Form 5500-SF

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

Benefit Plan

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal
Revenue Code (the Code).

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

OMB Nos. 1210-0110
1210-0089

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:

B This return/report is

C Check box if filing under:

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

D the first return/report

an amended return/report

Form 5558

a single-employer plan

|:| a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)

|:| the final return/report

|:| a short plan year return/report (less than 12 months)

|:| automatic extension

D special extension (enter description)

D DFVC program

| Partll | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
RELEVATE HEALTH MANAGEMENT, LLC. 401(K) PROFIT SHARING PLAN plan number
(PN) P 001
1c Effective date of plan
10/16/2007
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) 87-2676505
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2c Sponsor’s telephone number

RELEVATE HEALTH MANAGEMENT, LLC.

4270 IVY POINTE BLVD

SUITE 220

CINCINNATI,

OH 45245

513-864-8900

2d

Business code (see instructions)
541990

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 47-4392466
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 RELEVATE HEALTH GROUP, INC. 4d PN 001
C Plan Name
RELEVATE HEALTH GROUP, INC. 401(K) PROFIT SHARING PLAN
5a Total number of participants at the beginning of the Plan YEar.............c.cccoveeoveuieeeeeieeeeeeeeeeeee e 5a 107
b Total number of participants at the end of the PIAN YEAT .............ccoeeueuiviveeeeeeeeeeeee et es s en s 5b 192
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 174
(oo 4] o1 [= 1 (g TES 1 (=] o ) T TP PP P T PRPOTPPRP
d(1) Total number of active participants at the beginning of the plan Yar...............cc.coeveveievereuereeieeieieeeeiesen 5d(1) 83
d(2) Total number of active participants at the end of the Plan YEar ..........c..cccrirrireeinieeeee e, 5d(2) 94
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 3
5e
ENAN 1000 VESTEU ...ttt sttt st e sttt se e e sr et e e e st e e s e e st e s b e e ee e e sn et e e e shn e e nn e e sr e enneenreenneeennees

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. 10/16/2023 SABRINA INGRAM
HERE ) L L S -
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 (2021)
v.201209




Form 5500-SF (2021) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCHIONS.) ........cccviiiiiieeiiiieiniee 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.)...........cooouiiiiiiiieiiiii 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)7 ...... |:| Yes |:| 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.)

| Part lll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total PIAN @SSELS ...evuvveeieiiieiiieie e 7a 7836590 12892555
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) ............c...c.cceenene.. 7c 7836590 12892555
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS .ot 8a(l) 205423
(2) PartiCiPANTS.....cveeueeieieieieeeee e 8a(2) 584503
(3) Others (including rolloVers).............cueeeieicuiiiiieeesiciiiiiee e 8a(3)
Other iNCOME (I0SS) ....cvveiveeiieece et 8b 1206331
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 1996257
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFILS) ......cvecuverieieeiicieceeeeeeeeeeeeee e 8d 378880
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 29816
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 408696
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 1587561
j Transfers to (from) the plan (see instructions)............cccccecevennen. 8j 3468404

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A  2E 2F 2G 23 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 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
(e (01| =1 1) I PP U PP PP UPPPTPT 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
L= oo 4 (=T JXeT o N g T 0T U 10b X
Was the plan covered by a fidelity bond? ..o 10c | X 500000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF DISNONESLY?......ccuviiuiiiiiiecie ettt ettt ettt et s et aa e st e e s e s be et e stesaeesreeaeeeas 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 INSIIUCTIONS.) .. ...uuiiii ittt aeaa e 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........c.c.ccccoceveveveveveernnnne. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 109 | X 54445
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1071-3.) 1ottt 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 ..........ccoviivieiniieeniiiieiieeeene 10i




Form 5500-SF (2021) Page 3-| 1

[Part \ | Pension Funding Compliance

11 Is 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 |:| Yes |:| No
L= [0 T T PP
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... ‘ 1la ‘

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

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

N N N |

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
= S O O O O PP PP PPPPPPPPPPPPPPPIRE 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 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 letter ruling
OFANTING T8 WAIVET. ....eiiiiiiieeeiii ettt e e ettt e e e e e aatt bttt e e e e aasbbbeaeeaaaannbneeeaeesaanrnneen 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 PIAN YEAI ................cccccovrreeeereresirereeeeeseeeeerereeerseseeeseenns 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoiiiiiiiiiiiiiinii s 12c

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LT L Y=Y Ty oIV g T T T T P TP P PP PPPPPPPPPPRt

€ Wil the minimum funding amount reported on line 12d be met by the funding deadling?...................c.ccccevvrvernnnn.n. D Yes D No D N/A

[Part VII | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any pIan YEAr? .............ccccoeeveveveveeeeeeeeeeeeeeeeeeeeee s |:| Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONLIOI OF tNE PBGC? ...ttt e ettt e sttt e e sh ket e sttt e e s ab st e s s bt e e eatbseesasb e e e aabsbessbseeessbaeesasreeesssneeas

