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

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

D 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
CHARLES COLE MEMORIAL HOSPITAL RETIREMENT SAVINGS PLAN

1b Three-digit plan

number (PN) »

002

1c Effective date of plan

01/01/2003

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)

CHARLES COLE MEMORIAL HOSPITAL

1001 E. 2ND ST.
COUDERSPORT, PA 16915

2b Employer Identification
Number (EIN)

24-0802108

2c Plan Sponsor’s telephone
number

814-274-9301

2d Business code (see
instructions)

622000

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.

::E(;"é Filed with authorized/valid electronic signature. 08/14/2023 RONDA YANDRICK
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 ‘ 283
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) 0
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeirriiieiriiecesee e 6a(2) 0
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 256
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 256
€ 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 256
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 69 256
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 0
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:
2F 2G 2L 2M 2S
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 ©) —2_ 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 Insurance Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2021
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information 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
CHARLES COLE MEMORIAL HOSPITAL RETIREMENT SAVINGS PLAN plan number (PN) > 002

D Employer Identification Number (EIN)

C Plan sponsor’s name as shown on line 2a of Form 5500
24-0802108

CHARLES COLE MEMORIAL HOSPITAL

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

Part |
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
BRIGHTHOUSE LIFE 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
06-0566090 87726 66068 2 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

Fees and other commissions paid

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

(a) Name and address of the agent, broker, or other person 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 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




Schedule A (Form 5500) 2021

Page 3

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 8820
5 Current value of plan’s interest under this contract in separate accounts at Year nd....................c.c.ccoeveuevereeererrna.. 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 @) [X| other P LIFE INSURANCE
b Balance at the end 0f the PrEVIOUS YEA ...............c.ccovvririuieeeeeeeeeereerereeeeeeieeesesesesereeeaeesisiessseneneneneseeeeeasasssnessnans 7b 10258
C  Additions: (1) Contributions deposited during the year ...............cococevevvenn. 7c(1) 0
(2) DIVIAENUS AN0 CIEAILS.........eeeeeeeeeeeeeee st eeee et eee e ee et ee e 7c(2) 0
(3) Interest credited dUMNG the YEaT............cv.ieveveeeeeeeeeeeeeeee e, 7c(3) 0
(4) Transferred from SEParate aCCOUNL ................ceeereeereeereseeseeeeesseeeeneenas 7c(4) 0
(5) Other (SPECITY BEIOW) ...ttt 7c(5) 0
4
(B)TOLAI AATILIONS ... veeeesees s eeseees st 7c¢(6) 0
d Total of balance and additions (2dd INES 70 AN 7C(B)). ....veuvveveueeeeeeeeeeeeeeee et | 7d 10258
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 1438
(2) Administration charge made by carrier 7e(2) 0
(3) Transferred to separate account .| 7e(3) 0
(4) Other (SPECITY DEIOW) .........ovveeveeeee oo 7e(4) 0
4
(5) TOLA AEAUCHONS ..ottt e et ee et ee st e s e s e s e e et et e e s e et ee et en s et n st en e ees s eeeeenen 7e(5) 1438
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeieeeereeeseieeeereneeennn. 7f 8820
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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. »




SCHEDULE A Insurance Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2021
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information 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
CHARLES COLE MEMORIAL HOSPITAL RETIREMENT SAVINGS PLAN plan number (PN) > 002

D Employer Identification Number (EIN)

C Plan sponsor’s name as shown on line 2a of Form 5500
24-0802108

CHARLES COLE MEMORIAL HOSPITAL

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

Part |
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
BRIGHTHOUSE LIFE 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
06-0566090 87726 1013651-02 120 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

Fees and other commissions paid

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

(a) Name and address of the agent, broker, or other person 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 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




Schedule A (Form 5500) 2021

Page 3

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 4879121
5 Current value of plan’s interest under this contract in separate accounts at year nd....................c.ccceevevevererererrnnn. 5 0
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 @) [X| other » GROUP ANNUITY CONTRACT
b Balance at the end 0f the PrEVIOUS YEA ...............c.ccovvririuieeeeeeeeeereerereeeeeeieeesesesesereeeaeesisiessseneneneneseeeeeasasssnessnans 7b 5251682
C  Additions: (1) Contributions deposited during the year ...............cococevevvenn. 7c(1) 0
(2) DIVIAENUS AN0 CIEAILS.........eeeeeeeeeeeeeee st eeee et eee e ee et ee e 7c(2) 0
(3) Interest credited dUMNG the YEaT............cv.ieveveeeeeeeeeeeeeeee e, 7c(3) 116409
(4) Transferred from SEParate aCCOUNL ................ceeereeereeereseeseeeeesseeeeneenas 7c(4) 9549
(5) Other (SPECITY BEIOW) ...ttt 7c(5) 26432
> LOAN REPAYMENTS
(B)TOLAI AATILIONS ... veeeesees s eeseees st 7c¢(6) 152390
d Total of balance and additions (2dd INES 70 AN 7C(B)). ....veuvveveueeeeeeeeeeeeeeee et | 7d 5404072
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 507293
(2) Administration charge made by carrier 7e(2) 17658
(3) Transferred to separate account .| 7e(3)
(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) 524951
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeieeeereeeseieeeereneeennn. 7f 4879121
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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
CHARLES COLE MEMORIAL HOSPITAL RETIREMENT SAVINGS PLAN plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CHARLES COLE MEMORIAL HOSPITAL 24-0802108

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
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Page3-| 1

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).

2.

() Enter name and EIN or address (see instructions)
METLIFE LIFE INS. CO.

