Annual Return/Report of Employee Benefit Plan

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

Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor » Complete all entries in accordance with

OMB Nos. 1210-0110
1210-0089

2022

Employee Benefits Security

Administration the instructio

Pension Benefit Guaranty Corporation

ns to the Form 5500.

This Form is Open to Public
Inspection

Part | | 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: 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)

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 1b Three-digit plan
POCONO MEDICAL CENTER HEALTH BENEFIT PLAN number (PN) » | 501
1c Effective date of plan
07/01/1940
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 24-0795623
POCONO MEDICAL CENTER 2C Plan Sponsor’s telephone

LEHIGH VALLEY HOSPITAL-POCONO

206 E BROWN ST
EAST STROUDSBURG, PA 18301-3006

206 E BROWN ST
EAST STROUDSBURG, PA 18301-3006

number
570-476-3365

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, | d

eclare that | have examined this return/report, including accompanying schedules,

statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

IEIIEGR'\IIE Filed with authorized/valid electronic signature. 10/17/2023 LYNN LANSDOWNE
Signature of plan administrator Date Enter name of individual signing as plan administrator
IEIIEGR’\IIE Filed with authorized/valid electronic signature. 10/17/2023 LYNN LANSDOWNE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2022)
V. 220413
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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 ‘ 198
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the PlIan YEar ..............cccoceveievcueveceesecescee e 6a(1) 198
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 215
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b 0
C Other retired or separated participants entitled to future benefits.............ooiiiii 6C 0
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 215
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccccoecveiiiiiieiccne s 6e
' TOtal. AQG INES BA BNA BE. .....oeovreeeeirceeeesceseee et ees et s sttt 6f 215
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEEE TS IIEIM).....vceecececece ettt ettt ettt ettt et et e e e e e e e e e e e s ee s e sassee e e en s s s enas s seanan s nen s s e s s s enn s s enn s s ennans 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. ... cv.vieeceetis ittt ettt et sttt ee ettt se et et e ees et et s e s et et eesca et s e cs et b st et s s ns et et s s et bt snscbesennssb s s snes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7

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

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4A 4D 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
(4) M General assets of the sponsor (4) N General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) (1) D H (Financial Information)
2) D I (Financial Information — Small Plan)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) D A (Insurance Information)
actuary @) C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wooveoeeeeerenerenis e [] Yes X No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes No

11c Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




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 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab )
Employee Bgr?e?frit?gre]cﬂrityaAgbinistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
POCONO MEDICAL CENTER HEALTH BENEFIT PLAN plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
POCONO MEDICAL CENTER 24-0795623

| 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).. . . ............ |:| Yes 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) 2022
v. 220413
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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




Schedule C (Form 5500) 2022

Page3-[ 1 |

2.

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).

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

HIGHMARK INC

compensation? (sources

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

(f)

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

(¢)]

Enter total indirect
compensation received by
service provider excluding

eligible indirect

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

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No

Yes D No

Yes D No

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

23-1294723
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
163921
DAVIS VISION
11-3051991
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

14963

Yes D No

Yes D No

Yes D No

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

UNITED CONCORDIA COMPANIES INC.

25-1687586
(b) (c)
Service Relationship to

Code(s)

employer, employee
organization, or

person known to be
a party-in-interest

(d)

()

Did service provider

(f)

Did indirect compensation

(¢)]

Enter total indirect

Enter direct

enter -0-.

compensation paid
by the plan. If none,

receive indirect

other than plan or plan
Sponsor)

compensation? (sources

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

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

14135

Yes D No

Yes D No

Yes D No
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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 I | 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.

() 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

() 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

() 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

() 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:




United Concordia Companies, Inc.
SCHEDULE C DATA REPORT

Policy Period: 1/1/2022 - 12/31/2022
Account Name: POCONO MEDICAL CENTER
Account Number: 0052996
843399-006, 843399-001, 843399-010, 843399-002, 843399-007, 843399-000, 843399-008,
Group Number(s): 843399-005, 843399-009, 843399-004, 843399-003
EIN: 25-1687586
NAIC: 89070

l. Payments RECEIVED By United Concordia:
Direct Compensation

Administrative Fees* $14,134.82
. Payments MADE By United Concordia:

Producer Name: Producer Address: Commissions Paid:
$0.00

Indirect Compensation
Agency Commissions and Other Payments** $0.00

The above figures, at the time of this report, are accurate and correct to the best of our knowledge.

