on D '3: 1
below. . Rt cianatetatanns reerah it

goe instructions and complete Schedule SB
plén, leave fine 11 blank and complete line 12 |:| Yes D No

11 Is this a defined benefit pian subject to minimum funding requitsments? {if =

Enier the unpaid minimum required cmtributions fgr ail years from & !‘Le{m!E SB r’ (Form 5500) ine -’AD i 11a I

oo

PBGC missed contribution reporting requirements, if the sism i covenv‘ by
been notified as required by ERISA sectlons 404.3\(;)

Yes.

50 and the ameunt reported on line 11a is greater than $0, has PBGC
3 arzdmt ’&03(()(4)? L,%'s*tk tha ayuhcab‘ie Béx: -

No. Reporting was walved under 29 CFR 4043, 25({:}{2) becadse cwtribut-c 8 eqh:ai 10 orexceeding the mpald minimum required contribution were made
by the 30th day after the due date. : i ST :

No. The 30-day period referenced in 28 CFR 4043. 25{{:}(2) has "mt yei enﬁed,-and._the‘sponsmr intends to make a contribution aqual fo or exceeding the
unpaid minimum required coritribution by the. 30th day after the dz ‘e date. :

No. Other. Provide explanation - :

I N N |

12 s this a defined contribution plan subject to the minimum furding requirernents.of section 412 of the Gode or section 302 of
ERISA? e " D Yes @ No
{If "Yes,” complete hne 12a or lsnﬂs 12b 12c 12d and 122 be'ow as apr;l!e;able) :fth!s is a efined eﬂeﬁt pensmn plan Ieave Ime
12 blank and complete line 11 above.
& If a waiver of the minimum funding standard for a pﬂor year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
granting the waiver. e E e Lo ed e e e nese s e i st srarrasanna e e e s R e e e sr s e e enbeian Month Day Year

If you completed line 12a, complete lines 3, 8, and 140 of Schedule ME {Form =5"a) and skip to line 13.

b Enter the minimum required contribution for this piar: VB 1. ctsce e eeeeesmeeeesmesmeneeseeereseeemeresesnssssossensssansssseosenns | V2D

€ _Enter the amount contributed by the employer to the plan for this plan year .. i | 12

d Subtract the amount in line 12¢ from the 2mount in ling 12b. Enter the result (enter a minus sign to the left of a
negative amount} .. P

12d

e Wil the minimum funding amount reperted on fine 12d be met by the funding deadi"ln'? D Yes D No '_l N/A
?art Vil | Plan Terminations and Transfers of Asssts _
13a Has a resclution to termiriate the plan been 20opied 1 BNy PN YERIT ..o eeeceeeessboreeesssssesestesees oot @ Yes D No

if “Yes,” enter the amount of any plan assets that reverted to the employer this Year ... | 138 0

b Were all the plan assets distributed to participants or baneficiaries, transierrad to ancther plan, or brought under the @ Yes D No
cortrol of the PBGC? vttt e rmeresecise e

C If, during this plan year, any assets or liabilities were transferred from this plan to anciher cian(s |dent:fy the plan(s) to
which assets or liabilities were fransferred. (See instructions.) -
13¢{1) Name of plan(s): : : : - 13c(2) EIN(s) 13c(3) PN(s)
RHODE ISLAND PUBLIC HEALTH INSTITUTE 4u3 \.0) PLAN S 05-0474726 001




