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

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

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning  01/01/2022 and ending 12/31/2022
A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ............. » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
HOMESTEAD MEDICAL CLINIC 401(K) PLAN plan number
(PN) D 001
1c Effective date of plan
01/01/2014
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 46-3095536

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

HOMESTEAD MEDICAL CLINIC, PLC 2c Sponsor's telephone number

918-367-6533

2d Business code (see instructions)

300 N. MAIN STREET
BRISTOW, OK 74010 621111

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

3c Administrator’s telephone number

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

C Plan Name

5a Total number of participants at the beginning of the PIAN YEar................ccveveveveeeeeieceeeeeeeeeee e 5a 26
b Total number of participants at the end of the PlAN YEAT ...........c.coueueueuieceeeeeeeeeeeeeeeeee e eeeeeaeens 5b 22
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 14

COMPIETE TIS IEEIM) ...ttt et b e et e et e et e et e et e e e st e e b e e ninee s
d(1) Total number of active participants at the beginning of the plan Year ............c..cccc.cceveueeeeeeereeeseee e, 5d(1) 16
d(2) Total number of active participants at the end of the plan Yar..............cc.c.cvevevcueveeecceeeeee e 5d(2) 13
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

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

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

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

SIGN Filed with authorized/valid electronic signature. 09/13/2023 RICHARD SCHAFER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2022)

v.220413



Form 5500-SF (2022) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.) ...........ccccooiiiiiiieiicn e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.).............ccoiiiiiiiiiiii e Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

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

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSetS.......ccuiiiieieiiieieeee e 7a 405126 295621
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 405126 295621

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYEIS ..o 8a(1)

(2) Participants......................... 8a(2) 1653

(3) Others (including rollovers).. 8a(3)
b Other iNCome (I0SS)..........oovovoveveeeeeeeeeeeeeeeeeeeeeeeeeeeeerean 8b -78486
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c -76833
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DENEfitS) ... ...coviviieeiieiiieeeeee e 8d 29115
€ Certain deemed and/or corrective distributions (see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 3557
g Other EXPENSES .....oueiiiiiiiiiieieieee e 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h 32672
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i -109505
] Transfers to (from) the plan (see instructions) ................cccceeeie 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2K 2T 3D
b [If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction
PrOGIAM) ... .ottt ettt ettt ettt e 10a | X 1415
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
(=TT T Yo e o 11T - U OO 10b X
C Was the plan covered by a fidelity bond? ..o 10c X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ... 10d X
@ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the plan? (S INSIIUCHIONS.) ........ii ittt 10e | X 564
f Has the plan failed to provide any benefit when due under the plan? .............cccococoeveieeeee 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ......................... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.107-3L) o e 10h X

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

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes |:[ No
oL [0 A PP PP P PP PPPPPPPPPPIN
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40..................... l 1lla ‘
b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC

I B |

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 unpaid minimum required contribution were made
by the 30th day after the due date.

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

No. Other. Provide explanation

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

L S NSO D Yes No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line

12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

Granting the WaAIVET. ....coouuiiiiiiie et e et e e e ettt e e ettt e e ettt e e e e e e e e eaneeeas Month Day Year

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

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

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

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE GIMOUNT) ... eieiiiiie ettt ettt e e ettt e e e ettt e e s ettt e e e aasseeeeaaameeeeasaasseeaesanneeeaeaannseeeesanneeeasaannreeaean

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..................cccoeveverennene.... D Yes D No D N/A

‘Part VI | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in @Ny Plan YEar? ............c.ccoceovoeieeeeeeeeeeeeeeeee e D Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............c.ccocoiiiiiiiiiiiiniine 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONEIOl OF the PBGIC . ...ttt ettt ettt et et e et es e sttt sh e et e e st t et e ekt ess e et e st et eaneseneeh s e seneabeenenesbeenbeenreenneeas