Notes: *This amount includes the administrative fee and the network access fee due to claims administrator per the
Agreement for Administrative and ClaimsPayment Services. Additional details available upon request.

**This amount includes producer commissions and other reportable monetary and nonmonetary amounts
where eligibility for the payment or amount was based (in whole or in part) on business placed or retained.

Bonus Paid:

$0.00
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5558 Application for Extension of Time OMB No. 1545-0212
Form . .
(Rev. Septermber 2018) To File Certain Employee Plan Returns
» For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Department of the Treasury » Go to www.irs.gov/Form5558 for the latest information.
Internal Revenue Service
iclgdl Identification
A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer’s identifying number (see instructions)
POCONO MEDICAL CENTER Employer identification number (EIN) (9 digits XX-XXXXXXX)
Number, street, and room or suite no. (If a P.O. box, see instructions) 24-0795623
206 EAST BROWN STREET Social security number (SSN) (9 digits XXX-XX-XXXX)
City or town, state, and ZIP code
EAST STROUDSBURG, PA 18301
C Plan name Plan Plan year ending—
number MM DD YYYY
POCONO MEDICAL CENTER HEALTH BENEFIT PLAN 5 0 1 12 31 2022

IEZXAI] Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

o 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 I, C above.

| request an extension of timeuntil 1 0 /1 6 /2 0 2 3 tofile Form 5500 series. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 5500 series.

| request an extension of time until / / 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.

[ Extension of Time To File Form 5330 (see instructions)

| 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.

Enter the Code section(s) imposingthetax . . . . . . . . . . . » | a |
Enter the payment amount attached. . . . . . . . . . . . . . . . . . . . . . » b
For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendmentdate . . . » c

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 » Date »

Cat. No. 12005T Form 5558 (Rev. 9-2018)
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Page 2

General Instructions

Section references are to the Internal Revenue
Code unless otherwise noted.

What's New

An extension of time to file Form 5500 Series
(Form 5500, Annual Return/Report of
Employee Benefit Plan; Form 5500-SF, Short
Form Annual Return/Report of Small
Employee Benefit Plan; Form 5500-EZ,
Annual Return of One-Participant (Owners
and Their Spouses) Retirement Plan); and/or
Form 8955-SSA, Annual Registration
Statement Identifying Separated Participants
With Deferred Vested Benefits; and an
extension of time to file Form 5330, Return of
Excise Taxes Related to Employee Benefit
Plans, must be submitted on separate Forms
5558. A signature is not required for an
extension of time to file Form 5500 series and
Form 8955-SSA. However, a signature is
required for an extension of time to file Form
5330.

Future Developments

For the latest information about developments
related to Form 5558 and its instructions,
such as legislation enacted after they were
published, go to www.irs.gov/Form5558.

Purpose of Form

Use Form 5558 to apply for a one-time
extension of time to file the Form 5500 series,
Form 8955-SSA, or Form 5330.

To avoid processing delays, the
A most recent version of this Form
5558 should always be used. For
(TN example, this Form 5558 (Rev.
September 2018) should be used instead of
the August 2012 version or any other prior
version. To determine the most recent version
of this form, go to www.irs.gov/Retirement.

Where To File

File Form 5558 with the Department of
Treasury, Internal Revenue Service Center,
Ogden, UT 84201-0045.

Private delivery services. You can use
certain private delivery services (PDS)
designated by the IRS to meet the “timely
mailing as timely filing” rule for tax returns. Go
to www.irs.gov/PDS for the current list of
designated services.

The PDS can tell you how to get written
proof of the mailing date.

For the IRS mailing address to use if you're
using PDS, go to www.irs.gov/PDSstreetAddresses.

PDS can’t deliver items to P.O.
A boxes. You must use the U.S.

Postal Service to mail any item to
(X GITR an /RS P.O. box address.

Specific Instructions

Part I. Identification

A. Name and Address

Enter your name and address in the heading if
you are requesting an extension of time to file
the Form 5500, Form 5500-SF, Form 5500-
EZ, and/or Form 8955-SSA, or Form 5330.