11225 NORTH COMMUNITY HOUSE ROAD
CHARLOTTE, NC 28277

(b) (c) (d) (e) ) 9) (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-.
64 RECORDKEEPER 65138 0
Yes NoD Yes NoD Yes NoD
(a) Enter name and EIN or address (see instructions)
CERITY PARTNERS RETIREMENT PLAN ADVISORS LLC
PO BOX 21834
NEW YORK, NY 10087-1834
(b) (c) (d) (e) ) 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation
Code(s) |employer, employee

compensation paid receive indirect
organization, or  |by the plan. If none,

compensation? (sources
person known to be enter -0-. other than plan or plan
a party-in-interest sponsor)

Enter total indirect
compensation received by
service provider excluding

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

27453
ADVISOR Yes [] No Yes [] No[]

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

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

() Enter name and EIN or address (see instructions)
CAMBRIDGE INVESTMENT GROUP

1776 PLEASANT PLAIN RD
FAIRFIELD, VA 52556

(b) (c) (d) (e) (f
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee

(h)

Did the service

Did indirect compensation

compensation paid include eligible indirect

receive indirect
by the plan. If none,

compensation? (sources

Enter total indirect
organization, or

person known to be

compensation received by |provider give you a
compensation, for which the | service provider excluding | formula instead of
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-.
99 OTHER 8956

YesD No YesD NoD

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
(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.

(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 H Financial Information

(Form 5500)

Department of the Treasury

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

OMB No. 1210-0110

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

P File as an attachment to Form 5500. 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
CHARLES COLE MEMORIAL HOSPITAL RETIREMENT SAVINGS PLAN

B  Three-digit
plan number (PN) 4 002

C Plan sponsor’s name as shown on line 2a of Form 5500
CHARLES COLE MEMORIAL HOSPITAL

D Employer Identification Number (EIN)
24-0802108

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...........cccocoviiiiii i la 0 0
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYETr CONTDULIONS ........vevveeeeee et 1b(1)
(2) Participant CONtHBULONS...............coevevereieeseeeseeeeeeeseeesess s 1b(2)
(B) ONET .ottt 1b(3)
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1) 0 0
OF AEPOSIL) ..ttt e e e e
(2) U.S. Government securities 1c(2) 0 0
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEA ....evee oot 1c(3)(A)
(B) AllOINEI ...ttt 1c(3)(B) 0 0
(4) Corporate stocks (other than employer securities):
(A) PIETEITEM ...t lc(4)(A) 0 0
(B) COMITION .ottt 1c(4)(B) 0 0
(5) Partnership/joint VENUTE iNtErESS .............ov.eeeerereeereeeeseeeeesesssenseeens 1c(5) 0 0
(6) Real estate (other than employer real property) .......ccccceeeeeercivieeeeeennnns 1c(6) 0 0
(7) Loans (other than to participants) 1c(7) 0 0
(8) Participant 0aNnSs ............ccoevveveveveeereriereseeeeesnennes 1c(8) 212179 123674
(9) Value of interest in common/collective trusts 1c(9) 0 0
(10) Value of interest in pooled separate aCCOUNtS ..............cccverveveeeerrrerrenen. 1c(10)
(11) Value of interest in master trust investment acCouNts.............cccoceeeven.... 1c(11) 0 0
(12) Value of interest in 103-12 investment entities ...............coccoevervruenennn. 1c(12) 0 0
(13) \f/uegzg)of interest in registered investment companies (e.g., mutual 1c(13) 12328941 12985240
(14) \é(e;lnut?ac(;{;;nds held in insurance company general account (unallocated 1c(14) 5261940 4887941
(15) OtNET ..ottt 1c(15) 0 0

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:

(1) Employer securities

(2) Employer real property

€ Buildings and other property used in plan operation.......................

f Total assets (add all amounts in lines 1a through 1e)....................
Liabilities

g Benefitclaims payable .............cccoviiiiiiiiiii

h Operating payables ..............ccccceveveveeeeeeeeeeeee e

I Acquisition iNdebtedness..........ccccvcveveeeeeieeeeeeeeeees s

] Other lIADIIES.....c.cvveeceicieei et

K Total liabilities (add all amounts in lines 1g throughlj)...................
Net Assets

| Net assets (subtract line 1k from line 1f)...........ccocevvevevevereecrennn.

Page 2
(a) Beginning of Year (b) End of Year

1d(1) 0 0
1d(2) 0 0

le 0 0

1f 17803060 17996855

1g 0 0

1h

1i 0 0

1j

1k

1l | 17803060 17996855

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 Contributions:
(1) Received or receivable in cash from: (A) Employers ...............
(B)  PartiCiPants .........ccovuvieiiiiieeiiiie e
(C) Others (including rolloVers)..........cccceivvveeniieeiniee e
(2) Noncash contributioNS...........cuvveeeiiiciiiiie e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)
b Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts
certificates of depOSIt)..........eeevriiiiiiiiiiiiiiiiee e

(B) U.S. Government SECUNLIES .....uuvveevrrvrriereeeieiiiieeeeeesinnnes
(C) Corporate debt iNStrUMENtS ..........eeeiiiiieiiiieiiie e
(D) Loans (other than to participants) .........cccccceeeerieeeiineeennns
(E) Participant l0@NnS..........cocvveiiiiiiiiiieiiiee e
() T ¢ 2 =] (PSS SPERRRNS
(G) Total interest. Add lines 2b(1)(A) through (F).........cccc...
(2) Dividends: (A) Preferred StOCK.........c.vuvveeeeiiiiiiiiiee e

(B) COMMON STOCK .covviiiiieie e ettt e seee e enaee e e e e e

and

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENLS ettt
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ....
(B) Aggregate carrying amount (see instructions)..............
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ....