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)




Form 5500-SF Short Form Annual Return/Report of Small Employee O oe, e Sras
Department of the Treasury Benefit Plan
TSV EN. DY This form Is required to be filed under sections 104 and 4065 of the Employee Retirement | 2021
Department of Labor Income Security Act of 1974 (ERISA), and sectlons 6057(b) and 6058(a) of the Internal
Employee Benefits Seurity Administration Revenue Code (the Code). Th;: :' T:I“nrmnto
PENRR SN, DI SO » Complete all entries In accordance with the Instructions to the Form 5500-SF.
[ Partl [ Annual Report Identification Information - _
For calendar plan year 2021 or ﬁscal plan year beginning 01/01/2021 and ending 12/31/2021
A This retum/report is for: @ a single-employer plan _-_l a mulliple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This retum/report is D the first retum/report D the final return/report
@ an amended retum/report ___| a short plan year return/report (less than 12 months)
C Checkboxifflingunder:  [§) Form 5558 ] automatic extension ] DFVC program

D special extension (enter description)
D Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here
Basic Plan Information—enter all requested information

lllllllllllll

1a Name of plan 1b Three-dig:e
Relevate Health Management, LLC. 401 (k) Profit Sharing Plan l{’:‘:} “';'“ d 001
1¢ Effective date of plan
10/16/2007
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (incdlude room, apt., suite no. and street, or P.O. Box) (EIN)B7-2676505
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢ Sponsor's telephone number
Relevate Health Management LLC. 513-864-8900
_ 2d Business code (see instructions)
4270 Ivy Pointe Blvd
Suite 220
Cincinnati OH 45245 541990
3a Plan administrator's name and address E Same as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last retumireport filed for 4b EIN

this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last retum/report. 47-4392466
a Sponsor's nameRelevate Health Group, Inc. 4d PN
C PlanName  Relevate Health Group, Inc. 401(k) Profit Sharing Plan S04

5a Total number of participants at the beginning of the PlaN YEar ............cccceerisemsmsmssssnismessesssssisesmasessassssesss o3 107

b Total number of participants at the end of the plan year ... etseetuesasetaet s SRR e At Asa AR AR R e R R enes Sb _ 192
C Number of participants with account balances as of the end nf the plan year (only defned contribution plans 5c

COMPIBLE TS HBIM)...... cocvcerrentorssortoorernsenssonsorsrovrrss soavesmusnrrnsterss spsssss sOPsoBasaennssbeirssn et 4040 4005400 1IEE1EE 000 1504 PEEEIEE1O1LIALOINON | | _ 174
d(1) Total number of active participants at the beginning Of the PIAN YEAN..........cceeuerrererressesisrssessssessssssesesssnsssssssess 5d(1) 83
d(2) Total number of active participants at the end of the Plan YEar..........ceeeererrerersesensassssssrssesasnes P Taa— 5d(2) 94
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 56

INAN 100% VEBIBY ......ccoieaessssssosssaassassssisassosnsosssisssasaasassoni ssassoasssasas sansissonsossassansssunsnnsassissnsessaassvetsavsesissameesas aises 3

Caution: A pena 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 returrﬂrepun including, if applicable, a Schedule

SB or Schedule MB completed and signed by an enrolled acluary, as well as the electronic version of this returm/report, and to the best of my knowledge and
pelief, it is true. comrect, and complete,

) | A 1§abrina Ingram
Enter name of individual signing as plan administrator

Enter name of individual s

For Paperwork Reduction Act Notice, see the Instructions for Form 6500-SF,

Form 6500-SF (2021)
v.201209



Form 5500-SF (2021)

s __Page 2
6a Were all of the plan's assels durng the plan year Invesied In eligible asseta? (8ea Inslructions.)... poes Yes :| No
b Are you daiming a walver of the annual examinallon and report of an independent qunlll’lad publiu ucmuntnnt (IGPA)
under 29 CFR 2620.104-467 (See Instructions on walver eligibllity and condilions.).... — LRSI IRt s s s Yes D No

If you answered "No" to elther line 6a or line 8b, the plan cannot use Form 5500 EF nnd mult Imtold use Farm ssoo
C Ifthe planis a defined benefit plan, is it covered under the PBGC Insurance program (see ERISA section 4021)7 ......
If “Yes" Is checked, enter the My PAA confimaltion number from the PBGC premlum filing for this plan year

| Part Il | Financial Information

7  Plan Assets and Liabilities - a) Beainnina of Year b End of Year
@ TOAl PlAN BSSIS ..cceeueeiiiiiiiiiitniiestessseseseessnsessnessansessasesnnsssnsens 7,836,590 12,892,555

D Toal DIan Habilities o..ociirieiinntiiiinnessismtesssssssssnsssessnsessstssssassess
C Nel plan assets (subtract line 7b from lIne 78) ...vcieecriiinernnsess

8 Income, Expenses, and Transfers for this Plan Year

a Contnbutions received or receivable from:
1) Employers .....ccceernennns

Yes []No [] Not determined
S __ (See instructions.)