The plan sponsor (generally, the employer
for a single-employer plan) or plan
administrator listed on the application should
be the same as the plan sponsor or plan
administrator listed on the annual return/
report filed for the plan.

Include the suite, room, or other unit
number after the street address. If the Post
Office does not deliver mail to the street
address and you have a P.O. box, show the
box number instead of the street address.

If the entity’s address is outside the United
States or its possessions, or territories, enter
in the space for city or town, state, and ZIP
code, the information in the following order:
city, province or state, and country. Follow
the country’s practice for entering the postal
code. Do not abbreviate the country name.

If your mailing address has changed since
you filed your last return, use Form 8822-B,
Change of Address or Responsible Party —
Business, to notify the IRS of the change. A
new address shown on Form 5558 will not
update your records. You can get Form 8822-
B at www.irs.gov/Form8822B.

B. Filer’s Identifying Number

Employer identification number (EIN). Enter
the nine-digit EIN in an XX-XXXXXXX format,
assigned to the employer for all applications
filed for the Form 5500 series (Form 5500,
Form 5500-SF, Form 5500-EZ) and/or Form
8955-SSA. Also enter the EIN for applications
filed for Form 5330 (see Social security
number (SSN) next for exceptions).

An entity that does not have an EIN should
apply online by visiting the IRS website at
www.irs.goVv/EIN. The organization may also
apply for an EIN by faxing or mailing Form
SS-4 to the IRS. Customers outside the
United States or U.S. possessions may also
apply for an EIN by calling 267-941-1099 (toll
call).

Social security number (SSN). If you made
excess contributions to a section 403(b)(7)(A)
custodial account or you are a disqualified
person other than an employer, and you are
applying for an extension of time to file Form
5330, enter your nine-digit SSN in an XXX-XX-
XXXX format. Do not enter your SSN for Form
5500, Form 5500-SF, Form 5500-EZ, or Form
8955-SSA.

C. Plan Information

Complete the plan name, plan number, and
plan year ending for the plan included on this
Form 5558.

Part Il. Extension of Time To File
Form 5500 Series and/or Form
8955-SSA

Use Form 5558 to apply for a one-time
extension of time to file the Form 5500 series
(Form 5500, Form 5500-SF, Form 5500-EZ)
and/or Form 8955-SSA.

Do not include the Form 5500
A series (Form 5500, Form

5500-SF, Form 5500-E2) or the
[\ I Form 8955-SSA with this form.

Exception: Form 5500, Form 5500-SF, Form
5500-EZ, and Form 8955-SSA filers are
automatically granted extensions of time to
file until the extended due date of the federal
income tax return of the employer (and are
not required to file Form 5558) if both of the
following conditions are met: (1) the plan year
and the employer’s tax year are the same;
and (2) the employer has been granted an
extension of time to file its federal income tax
return to a date later than the normal due date
for filing the Form 5500, Form 5500-SF, Form
5500-EZ, or Form 8955-SSA. An extension
granted under this exception cannot be
extended further by filing a Form 5558 after
the normal due date of the Form 5500, Form
5500-SF, Form 5500-EZ, or Form 8955-SSA.

An extension of time to file a Form 5500,
Form 5500-SF, Form 5500-EZ, and/or Form
8955-SSA does not operate as an extension
of time to file the PBGC (Pension Benefit
Guaranty Corporation) Form 1, Annual
Premium Payment.

How to file. A separate Form 5558 must be
used for each plan for which an extension is
requested. For example, if an employer
maintains a defined benefit plan and a profit-
sharing plan, a separate Form 5558 must be
filed for each plan. A single Form 5558 may,
however, be used to extend the time to file a
plan's Form 5500 series return/report and its
Form 8955-SSA.

Lists of other plans should not be attached
to a Form 5558. Only the plan listed on Form
5558 will be processed. Lists attached to the
Form 5558 will not be processed.

When to file. To request an extension of time
to file Form 5500, Form 5500-SF, Form 5500-
EZ, and/or Form 8955-SSA, file Form 5558 on
or before the return/report’s normal due date.
The normal due date is the date the Form
5500, Form 5500-SF, Form 5500-EZ, and/or
Form 8955-SSA would otherwise be due,
without extension.