(B) OtNEI .ot

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) ......ueeeeeiiiiiiiieieeeieiiieeee e

(a) Amount (b) Total
2a(1)(A) 0
2a(1)(B) 0
2a(1)(C) 0
2a(2) 0
2a(3) 0
2b(1)(A) 0
2b(1)(B) 0
2b(1)(C) 0
2b(1)(D) 0
2b(1)(E) 11931
2b(1)(F) 116409
2b(1)(G) 128340
2b(2)(A) 0
2b(2)(B) 0
2b(2)(C) 381491
2b(2)(D) 381491
2b(3) 0
2b(4)(A) 0
2b(4)(B) 0
2b(4)(C) 0
2b(5)(A) 0
2b(5)(B) 0
2b(5)(C) 0
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts........................ 2b(6) 0

(7) Net investment gain (loss) from pooled separate accounts...................... 2b(7) 0

(8) Net investment gain (loss) from master trust investment accounts........... 2b(8) 0

(9) Net investment gain (loss) from 103-12 investment entities...................... 2b(9) 0

(10) Net invgstment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds) 1675027
C OtherinCOME ......ooiiiiiiie it 2c 17913
d Total income. Add all income amounts in column (b) and enter total.................... 2d 2202771
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 1738427

(2) To insurance carriers for the provision of benefits .................ccccovevevrnnnn.. 2e(2) 0

(B) ONEI ..ottt 2e(3) 0

(4) Total benefit payments. Add lines 2e(1) through (3) ........coceeerrerierrinnses 2e(4) 1738427
f Corrective distributions (see iNStrUCtIONS) ...........cevrveveveeeeeeeeeeeeeceseeeeeeeeeeienae, 2f 0
g Certain deemed distributions of participant loans (see instructions)............... 2g -4656
R INtErESt EXPENSE. ... e 2h 0
i Administrative expenses: (1) Professional fees ..............cccccoceeevevrrererennan. 2i(1) 0

(2) Contract adMINISrAtor FEES ............ovcevieeeeeeeeeeeeeeeeeeeeeees e eeeeeensens 2i(2) 101547

(3) Investment advisory and management fees ............coovoeveeeueeereesereesennan. 2i(3) 0

(B) OtNET ...ttt et 2i(4) 0

(5) Total administrative expenses. Add lines 2i(1) through (4) .............cc....... 2i(5) 101547
j Total expenses. Add all expense amounts in column (b) and enter total....... 2j 1835318

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from N 2d...........ccooweemeerveeeeeeressssssssssssenen 2k 367453
| Transfers of assets:

(1) TO RIS PIAN..... oot 2i(1)

(2) From this Plan .........uiiiiie et 21(2) 173658

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: BKD (2) EIN: 44-0160260

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
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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 5000000
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
i 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
I Has the plan failed to provide any benefit when due under the plan? ...........ccccoviiiiieinec e, 4 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)

UPMC 403(B) RETIREMENT SAVINGS PLAN 25-1423657 334

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
1 (g0 Tod11o] 3 3 PPN 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




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
CHARLES COLE MEMORIAL HOSPITAL RETIREMENT SAVINGS PLAN plan number
(PN) 4 002
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CHARLES COLE MEMORIAL HOSPITAL 24-0802108
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): 20-3691658

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




om 9998 Application for Extension of Time OME No. 15450212
To File Certain Employee Plan Returns

(Rev. September 2018)

Department of the Treasury P> For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Internal Revenue Service P> Go to www.irs.gov/Form5558 for the latest information.
Part Identification
A Name of filer, plan administrator; or plan sponsor (see instructions) B Filer’s identifying number (see instructions)
Employer identification number (EIN) (9 digits XX-X0OXXXXX)
CHARLES COLE MEMORIAL HOSPITAL 24-0802108
Number, street, and room or suite no. {If a P.O. box, see instructions)
1001 EAST SECOND STREET Social security number (SSN) (9 digits Xo0(-X04-X000)

City or town, state, and ZIP code

COUDERSPORT, PA 16915-9762

Plan Plan year ending -
c Plan name number MM DD YYYY
CHARLES COLE MEMORIAL HOSPITAL RETIREMENT SAV 002 12 31 | 2021
‘Partll. Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

1 [:J Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed
in Part |, C above.

2 Irequest an extension of time until 10/17/2022 to file Form 5500 series. See instructions.

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

3 |request an extension of time until 10/17/2022 to file Form 8955-SSA. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

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

"Partlll. Extension of Time To File Form 5330 (ee jnstructions)
4 |request an extension of time until to file Form 5330.
You may be approved for up to a 6-month extension to file Form 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposing thetax ... ... > al
b Enterthe payment amount attached . .. e e p| b
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date Pic

5 State in detail why you need the extension:

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

Signature B> Date B>

Form. D558 (rev. 9-2018)

119101 04-01-21 LHA

1
18471004 786250 25502-COLE 2021.04030 CHARLES COLE MEMORIAL HOS 25502-Cl




18471004 786250 25502-COLE

Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210 - 0110
This form is required to be filed for employee benefit plans under sections 104 1210 - 0089

Department of the Treasury

Internal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
em——Tr - sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2021
Empbﬁm?:i';ﬂso?cww P> Complete all entries in accordance with
Pension Benefit Guaranty Gorporation the instructions to the Form 5500. This Form is Open to

Public Inspection

[PartT |  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: I_I a multiemployer plan LI a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instr.)
!T! a single-employer plan a DFE (specify)
B This return/report is: . the first return/report the final return/report
an amended return/report 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: 9% Form 5558 D automatic extension the DFVC program
special extension (enter description)
E ifthisisa retroactively adopted plan permitted by SECURE Act section 201, checkhere ... > [_I
[Partll] Basic Plan Information - enter all requested information
1a Name of plan 1b Three-digit
CHARLES COLE MEMORIAL HOSPITAL plan number (PN) B> 002
RETIREMENT SAVINGS PLAN ic FEffective date of plan
01/01/2003
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.0. Box) 24-0802108
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) Plan Sponsor's telephone number
CHARLES COLE MEMORIAL HOSPITAL 814 274-9301
2d Business code (see instructions)
622000
1001 EAST SECOND STREET
COUDERSPORT PA 16915-9762

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 is ré repon and to t;\a be: it of my knowledge and belief, it is frue, correct, and complete.
Séi’;W‘ // 7 /0 //0 / J/Z/ |RONDA YANDRICK

S réturg_gf plan admlmstrg(or Date! Enter name of individual signing as plan administrator

; 4
"

SN e 1 AZ/W‘/ (0/)o / ZZ |RONDA YANDRICK

Sﬁgﬁature of emplqu(/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

118401 12-30-21
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Form 5500 (2021) Page 2

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

3¢ Administrator's telephone number

4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b N
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:

@ Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year
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 Plan Y ar e, 63(1‘ 0
a (2) Total number of active participants at the end of the plan year 6a(2)' 0
b Retired or separated participants receiving benefits e 6b 0
€ Other retired or separated participants entitled to future benefits 6¢c 256
d Subtotal. Add lines 6a(2), 6b, AN 6C .. ..o 6d 256
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefts . Be 0
' Total. A NS 6 BN 6. ... ... ooanesesss st 6f 256
G Number of participants with account balances as of the end of the plan year {only defined contribution plans
cOmPplete this JOM) || 6g 256
h Number of participants who terminated employment during the plan year with accrued benefits that were
1858 ThaN 10006 VESIOO L. . ittt oot oot et eheee e e e et e A ottt e et aees 6h 0
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete
TRISHEM) Lot e et 7

8a ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

2F 2G 2L 2M 2S

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  Pplan 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 Checkall applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached.
(See instructions)

@ Pension Schedules b General Schedules
{1 E R (Retirement Plan Information) (1) H (Financial Information)
(2) l MB (Multiemployer Defined Benefit Plan and Certain Money {2) | (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan {3) _2 A (Insurance Information)
actuary (4) C  (Service Provider Information)
{3) D SB (Single-Employer Defined Benefit Plan Actuarial {5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary {6) G (Financial Transaction Schedules)

118402 12-30-21
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Form 5500 (2021) Page 3

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

11a ifthe plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29

CFR2520.101-2) . ... Yes No
If "Yes" is checked, complete lines 11b-and 11c.
11b |sthe plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ... Ll Yes | | No

11c Enterthe 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

118403 12-30-21
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SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2021
Employee é’;,’:?{,‘;“;;‘i L“’rfn‘;,agg"“ inistration P> File as an attachment to Form 5500.
Fension BoneTl Guarany Corporation P> Insurance companies are required to provide the information This Form is Open to
pursuant to ERISA section 103(a)(2). Public Inspection
For calendar plan year'2021 or fiscal plan year beginning 01/01/2021 and endin 12/31/72021
A Name of plan B Threedigit
CHARLES COLE MEMORIAL HOSPITAL plan number (PN) B> 002
C Plan sponsor's name as-shown on line 2a of Form 5500 D Employer identification Number (EIN)
CHARLES COLE MEMORIAL HOSPITAL 24-0802108

nformation Concerning Insurance Gontract Goverage, Fees, and GOMMISSIONS _Provide information for each
contract on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Hl can be reported on a single Schedule A.
1 Coverage Information:

{a) Name of insurance carrier

BRIGHTHOUSE LIFE INSURANCE COMPANY

(b) EIN (c) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year {f) From {q) To
06-0566090 | 87726 66068/05794 2 01/01/2021112/31/2021

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
0 0
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

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

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

(b) Amount of sales and base Fees and other commissions paid (e) .
commissions paid Organization
(c) Amount {d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A {(Form 5500) 2021
v. 201209
118421 12-30-21
5
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Schedule A (Form 5500) 2021 Page 2- l |

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

{b) Amount of sales and base Fees and other commissions paid or (?;at' N
commissions paid ganizatio
{c) Amount (d) Purpose code

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

(e)

{b) Amount of sales and base Fees and other commissions paid -
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

(b) Amount of sales and base Fees and other commigsions paid o (?) i
commissions paid rganlcz‘a ion
{c) Amount (d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid o e ’
commissions paid rganization
(¢} Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid or afn?;ation
commissions paid 9 d
{c) Amount {d) Purpose coae

118422 12-30-21
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Schedule A (Form 5500) 2021 Page 3

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 this report.

4 Curent value of plan's interest under this contract in the general account at year end .| 4 8964
5 Current value of plan's interest under this contract in separate accounts at year end 5 0
6 Contracts With Allocated Funds:

@ State the basis of premium rates B>

b Premiums paid o CaMEr ... 6b

€ Premiums due but unpaid at the end of the year 6¢c

d if the carrier, service, or other organization incurred any specific costs in connection with
the acquisition or retention of the contract or policy, enteramount | ... 6d
Specify nature of costs B>

€ Type of contract: (1) D individual policies

3) other (specify) B>

@ D group deferred annuity

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, checkhere ... PD
7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract:

(1)
3

deposit administration
guaranteed investment

@
@

o

Balance at the end of the previous year

immediate participation guarantee

other pLIFE INSURANCE

C Additions: (1) Contributions deposited during the year
(2) Dividends and credits

(3) Interest credited during the year

(4) Transferred from separate account

(5) Other (specify below)
B>

(6) Total additions

d Total of balance and additions (add lines 7b and 7c¢(6))

€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by carrier

(3) Transferred to separate account

{4) Other (specify below)

[ g

(8) Totaldeductions ... ... ... i
f Balance at the end of the current year (subtract line 7e(5}fromline7d) ... I 7f

8964

118423 12-30-21
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18471004 786250 25502-COLE

Schedule A (Form 5500) 2021 Page 4

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 organization(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.

Bengfit and contract type (check all applicable boxes)

@ | | Health (other than dental or vision) b| | pental C| | Vvision d| | Life insurance
e Temporary disability (accident and sickness) f Long-term disability 9| | Supplemental unemployment h Prescription drug
| Stop loss (large deductible) J HMO contract k| | PPO contract I Indemnity contract

M| | Other (specify) B>
9 Experience-rated contracts:

@ Premiums: (1) Amountreceived ... ..o 9a(1)
{2) Increase (decrease) in amount due butunpaid ... 9a(2)
{3) Increase {decrease) in unearned premium reserve ... 9a(3)
(@) EAMEA (1) (2 - () oo oreesstrree oo i |
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves ... 9b(2)
(3) Incurred claims (add {1) and (2)) 9b(3)
(4) Claims ChArged ........cocviiiiiiiiirciesirens st eiue s meeis e s sns e et cn s ab b ra e s b e e n e n b 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
() COMMISSIONS ____.\\oieceecesmmreninssnnessaenennees 9c(1)(A)
(B) Administrative sefvice orotherfees . . ... ... 9c{1)}(B)
{(C) Other specific acquisition costs ... ... 9c(1)(C)
(D) Other eXpenses ... ..o 9¢(1)(D)
(E) Taxes 9c(1)}{E)
(F) Charges for risks or other contingencies 9c{1)(F)
(G) Other retention charges ... 9c(1)(G)
(H)  TOal FEENHION .. ...oevieicriiieeieiiee e e e e et cn e e st a e msne s b s T ivs b ne s 9c(1)(H)
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, or D credited.) 9c¢(2)
d Status of poficyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
() ClATI IBSOIVES et 9d(2)
(B) OMEFIESEIVES oot .| 9d@E)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).)................. 9e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges paid to carfier . ... 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 1, line 2
above, TePOM AMOUNE et 10b

Specify nature of costs.