12,892,555
b) Total

ERliAs s ananishiRaERiaRERERERER IR R I R R REEREREREREERERER

_C Total income (add lines Bam. 8a(2), 8a(3), and 8D) ....eeeerrrerrenens

d Benefits paid (including direct rollovers and insurance premiums
to provide benefits) . .ouciiciiiiiiiccii e

_e Certain deemed and/or corrective distributions (see instructions) . 8o _
f _Administrative service providers (salaries, fees, commissions)..... 8f 29,81€ _
g ONEr BXPENSES ..ccuveeireriiarssnrssssssnsssssssasssssstsssnsassssassssassasassnssssssss 8¢C _
Total expenses (add lines 8d, 8e, 8f, and 89) .........cccoocnnnen....e.. 8h

Net income (loss) (subtract line 8h from line 8¢C) .........ccccoerererrerenen 8i
Transfers to (from) the plan (see instructions)

............................... Bj 3,468,404
| Part IV |Plan Characteristics

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

1,996,257

408,696
1,587,561

e | = :

| PartV | Cnmpl-iance Questions

10  During the plan year:

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

described in 29 CFR 2510.3-1027 (See instructions and DOL'’s Voluntary Fiduciary Correction
L L) PP p——

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOME ON HING T08.)....cc0icieiermrencnraisssossessesssenssserossssascsssssssasasssssssssarorssasssssssssissssssssssssssssassssssranses

C Was the plan covered by a fidelity DONA? ......ocovvienrimnnniiisnnimnnissssessssssssssss 500,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

by fraud or dishonesty?........coeeeveeeesernns p—— SO S - RS BT SOt
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance

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

the plan? (See INSITUCHONS.)....cc.vuiiiiirersicrersrmrerarmrsrrrrssssssssnsesssesresnsrenssesssseasesersresssssssesssssssssnessases e
f Has the plan failed to provide any benefit when due under the PIan? ........c.cceeireeresssersssrsssaaes
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ... s 10g n- 54,445

S T T a—er

2520l101-3l] FRERARFEFRARSRFFRA AR FFR R R AR FR R R FR AR R

IREEFEARRA AR R A R sa AR RdndnnanEiginna s i nnnEinanniand
e e ———————————————— . e

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the m

If this is an individual account plan, was there a blackoul period? (See Instructions and 29 (.:-FR .n
10h

exceptions to providing the notlce applied under 29 CFR 2520.101-3 ....1u1meimeesenmsannsassnanss

EITAT L L AR]




iPart Vi I .I?anslon Funding Compliance | o - )

11 Is this a defined benefit plan subject to minimum funding mquiramanla;-(lf "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this Is a defined contribulion pension plan, leave line 11 blank and complete line 12 :| Yes
DRI, < ainissinaanansbiininninsn fasian baa i kpsninniastbiRsiR NI BR AR E B AR SE I Mo R a b ol inNbd i bl s T baan)na A O ne AN s iOE Ry b aa HA IS UOaA T hadedd b inin i vaddanss

No

a__Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................

b PBGC missed contribution reporting requirements. If the plan Is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

[:_ Yes.

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 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
ERISA?

llllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll

(If "Yes,” complete line 12a or lines 12b, 12¢, 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 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 letter ruling
Qranting 18 WEBIVEL, ......ccccossssssosscusessonssssossmnranerssssenmnzamissassonnossssansasasassastassassaissnonsensstsnasssssoussasssasasssase

Month Da 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 year ................... iivevbaa il ikl i fnaBpiein s Ui 12b
C_Enter the amount contributed by the employer to the plan for this PlaN YEAC .....uceeveeereeeeenensereeesseresarererarsesssnsnessssrans 12c _
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGAtiVe AMOUNME) L.ieeitiiiti s iesie s et iaei et e ae s ieee et e s e s cos st et e s s h et e e e s st st e e e sttt e s —
e Will the minimum funding amnunlrepurled on line 12d be met b! the funding deadling?..........ovocemuuuceaecrensnneraoane. l Yes | | No [ | N/A

|Part Vil l Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any plan year‘? ...........................................................................

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

b Were all the plan assets distributed to participants or heneﬁcianes transferred to another plan, or brought under the I: Yes E No
control of the PBGCY? ............. cestmiertsssssnsiissasrasashsnsssessns smassesasusnnt e et a st s e nsnss e e s nses st s s s ettt sasaanansmsnamansasasasssnsncs -

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.)

13¢c(1) Name of plan(sl

— —

_ _  13¢(2) EINs) I ~ 13c(3) PN(s)