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

which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s)
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Form SHu0-5k Short Form Annual Return/Report of Small Employee OMB Nas. 1210.0110
t‘.'lauﬁrmm! af the Traaoury Benefit Plan
riomal Reverue Seiviey This form is required ta be filed under sections 104 and 4065 of the Emplayea Retirament 2022
Dapartmanl of Labor Ingoma Security Act of 1974 (ERISA), and seclions 8D57(b) and 6088(a) of the Intarrial
Ermployea Bonefts Securly Administration Revenue Code (the Coda). This Farm Ig Open 1o
Public Iny ti
Pansion Benall Guatkanty Gorporalion ¢ _Complota all antries in accordance with the Instructions to the Form $500-SF. spection

Annual Report Identification Information

For catendar plan yasar 2022 or flacal plan year beginring P1/01/4022 and ending 1275172088
A This returnfrapart (s for: E(] # gingle-employer plan [:] a muitiple-employer plan {not multismployer) (Fllers chacking this box must attach a
iigt of particlpating emplayer Information in accordance with the form instructions. )
B This returniraport is L_] the first return/tapon D the final return/raport
D #n amended return/report [] a short plan year return/raport (less than 12 months)
€ Chack box if fling undar: E_(] Farm 5558 [:J automatic extension [:] DFVC program
D spacial extension (enter description)
D If thie i & retroactively adoptad plan permitted by SECURE Act section 201, check here, ... ......... .. » ﬂ
|_Partll_| Basic Plan Information..enter all raquasted Information
18 Name of plan 1b Thrae-digit
HOMESTEALD MEDRICAL CLINIC 401(K) FLAN plan number
(PN) b 0ol
1¢ Effactive date of plan
0lL/01/2014
2a Plan spansor's name (employer, If for a single-smployer plan) 2b Employer ldantification Number
Mailing addraas (Include reom, apt, sulte no, and straet, or P.O. Box) (EINY46~3095536
City or lown, state or provinge, country, and ZIP or foralgn postal code (if fareign, see instrugtiong) -
HOMESTEAD MEDICAL CLINIC, PLC 2c Spansor's telephone number

918=-367-6533
2d Busingss code (see instructions)

300 N, MAIN STREET

BRISTOW oK 74010 621111

3a Plan administrators name and address ¥ Same as Plan Sponsor, b adminiswators EIN

3¢ Administrator's talephone number

4 (f the name andlar EIN of the plan sponeor or the plan name has changad sinee the last returniteport filed for 4b EIN
this plan, enter the plan sponsor's nama, EIN, the plan nama and the plan number from the last return/raport,

a Sponsor's name 4d PN
¢ Plan Name
5a Total number of participants gt the Beginning of (e PIAN YBEM.,.......ccu i sresiessrnses ba 26

b Total number of particlpants at the nd af the PIAN YBBM..............r.ruewss e s esssassssessasnss 5b da
€ Number of participants with actount balances as of the end of the plan year {only deflned contribution plans 5c

complete this ifem ... . et e et R s pe TRt 14
A(1) Total numbaer of active participants at the beginning of e PN YBEE...c. e 5d(1) 16
{2} Total number of active participants at the end of the plan year................. .| 5d(2) 13
@ Number of participants who tarminated employmant during the plan yaar wlth aﬁcruad banaﬂtg thal ware Iwa Ba

than 100% vested.., R i e s e 0

Caution: A penalty tor thn Iatu nr' lneum_pletn mln_g of lhlu mturnlmpor‘t will ba anmmnd unlnm mawnnblu aauu Is eatablinhad.
Under panalties of parjury and other pemalti% sm fcmh in the tnstructions, | declars thal | have examined thig raturn/report, including. if applmabla a Schedule
33 or Qchndulm M ; and al pad b y mey.-as woll as the elactronlc version of this ratur/report, and to the best of my knowladge and

SIGN C{ l3¢ 2023 |RICHARD BCHAFER

HERE Data Entar nama of indlvidual slgning #e plan administrator

BIGN ~

HERE Signature of employer/plan sponsar Date Enter name of individual signing as amplover of plan sponsor
Ear Paparwork Raduction Act Notice, sem tha Inatructions far Form 5500-5F. Form SB00-GF fzoaa)