[Partiv] Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? _._................... U Yes ﬂ No
12 i the answer to line 11 is "Yes," specify the information not provided. P

118424 12-30-21
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SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2021
Department of Lab .
Employee Beenpeaf‘it;n Se:cl:'hy Ag:ninistration » File as an attachment to Form 5500.
Fonsion Bonei Giaranty Gorporation P> Insurance companies are required to provide the information This Form is Open to
pursuant to ERISA section 103(a)(2). Public Inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and endin 12/31/2021
A Name of plan B Three-digit

CHARLES COLE MEMORIAL HOSPITAL I

ber ) | 002

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

CHARLES COLE MEMORIAL HOSPITAL 24-0802108
nformation Goncerning Insurance Gontract Coverage, Fees, and COMMISSIONS Provide information for each

contract on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and lll can be reported on a single Schedule A.
1 Coverage Information:

{a) Name of insurance carrier

METROPOLITAN LIFE OF CT

(b) EIN {c) NAIC {d) Contract or (e} Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year {f) From (@) To
06-0566090 | 87726 (1013651-02 120 01/01/2021112/31/2021

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
0 0
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

{b) Amount of sales and base Fees and other commissions paid o (?) "
commissions paid rganization
(c) Amount (d) Purpose code

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

(b} Amount of sales and base Fees and other commissions paid (?) .
. . Organization
commissions paid
(¢) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A {Form 5500) 2021
V. 201209

118421 12-30-21
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Schedule A (Form 5500) 2021

Page 2- | |

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

(b) Amount of sales and base Fees and other commissions paid o (?) i
commissions paid rganization
{c) Amount {d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid o (‘.*) "
commissions paid rgzr;l;: ion

{c) Amount

{d) Purpose

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

(b) Amount of sales and base Fees and other commissions paid o (?) ti
commissions paid rgi?;;: ion

{c) Amount

_{d) Purpose

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

{b) Amount of sales and base Fees and other commissions paid o (?) ti
commissions paid rgir;lcz,: ion

{c) Amount

{d) Purpose

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

(b) Amount of sales and base Fees and other commissions paid o €) ,
commissions paid rgirélczl: ion

{c) Amount

(d) Purpose

118422 12-30-21

18471004 786250 25502-COLE
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Schedule A (Form 5500) 2021 Page 3

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 this report.

4 Current value of plan’s interest under this contract in the general account at year end .| 4 4879122
5 Current value of plan's interest under this contract in separate accounts at year end 5 0
6 Contracts With Allocated Funds:
@ State the basis of premium rates P>
b Premiums paid to carrier ..., . |6b
€ Premiums due but unpaid at the end of the year 6¢c
d if the carrier, service, or other organization incurred any specific costs in connection with
the acquisition or retention of the contract or policy, enteramount i, 6d
Specify nature of costs B>
© Type of contract: (1) I:l individual policies 2) D group deferred annuity
3 other (specify) P>
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, checkhere ............. Pﬂ
7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
& Type of contract: (1} deposit administration @ l immediate participation guarantee
@ guaranteed investment @ X other PGROUP ANNUITY CONTRACT
b Balance atthe endofthe previous year ... ... ..o [ 7b 5251682
C Additions: {1) Contributions deposited during theyear . . 7c(1) : '

(2) Dividendsandcredits ., 7c(2)
(3) Interest credited during the year ... 7c(3) 116403
(4) Transferred from separate acCOUNt ... ..o 7c(4) 9549

26432

(6) Other{specify DEIOW) ... ...
p LOAN REPAYMENT

(6} Total additions . ..o e 152390
d Total of balance and additions (add lines 7b and 7{B)) ........oocooveorreerereeenennn. 5404072
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year

(2) Administration charge made by carrier

(3) Transferred to separate account

(4) Other (specify below)

4

(5) Total deductions 524950
f Balance at the end of the current year (subtract line 7e(5)from line 7d) ... .o | 7f 4879122

118423 12-30-21
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Schedule A (Form 5500) 2021 Page 4

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 organization(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 Benefitand contract type (check all applicable boxes)

a | | Health (other than dental or vision) bi | Dental ¢ | | vision d| | Life insurance
e Temporary disability (accident and sickness) f Long-term disability g | | Supplemental unemployment h Prescription drug
! Stop loss (large deductible) } | | HMO contract k| [ PPO contract 1 Indemnity contract

m! | other (specify) B>

9  Experiencerated contracts:
a Premiums: (1) Amount received ... 9a(1)
(2) Increase (decrease) in amount due butunpaid .. ... 9a(2)
(3) Increase (decrease) in uneamned premiumreserve . ... 93(3)
(4) Earned.((1) + (2) - {B)) ...eeoiieierimimecneeeenee s ern s e nse e v e ezt
b Beneiit charges (1) Claims paid ... ... 9b(1)
(2) Increase (decrease) in claim reserves ... 9b(2)
(3 Incurred claims (add (1) @0 2]} ...........oooooooooeceoeeeeoeeceeeeee s 9b(3)
(4) ClaMS ChAIGE ........coieieeiseieeiie e e eiesr e vt r b e sran e s an s eba s eae e s ebsasamt e taess e san s s oo 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
) COMMISSIONS . oo 9c(1}{A)
(B8) Administrative service orotherfees .. ... ... 9c(1)(B)
(C) Other specific acquisition COStS .. ___............covvccrirrn. 9c(1)(C)
(D) Other expenses ... . . . . . . ... 9c(1)(D)
(B) TAXES ....oooooooooooeoorees oo 9c(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
@) 9c(1)(G)
(H)  TOMAI TEEEIEION ......ceovir e ceeeetie et tss e tse s e emes s es g s e e sn e neeseeeenseneb s stz e anenensaneees 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ad(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. {Do not include amount entered in line 9¢(2).) .................. e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges paidto cartier .o 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
@DOVE, TEPOIT AMOUNY | ||\ ereereeee oo sssnensmsecsnnon 10b

Specify nature of costs.

