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

Department of the Treasury

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

1210-0089

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 04/01/2022 and ending  03/31/2023
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

SIXTEENTH STREET COMMUNITY HEALTH CENTER FLEXIBLE BENEFIT PLAN

1b Three-digit plan
number (PN) » 504

1c Effective date of plan
04/01/1996

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) 39-1180475

SIXTEENTH STREET COMMUNITY HEALTH CENTER

1337 S CESAR CHAVEZ DRIVE
MILWAUKEE, WI 53204

2C Plan Sponsor’s telephone
number
414-385-3747

2d Business code (see
instructions)

621112

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. 06/21/2023 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 ‘ 100
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) 100
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 116
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 116
€ 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




Form 5500 Annual Return/Report of Employee Benefit Plan OME Nos, 1210 - 0140
This form Is required to be flled for employes benefit plans under sections 104
Ponarmont of ihe Traasury and 4085 of the Employee Retirement Income Securlty Act of 1974 (ERISA) and
; seotlons 6087(h) and 6068(a) of the Internal Revenus Gode (the Code).

Department of Labor 20 22
Fimployee Benofls Securly } Complete all entrles In accordance with
the Instructlons to the Form 6500, :
Pansion Bonefll Guaranty Corporalion This Form Is Open to Public
[nspection
_ Annual Report Identification Information
For calendar plan year 2022 or flscal plan ysar beginning 04/01 /2022 andending 03/31/2023
A This return/report Is for: D a multlemployer plan ﬂ a multiple-employer plan (Fllers checking this box must attach a llst of

_ partlelpating employer Informatlon In accordance with the form Instructions.)
a single-employer plan D 8 DFE (specify)

B This returnireport Is: H the first return/report H the flnal return/report

an amended return/report | | a short plan year return/report (less than 12 months)
C Ifthe plan Is a collectively-bargained plan, chack here................... TR RTRRITPRRT

D Check box If flling under: Form 5868 D automatic extenslon
speclal extension (enter desaription)

E if thls Is a retroactively adopted plan permitted by SECURE Act sectlon 201, check here
| Basic Plan Information——enter all requested Information
1a Name of plan

SIXTEENTH STREET COMMUNTITY HEALTH CENTER FLEXIBLE

»
% the DFVC program

1h Three-digit plan

number (PN) » 504
BENEFIT PLAN 16 Effective date of plan
04/01/1996 A

2a Plan sponsot's name (employer, If for a single-employer plan) 2b Employer Identification

Malling address (Include room, apt,, sulte no. and strest, or P.0, Box) Number (EIN)

Clty or town, state or province, country, and ZIP or forsign postal code (If forelgn, see instructlons) 39-1180475
SIXTEENTH STREET COMMUNITY HEALTH 2¢ Plan Sponsor's telephone
CENTER number

414-385-3747

2d Business code (see
Instructions)
621112

1337 8 CESAR CHAVEZ DRIVE

MILWAUKLE WI. 53204

Cautlon: A penalty for the late or Incomplete filing of this return/report will be assessed unless reasonable cause Is established,

Under penalties of parjury and other penaltles set forth In the Instructions, | declare that | have examined (his re turnfreport, Including acoompanylng schedules,
statoments and attachments, as well as the elactronic version of this return/report, and to the best of my knowladge and bellef, it1s trus, corret, and complete,

s Roged, 06/21/2023

Signature of plan adminlstrator Date

SURE_RAYMOND
Enter name of Indlvidual slgning as plan administrator

Slanature of employer/plan spohsor Date Enter hame of Individual signing as employer or plan sponsor

Slgnature of DFE Date
For Paperwork Reduction Act Notlce, see the Instructions for Form 8500,

Enter hame of Indlvidual signing as DFE

Form 8800 (2022)



STIXTEENTH STREET COMMUNITY HEALTH 39-1180475 .
Form 6500 (2022) Page 2

3a Plan adminlstrator's name and address [2_(] Same a8 Plan Sponsor

3b Administrator's EIN

4 1fthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report fllad for this plan,

3¢ Administrator's telephone
number

4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report;
a Sponsor's hame Adl PN
C Plan Name A
5 Total number of participants at the beginning of the plan year 5 100

6 Number of particlpants as of the end of the plan year unless otherwlse stated (welfare plans complate only lines 6a(1),
6a(2), 6b, 8¢, and 6d). :

a(1) Total number of active participants at the beginning of the planyear ga(t) 100
a(2) Total number of active particlants at the end of the planyear 6a(2) 116
b Retired or separated partlolpants recelving benefits 6h Q
C Other retired or separated participants entltled to future benefits 6c 0
d Subtotal, Add lines 8a(2), 8b, and 8¢ 6d 116
@ Deceased participants whose bensficlarles are recelving or are entltled to recelve benefits 6e
f Total Addlines 6dand Be | 6f
g Number of particlpants with account balances as of the end of the plan year (only deflned conttlbution plans
complete this o) 6¢

h Number of particlpants who terminated employment during the plan year with accrued beneflts that were

1888 AN 00D VOOt s s rree s 6h

7 __Enter the total number of employars obligated to contribute to the plan (only multlemployer plans complete this item) 7

8a ifthe plan provides penslon benelts, enter the applicable pension feature codes from the List of Plan Characteristics Codes In the Instructions:

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codas from the List of Plan Characterlsties Codss In the Instructions:

4Q
9@ Plan funding arrangement (check all that appl){) 9b Plan beneflt arrangement (check all that apply)
1) insurance (1) Insurance
(2} _| Code section 412(e)(3) Insurance contracts (2) Code sectlon 412(e)(3) Insurance contracts
(3) Trust {3) Trust
{4) K| General assets of the sponsor (4) %]_General assets of the sponsor
10 Cheok all applicable hoxes in 10a and 10b to Indicate which schedules are altached, and, where Indicated, enter the number altached, (Sea Instructions)
a Penslon Schedules b General Schedules
(1) ﬂ R (Retlrement Plan Information) 1) H  (Flnanclal information)
@ [] WB (Multlemployer Defined Benaflt Plan and Certaln Monay ~ \) | (Finandlal Informatlon - Small Plan)
Purchase Plan Actuarlal Information) - signad by the plan () 11._.. A (nsurance Information)
actuary _ 4 i G (Service Provider Information)
|
(3) D 8B (8ingle-Employer Defined Benefit Plan Actuarlal (6) D ([.)FE/PMG pating Plan Information)




39118047 05/01/2023 2:21 PM
SIXTEENTH STREET COMMUNITY HEALTH 39-1180475%

Form 6600 (2022) Page 3

4l _Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subjsct to the Form M1 filing requirements duting the plan year? (See Instrustions and 29 CFR
2620,101-2,) [ Yes No

If "Yes" Is checked, scomplete lines 11b and 11¢.

11h_Is the plan currently In compllance with the Form M-1 flling requirements? (See instructions and 29 CFR 2620,101-2) ......... m Yos l~ @

11¢ Enler the Recalpt Conflrmatlon Code for the 2022 Form M- annual report, If the plan was not required to flle the 2022 Form M-1 annual raport, enter the
Racelpt Conflrmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filng requiremens. (Fallure to enter a valld
Regcelpt Conlirmation Code will subjest the Form 5800 flling to rejection as incdfplate.)

Recelpt Conflrmation Codea