V220413
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Form 85600-8F (2022) Pags 2
6a Were all of the plan's assets durlng the pian year invested in allgibia 2856167 (S68 INSIUGIONE.). o rnrm ettt Yes D No
b Are you claiming a walver of the annual examination and repart of an independent gualified public acccumam (IQF’A)
utider 28 CFR 2520.104-467 (See instructions on waiver allgibility and conditions, | I Nebetbrer v et st are it e — [E Yas |:] Na
If you answered "No” to aither lina 8a or line 6b, the plan cannot use Form B500-8F and must Instead use Form 5500,
G Ifthe plan is a defined benefit plan, is it coverad under the PRGS iInaursnes program (sge ERISA section 4021)7 D Yas |:| Ner [:j Not determinad
I "Yes" is checked, entar the My PAA confirmation numbar fram the PBGC premiym filing for this plan year . (Baa nstructions.)
LPartlll | Financial Information
T Plan Assets and Liabilites {a) Begltining of Year {b) End of Yoar
B TOMA| DIAN BRI ..........crrsoocccsssaroesenssarsssonsssstrs. e, eastsebitacermnees 7a 405,126 295,621
b Total plan fabilities.......... e R I
G Not plan asgets (subtract 108 7h from IFe 7Y ... .v.crereersnsesins Te 405,126 293,621
8 Income, Expenses, and Transfers for this Plan Year {a) Amount () Total
A Contributions recelved or racalvable from;
(1) EMBIOVEIS ..y ssssibibssiestesiristrestons Ba{1)
(2) Participants. . s, | Ba(?) 1,853
{3) Otherg (Inclum mlinvars).. . e | BA(3)
b Other Income {(1088)...........coo.vieeninns e, TR b ~78,486
G _Tolal incarne (add fines Ba(1), 8a(2), Ba(3), and 8b)... 8c ~ 76,833
d Benefits pald (including dirgct rollovers and insurance pmmiums
te provide benefita),............ VTSV N - 29,115
8 _Certaln deernad and/or corractive distributions (see inatructloms). Be
f _Administrative sarvica providers (salaries, fees, commissions)..... 5t 3,557
__§ Other expenses,., ... ekttt abe s )
h Total expenses (add lines 8d, Ba, 8f, and Ba),.. 8h 32,673
i Nelincome (loss) (subtract line Bh fram ling ac) .......... 8i =~10%, 505
] Transfers to (fram) the plan (566 INSUGHIONE) . —..,.....vemres e 8|

| Part IV | Plan Characteristics

98 [If the plar provides paneion benefity, antar the applicable penslon feature codes from the Lst of Plan Characteristlc Caodes In the (nstructions:
RE RAF 2E 2J 2K 2T aD

b [ the plan provides welfare banefits, enter the applicabls wetfare feature codes from the List of Plan Characteristic Godea in the instructions:

l Part V I Compliance Questions

10 During the plan year: Yes | No Amount
#  Was thare & failure to transmit 1o the plan any participant contributions within the time pariod
deactibed in 28 CFR 2610.3-1027 (See Inatructions and DOL's Voluntary Flduclwy Correclion
PROGEEMY (oo oot et 10a | % 1,415
b werm thara any nﬂnwamm transactionm with By party-ln-intarast? (Do et Inc:luda tranaactfona
raportad on 11Ne 108,)...,....v i, . e OO I [ b
£ Wasthe plan coverad byafldallty BONAT oot | 108 R
d Did the plan hava & loss, whather or not reimbursed by tha plan 5 fldellly bond, that was cauged
by fraud or dishonesty? ..o " [TV T 10d *
&  Wara any fess of commigalons paid to any brokers, agantﬁ, or othet parsons by an ingurance
cartiar, Insurance sarviee, or olher prgankzation that provides seme or all of the beneflis under y "
6 PIBNT (S8 INBIUGTONE . Y1 orvcvoricnirrentinsiseriarasimssssrsssrsstasrasats st mnsstivesssisssessssossesens s pgrvenssseener | 108 564
f Has the plan falled to provide any benefit when due under the pIBNT ... | 40F
4 Did the plan have any participant ioans? (If "Yes," enter amaunt as of year-and.) ... 10g X
b Ifthis 18 an Individusl gecount plan, was there & blackout parlod? (See inatruclions and 28 GFR
B0 10T, ..o tbssmisss s s iesess s s sesseeesorans s cssseesees e e | A0R X
| 1f 10h was answerad “Yes,"” ahack the bax if vou either pravided the required netice or one of the
excaptions to providing the notice appllad undar 28 CFR 282010143 rineens | 108
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Form B500-8F (2022) Pags 3- r-—-«wl