[PartIV| Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?
12 | the answer to line 11 is *Yes," specify the information not provided. B>

118424 12-30-21
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SCHEDULE C
(Form 5500) Service Provider Information OMB No. 1210-0110
Department of the Treasu:
In?ernal R;ver:(ue Service:y This schedule is required to be filed under section 104 of the 2021
Department of Labor Employee Retirement Income Security Act of 1974 (ERISA).
Employee Benefits Security Administration This Form is Open to
Pension Benefit Guaranty Corporation P> File as an attachment to Form 5500. 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
CHARLES COLE MEMORIAL HOSPITAL plan number PN)p»| 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CHARLES COLE MEMORIAL HOSPITAL 24-0802108

|Part k| 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) D Yes |A] No

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

118451 12-30-21
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Schedule C (Form 5500) 2021 Page 2 'I !

(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

118452 12-30-21
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Page 3 - l

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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).

Schedule C (Form 5500)-2021

(a) Enter name and EIN or address {see instructions)
METLIFE INSURANCE COMPANY
11225 NORTH COMMUNITY HOUSE ROAD

CHARLOTTE NC 28277
®) © @ © B0 — ")
Service Relationship-to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan spansor) yecelv_ed the answered "Yes" to element
required disclosures? (). if none, enter -0-.
64 RECORDKEEPER
47226.| Yes NoD Yes NoD 0. Yes [] No X

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

CERITY PARTNERS RET PLAN ADVISORS

PO BOX 21834

NEW YORK NY 10087-1834
®) © @ © ) Q) )

Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead

person known to be | plan. if none, (sources other compensation, for eligible indirect of an amount or

a party-ininterest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). if none, enter-0-.
27 [INVESTMENT ADVISOR

27453.] ves [] no ves [] no[] Yes || No[]

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

CAMBRIDGE INVESTMENT GROUP
1776 PLEASANT PLAIN RD

FAIRFIELD VA 52556
®) © @ @ ) — @)

Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead

person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or

a party-in-interest enter -0-. than plan or which the plan compensation for which you | gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). if none, enter -0-.
99 [INVESTMENT/QTHER

8956.] Yes D No Yes I:I NoD Yes D Nol:l

118453 12-30-21
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Schedule C (Form 5500) 2021

Page6-[ ]

{complete as many entries.as needed)

Termination Information on Accountants and Enrolled Actuaries (see instructions)

a Name: BKD CPA & ADVISORS

44-0160260

€ Position. PLAN AUDITCR

b

d Address:

30 ISABELLA STREET, SUITE 107

PITTSBURGH

€ Telephone: 412-364-9395

PA 15212-5859

Explanation: THE PLAN SPONSOR DECIDED TO ENGAGE THE SERVICES OF ANOTHER ACCOUNTING FIRM FOR PLAN AUDIT PURPOSES.

a Name: b EN
C Position: .

d Address:

Explanation:

a Name:

b EN:

€ Position:

d Address:

Explanation:

d Name:

C Position:

d Address:

Explanation:

a8 Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

118456 12-30-21
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SCHEDULEH . . .
(Form 5500) Financial Information OMB No. 1210-0110
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the 2021
Department of Labor Internal Revenue Code (the Code).
Employes Benefits Security Administration This F s O
. is Form is Open
Pension Benefit Guaranty Corporation B File as an attachment to Form 5500. 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

plan number (PN) B> 002

CHARLES COLE MEMORIAL HOSPITAL

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

CHARLES COLE MEMORIAL HOSPITAL 24-0802108

[Part1] 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 pian 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 1¢(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 doflar. MTIAs, CCTs, PSAs, and 103-12 |Es do not
complete lines 1b(1), 1b(2), 1c(8), 1g, 1h, and 1i. CCTs, PSAs, and 10312 IEs also do not complete lines 1d and 1e. See instructions.

Assels {a) Beginning of Year (b} End of Year

@ Total noninterest-bearing cash ...
b Receivables (less allowance for doubtful accounts):

(1) Employer contribUtions | ... 1b(1)
(2) Participant contribBUtions .. ... ..o 1b(2)
(B) OBNEI et ettt et s s
C General investments: _f
(1) Interest-bearing cash (incl. money market accounts & certificates of deposit) | | _1e(1)
(2) U.S. GOVErNMENt SECUMIES . . ___...\.oo...ecoosoooooeeressrsoess s sssssssreeserseeeee 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred et e e  1c(3HA)
(B) Ali other

(4) Corporate stocks (other than employer securities):
(A} Preferred
{B} Common

1c{4}{A)

1c(4}B)

(5) Partnership/joint venture interests ... 1c(5)
(6) Real estate (other than employer real property) 1c(6
{7) Loans (other than to participants) .. ... 1c(7)
(8) Participant 08NS ... . 1c(8 212179 169599
(9) Value of interest in common/collective trusts ... | 1c(9)
(10) Value of interest in pooled separate accounts | ... 1c(10)
(11) Value of interest in master trust investment.accounts ... 1c{11)
(12) Value of interest in 103-12 investment entities . ... 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual funds) . 1c(13) 12328941 12994204
{14) Value of funds held in insurance co. general account (unallocated contracts) .. | 1c(14) 5261940 4879122
(AB)  OTNEE e eee e es e eae e as e e b s 1c(15)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5500) 2021

v. 210624
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Schedule H (Form 5500) 2021 Page 2

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 ... ie
T Total assets (add all amounts in lines 1athrough 1¢) 1t 17803060 18042925

Liabilities
9 Beneftclaimspayable | ... e 1g
h Operatingpayables ... . 1h
I Acquisition indebtedness . .. ..., 1i
1 Otherfiabilfties . ... oot 1j
K Total liabilities (add all amounts in lines 1g through 1j) 1k
Net Assets