Applications for extension of time to file
Form 5500, Form 5500-SF, Form 5500-EZ,
and/or Form 8955-SSA that are filed on or
before the return/report’s normal due date on
a properly completed Form 5558 will be
automatically approved to the date that is no
later than the 15th day of the 3rd month after
the return/report’s normal due date.
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Note: If the filing date falls on a Saturday,
Sunday, or a legal holiday, the return may be
filed on the next day that is not a Saturday,
Sunday, or a legal holiday.

Approved copies of Form 5558 requesting
an extension of time to file Form 5500, Form
5500-SF, Form 5500-EZ, and/or Form 8955-
SSA will not be returned to the filer from the
IRS.

Line 1. Check this box if the extension of time
being requested on line 2 is for the first Form
5500 series return/report filed for the plan.
This box should not be checked if the plan
previously filed a Form 5500 series return/
report at any time for any year.

Line 2. Enter on line 2 the due date for which
you are requesting to file Form 5500, Form
5500-SF, or Form 5500-EZ. This date should
not be later than the 15th day of the 3rd
month after the normal due date of the return/
report.

When using Form 5558 to request an
extension of time to file Form 5500, Form
5500-SF, or Form 5500-EZ, plan sponsors or
plan administrators are not required to sign
the form. If Form 5558 is timely filed and
complete, you will be granted an extension to
not later than the 15th day of the 3rd month
after the return/report’s normal due date to
file Form 5500, Form 5500-SF, or Form 5500-
EZ.

Line 3. Enter on line 3 the due date for which
you are requesting to file Form 8955-SSA.
This date should not be later than the 15th
day of the 3rd month after the normal due
date of the return.

When using Form 5558 to request an
extension of time to file Form 8955-SSA, plan
sponsors or plan administrators are not
required to sign the form. If Form 5558 is
timely filed and complete, you will be granted
an extension to not later than the 15th day of
the 3rd month after the return's normal due
date to file Form 8955-SSA.

Part lll. Extension of Time To File
Form 5330

File one Form 5558 to request an extension of
time to file Form 5330 for excise taxes with
the same filing due date. For specific
information on excise tax due dates, see the
Instructions for Form 5330.

How to file. A separate Form 5558 must be
used for an extension of time to file Form
5330. For example, if an employer maintains a
profit-sharing plan and wishes to request
extensions of time to file Form 5500 and Form
5330 for the plan, a separate Form 5558 must
be used for an extension of time to file Form
5500 and an extension of time to file Form
5330.

An extension of time to file does
A not extend the time to pay the

tax due. Any tax due must be
LLbllCLl paid with this application for an

extension of time to file Form 5330.
Additionally, interest is charged on taxes
not paid by the due date even if an
extension of time to file is granted.

Note: The IRS will no longer return stamped
copies of the Form 5558 to filers who request
an extension of time to file a Form 5330.
Instead, you will receive a computer-
generated notice to inform you if your
extension is approved or denied. Because of
this change, we ask you to attach a
photocopy of this notice to your Form 5330.

When to file. To request an extension of time
to file Form 5330, file Form 5558 in sufficient
time for the IRS to consider and act on it
before the return’s normal due date.

The normal due date is the date the Form
5330 would otherwise be due, without
extension.

Line 4. On line 4, enter the requested due
date. If your application for extension of time
to file Form 5330 is approved, you may be
granted an extension of up to 6 months after
the normal due date of Form 5330.

Line 4a. Indicate the section(s) for the excise
tax for which you are requesting an extension.

Line 4b. Enter the amount of tax estimated to
be due with Form 5330 and attach your
payment to this form.

Make your check or money order payable
to “United States Treasury.” Do not send
cash. On all checks or money orders, write
your name, filer’s identifying number (EIN or
SSN), plan number, Form 5330 section
number, and the tax year to which the
payment applies.

Line 5. The IRS will grant a reasonable
extension of time (not to exceed 6 months) for
filing Form 5330 if you file a timely application
showing that you are unable to file Form 5330
because of circumstances beyond your
control. Clearly describe these circumstances.
Generally, an application will be considered
on the basis of your own efforts to fulfill this
filing responsibility, rather than the
convenience of anyone providing help in
preparing the return. However, consideration
will be given to any circumstances that
prevent your practitioner, for reasons beyond
his or her control, from filing the return by the
normal due date, and to circumstances in
which you are unable to get needed
professional help in spite of timely efforts to
do so.