lPart vi | Penslon Funding Compliance

11 15 this & definad benefit plan subject to minimum funding requiraments? (If "Yes," see instructions and complete Schadule SB
(F?rm 8300) and lines 11a und b below.) If this ta a definad contribution pansion plan, laave line 11 blank and complete line 12 [] Yag E| No
below,.......... T sy s e PP VTR e riiear s g, L nie ety e

A Enter the unpald minfmum requirad contributions for all years from Schadule S8 (Form 5500 line 40

b PBGC missed contribution teporting requlrarments, If the plan Is covered by PBGC and the amaunt mmrtad on Iina t1a is greater than $0, hag PRGE
baan nolifled ag required by ERISA sections 4043(c)(5) andior 303(k)(4)7 Check the applicable box:

Yes,

[

D No. Reporting was walved under 28 CFR 4043, 26(c)(2) bacause contributions wejual to or excesding the unpaly minimum required contibution were mads
by the 30th day after the due dats.

[:] No. The 30-day perlod referancad ln 28 CFR 4043.25(c)(2) has not y#t ended, and the sponser intends to make a contribution equal to or axcaading the
unpaid minimum required contribution by the 30th day after the due dute,

[:I No. Othar, Pravide explanation

12 15 this a defined contribution plan subject to the minimurm funding requiremerts of saction 412 of the Code or saction 302 of
ERIBAT ..., b s TR LA LS (FL b 14 440440 5t emr s st rne e eeaes TV U Yas E,:I No
(IM"Yes." complete lIng 12a or lines 12b, 17c, 124, and 128 balow as appllcabla iy this is @ defined banafit penslon plan, loava line
12 blank and complete line 11 above.

a If a waivar of the minimum funﬁlng standard for a prior year is being amartized in this plan yatt, saa instructions, and entar the date of the letter ruling

granting the walyer, L e b Letu bty e s ... Month Lay Year

If you eornpleted ling 12": aomglata lines 3.9 and 10 of Sehadula MB {Form 5500!, nnﬂ akin tc.a Ilna 13.

b_Enter the minimum required comribution For this pIaN YA ....c.cc.....ocoeererrreocecr e coms oo | 12D

€ Enterthe amaount contributed by the employar to the plan for this plan year .. LT e 12c

o Subtract the amount In line 12¢ fram the amaount In ling 126, Enter the rasult (antar a mlnus $I§m to thﬂ Iaft cnf a 124
negative Bmoumnt) ..o T T T H OO UIPP T T TRt T T TLiTIreerews Sbbratienr e

8 Will the minimum funding amount reported on line 12d be mat by the funding deacling?..................... e L Yes LJ No [ ] N/A

IPM Vil | Plan Terminations and Transfers of Assats
138 Has a resolution to lerminate tha plan besn adopted In BNy pIaN VBRI ... .. oo s ; Q Yeos No

M *Yas," antor the amount of any plan assets that revaried to the employer NS YEBF.........o.voeroeeeeeseeeesron, 13a

b Were all the plan assats distributed to paﬂlclparm o banaﬂcilrias. trangforrad to another plan o bmught undar the D Yeos IE No
gontral of the PBGC? ., b om0t o e e s

C If, during thig plan year, ary assma ar liabilities ware tmnsfarrad from this plnn o anothar plan(s) |dantify the plan(s) tc:
which assats or llabillties were tranaferred. {Bee Instructions,)

13e(1) Name of planis); 13e(2) EIN(s) 13c(3) PN(s)