I Net assets (subtract line 1k from line 1) .. . ... .. Lul 17803060 | 18042925

[Partll| 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 |Es 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}
(B} Participants ... ... .. | 2a(1}B)
(C) Others (including rollovers) |_2a{1}C)

{2} Noncash contributions ... 2a(2)
{3) Total contributions. Add lines 2a(1){A), (B), (C), and line 2a(2) 2a(3)
b Earnings on investments:
{1) Interest:
{A) Interest-bearing cash (including money market

accounts and certificates of deposit) . 2b({1)}{A)
(B) U.S. Government securities ... 2b(1)(B)
{C) Corporatedebt instruments ... 2b(1}(C})
(D) Loans (other than to participants) | ... 2b(1}D)
(E) Participant 10aNS ___._____...........cccccccemmrrerrrersserereree | 26(1)(E) 12837

(F) OMET e | 2b(1}F) 116409
{G) Total interest. Add lines 2b{1}{A) through (F) 2b(1}{G

129246

(2) Dividends: (A) Preferred stock | . .. .. ... 2b(2)(A)

{B) Common stock .. . ... 2b(2)(B)

{C) Registered investment company shares (e.g. mutual funds) | 2b{2}{C) 381491

(D) Total dividends. Add fines 2b{2){A), (B), and (C} . . 2b(2)D) | . 381491
(B) RentS e 2h(3)
(4) Net gain (loss) on sale of assets: {A) Aggregate proceeds | 2b(4)}{A)

{B) Aggregate carrying amount (see instructions) . ... ... 2b(4)(B)

(C) Subtract line 2b{4)(B) from line 2b{4){A) and enter result | 2b(4)}{C)

(5) Unrealized appreciation (depreciation) of assets; {A) Real estate . | 2b{(5)}{A)
(B) OB e 2b(5)(B)
(C) Total unrealized appreciation of assets.
Add lines 2b{S{A) and (B) ... ... 2b(5)(C}
118502 12-30-21
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Schedule H {Form 5500) 2021 Page 3

{a} Amount {b)Total
{6) Net investment gain {Joss) from common/collectivetrusts ... ... 2b(6)
(7) Net investment gain (loss) from pooled separate accounts .. ... 2h(7)
(8) Net investment gain {loss) from master trust investment accounts 2b(8)

(9) Net investment gain {loss) from 103-12 investment entities ... 2h(g)
{10) Net investment gain (loss) from registered investment companies
(€.0. MUAITUNAS) | oo 2b(10) 1673735
C OHhEPINCOME | oo pee s ca e amies s en e ee s caen 2c
d Total income. Add all income amouiits in column (b) and entertotal ... .. 2d 2184472
Expenses

© Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers ... . 2e(1) 1678926

(2) To insurance carriers for the provision of benefits 2¢(2)

(B) OHNEr | it eeereeasces et 2¢(3) .

{4) Total benefit payments. Add lines 2e{1) through (3} ... 2e(4) 1678926

Corrective distributions (see instructions) ...
Certain deemed distributions of participant loans (see instructions)
INtEreSt BXPENSE | ... i i e
Administrative expenses: (1) Professional fees
{2) Contract administrator feeS | ... ...
(3) Investment advisory and management fees
(B) OTNEE et e e s
(5) Total administrative expenses. Add lines 2i(1) through(4) ... ...
j Total expenses. Add all expense amounts in column (b) and enter total
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from line 2d
Transfers of assets:
(1) TOthISPIAN | et seasssenr s
(2) Fromihisplan ...
[Part ] Accountant’s Opinion
3 Complete lines 3a through 3¢ if the opinion of an independent qualified public accountant is attached to this Form 5500.
Complete line 3d if an opinion is not attached.
@ The attached opinion of an independent qualified public accountant for this plan is (see instructions):
{1) Unmodified {2) D Qualified (3) Disclaimer {4) Adverse
b Checkthe 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 GFR 2520,103-8 and 298 CFR 2520.103-12(d). Check box (3) if pursuant to neither.
1) DOL Regulation 2520.103-8 (2) I_l DOL Regulation 2520.103-12(d) JQLH 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: SCHNEIDER DOWNS & CO., INC. (2) EN: 25-1408703
d The opinion of an independent qualified public accountant is not attached because:
{1) This form is filed for a CCT, PSA, or MTIA. __ (2) rl It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
[PartIV| Compliance Questions
4 CCTs and PSAs do not complete Part IV. MTIAs, 10312 IEs, and GlAs do not complete lines 4a, 4e, 41, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 41. MTIAs also do not complete line 41.
During the plan year: No I
@ 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.) .

8388

- TFQ -

83635
1770949

413523

173658

118503 12-30-21
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Schedule H (Form 5500) 2021

Page 4 -I I

I Yes | No | Amount

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 1if "Yes" is checked.) ... e
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® ischecked) ... ...
Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported on line 4a. Attach Schedule G (Form 5500) Part Hl if "Yes" is

CRECKEOL) | . .. ittt esteces st eeea s bes s sm s et er st

Was this plan covered by a fidelity bond? .

4 | X 5000000

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that

was caused by fraud or dishonesty? .. ...
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? .. ...
Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party

BPPTAISEI? | et s s e g s ses b a S e s ehen et et re St es et aeneefanenees
Did the plan have assets held for investment? (Attach schedule(s) of assets if "Yes" is
checked, and see instructions for format requirements.) ...
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.) ..

Were all the plan assets either distributed to participants or beneficiaries, transferred
to another plan, or brought under the control of the PBGC? . ... i,

Has the plan failed to provide any benefit when due under the plan? ..
If this is an individual account plan, was there a blackout period? (See instructions

and 29 CFR2520.101-8) | .. it s e eae bt ne e eens
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  ..................

5a

Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes," enter the amount of any plan assets that reverted to the employer this year

............ | ves Eﬂ_No

5b

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.)

5h{1) Name of plan(s)

5b(2) EIN(s) 5b(3) PN(s)

UPMC 403(B) RETIREMENT SAVINGS PLAN 25-1423657 334

UPMC 401(A) RETIREMENT SAVINGS PLAN 25-1423657 335

5¢ wasthe 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 No Not determined

If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year
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ER Retirement Plan Information OMB No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under sections 104 and 4085 of the 2021
Internat Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section 6058(a)
Department of Labor of the Internal Revenue Code (the Code).
EmpbyA%e"E:;zgﬁoiewnw This Form is Open to
Pension Benefit Guaranty Corporation » File as an attachment to Form - 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
CHARLES COLE MEMORIAL HOSPITAL plan number (PN) B> 002

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Numbef (EIN)
CHARLES COLE MEMORTAL HOSPITAL 24-0802108

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
AN INSIUCKIONS | iiiierectesctesieseasieseees e es s aceses s e s ena s a s sr s she s s s es s h e s m et 1

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): 20-3691658
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
R D A VAT oot oo e et i 3 47

Funding Information (if the plan is not subject to the minimum fundlng 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)? ..................... |__| Yes Ll No |_| N/A
If the plan is a defined benefit plan, go to line 8.

5  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 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 planyear ... 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 @MOUN) .. ... ... en e ser s

If you completed line 6c, skip lines 8 and 9.
7  Will the minimum funding amount reported on line 6¢c be met by the funding deadline? ... ... D Yes D No D N/A
8 I a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other

authority prowdlng automatlc approval for the change or a class ruling letter, does the plan sponsor or

[Lves [Ino [Imnsa

9  |fthis 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. If no, check the "No* box l Ilncrgasg | lDecrease | !Both ﬂ No

V| ESOPS (see instructions). If thls isnota plan descnbed under sectton 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? ... Yes No
11 @ Does the ESOP hold any preferred St0CK? oo eeeee oo | lYes | [No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "backto-back® loan? _
(See instructions for definition of "back-to-back" oan.) ..............oceeseiiiiiieeiiii e Yes No
12 Does the ESOP hold any stock that is not readily tradable on an established securities market? ... . ... Yes No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 550(;)120221
v. 2106
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Schedule R (Form 5500) 2021 Page 2 - | |

[ Part Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enterthe 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,

8 Name of contributing employer
b EN € Dollar amount contributed by employer
d Date collective bargamlng agreement expires (If employer contnbutes under more than one collective bargaining agreement, check box Ll
i atta I } 5 Month Day Year
Contnbutlon rate |nformat|on (If more than one rate applies, check this box I and see instructions regarding required attachment.
Otherwise, complete lines 13e(1)-and 138(2).)
{1) Contribution rate (in dollars and cents)
(2) Base unit measur Hou We

a Name of contributing employer
b N C Dollar amount contributed by employer

d Date collective bargammg agreement expires (If employer contnbutes under more than one collective bargaining agreement, check box I_l
5 o & able date,)  Month Day Year

Contnbutxon rate |nformat|on (If more than one rate applies, check this box I and see instructions regarding required attachment.

Otherwise, complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in doilars-and cents)

(2) Base unit measure: | | Hourly DWeekly

U Unit of production D Other (specify):

8 Name of contributing employer

b e C Dollar amount contributed by employer

d Date collective bargammg agreement expires (If employer contnbutes under more than one collective bargaining agreement, check box U
i e e, enter the applicable date.) Month Day Year

Contribution rate information (if more than one rate applies, check this box . 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: Hourly D Weekly

I | Unit of production rl Other (specify)

a Name of contributing employer

b eN € Dollar amount contributed by employer

d Date collective bargamlng agreement expires (If employer contnbutes under more than one collective bargaining agreement, check box I_I
i 0 e Month Day Year

ghle da )

Contribution rate information (If more than one rate applies,
Otherwise, complete lines 13e(1) and 13¢(2).)

(1) Contribution rate (in dollars and cents)
(2) Base unit measure: Hqum

Name of contributing employer

a
b EnN C Dollar amount contributed by employer
d Date collective bargaining E=1£-!f<-'-‘9rm3l'lt expires (if employer contnbutes under more than one collective bargaining agreement, check box l_l

3 3 ant } ate) Month Day Year
Contnbu’non rate information (If more than one rate applies, check this box l 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: I_I Hourly D Weekly | I Unit of production D Other (specify)

a Name of contributing employer

b EIN €. Dollar amount contributed by employer

d Date collective bargammg agreement expires (If employer contnbutes under more than one collective bargaining agreement, check box l__]
i a o g e, 6 apr } ate Month Day Year

Contnbutlon rate information (if more than one rate applies, check this box l and see instructions regarding required attachment.

Otherwise, compiete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

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

118532 12-30-21
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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:
@ The current plan year. Check the box to indicate the counting method used to determine the number of

inactive participants: last contributing employer alternative D reasonable approximation
(see instructions for required attaChmMemM) ... ...ttt 14a
b The plan year immediately preceding the current plan year. D Check the box if the number reported is a
change from what was previously reported (see instructions for required attachment) ___________________________ 14b
C The second preceding plan year [T Check the box if the number reported is a change from what was
previously reported (see instructions for required attachment). ..o 14¢
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:
@ The corresponding number for the plan year immediately preceding the current planyear ... . .. 15a
b The corresponding number for the second preceding planyear ..., 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
@ Enter the number of employers who withdrew during the preceding planyear ... ... 16a
b ifline 16ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated
t0 be-assessed against such withdrawn employers  ....................ooiiiiziiniineeiiseeziineeeiienien: 16b
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 includedasanattachment. ... ... ... . ﬂ

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 attachment

19

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

Stock: %  investment:Grade Debt: %  High-Yield Debt: %  Real Estate: %  Other: %
b Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years 3.6 years 6-9 years 9-12 years 12-15 years I:I 15-18 years D 18-21 years D 21 years or more

C What duration measure was used to calculate ling 19(b)?
Effective duration [l Macaulay duration |:| Modified duration D Cther (specify):

20

PBGC missed contribution reporting requirements. | this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a s the amount of unipaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No

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

D Yes.

D 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.

D No. The 30-day period referenced in 29 GFR 4048.25(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
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