If we grant you an extension of
A time to file Form 5330 and later
find that the statements made on
LLULLY this form are false or misleading,
the extension will be null and void. A late filing
penalty associated with the form for which
you filed this extension will be charged.

Signature

If you are filing Form 5558 for an extension of
time to file Form 5330, the Form 5558 must
be signed. The person who signs this form
may be an employer, a plan sponsor, a plan
administrator, a disqualified person required
to file Form 5330, an attorney or certified
public accountant qualified to practice before
the IRS, a person enrolled to practice before
the IRS, or a person holding a power of
attorney.

If you are filing Form 5558 for an extension
of time to file Form 5500 series return/report
or Form 8955-SSA, a signature is not
required.

Privacy Act and Paperwork
Reduction Act Notice

We ask for the information on this form to
carry out the Internal Revenue laws of the
United States and the Employee Retirement
Income Security Act of 1974 (ERISA). We
need it to determine if you are entitled to an
extension of time to file Form 5500, Form
5500-SF, Form 5500-EZ, and/or Form 8955-
SSA, or Form 5330. You are not required to
request an extension; however, if you want an
extension, section 6081 requires you to
provide the information. Section 6109 requires
you to provide your identification number.
Failure to provide this information may delay
or prevent processing your request; providing
false information may subject you to
penalties.

You are not required to provide the
information requested on a form that is
subject to the Paperwork Reduction Act
unless the form displays a valid OMB control
number. Books or records relating to a form
or its instructions must be retained as long as
their contents may become material in the
administration of any Internal Revenue law.
Generally, tax returns and return information
are confidential as required by section 6103.

However, section 6103 allows or requires
the IRS to disclose this information to others.
We may disclose to the Department of Justice
for civil or criminal litigation, to the
Department of Labor and the Pension Benefit
Guaranty Corporation for the administration of
ERISA, and to cities, states, the District of
Columbia, and U.S. commonwealths or
possessions to carry out their tax laws. We
may also disclose the information to other
countries under a tax treaty, to federal and
state agencies to enforce federal nontax
criminal laws, or to federal law enforcement
and intelligence agencies to combat terrorism.

The time needed to complete and file this
form will vary depending on individual
circumstances. The estimated average time is
24 minutes.

If you have comments concerning the
accuracy of this time estimate or suggestions
for making this form simpler, we would be
happy to hear from you. You can send us
comments through www.irs.gov/
FormComments. Or you can write to:

Internal Revenue Service

Tax Forms and Publications

1111 Constitution Ave. NW, IR-6526
Washington, DC 20224

Do not send the tax form to this address.
Instead, see Where To File, earlier.



A DavisVision

881 Elkridge Landing Rd Suite 300 Linthicum, MD 21090

October 16, 2023

I am forwarding information regarding your contract with Davis Vision, Inc. for the completion of Schedule C Form 5500.

Davis Vision's EIN: 11-3051991

Name of Plan Sponsor: Pocono Medical Center

Name of Plan: Pocono Medical Center

Contract #: POM- All subgroups

Type of Plan: Vision Care
Consolidated Number of Eligible Lives as of 12/31/22:

Total

Members 219

Spouses 90

Dependents 104

413

Policy/Contract Year 1/1/2022-12/31/2022

Claims Paid Admin Fees Total Paid

Gross Dollars Received: $ 13,406.70 ' $ 155583 $ 14,962.53
Amounts paid in 2022 due prior to 1/1/22 (included in above):| $ - $ - $ -
Billed and unpaid as of 12/31/22: $ - $ - $ -

Indirect Compensation:

Contributions or premiums received: $0.00
Insurance Reimbursements/Other Reimbursements: $0.00
Interest Earned: $0.00
Premium Rates: (Note 1)

Note (1): This is a fee-for-service contract, no premium is paid. Services are billed as they are provided.



Period: Jan 01, 2022 - Dec 31, 2022

Client Name: LVHN-Pocono
Client Number: 116515

Tax ID: #23-1294723
NAIC: #54771

Highmark Inc.
Information for Schedule C



Highmark Inc.

Information for Schedule C
1. Payments RECEIVED by Highmark Inc.:

Direct Compensation
Administrative Fees! and Other Amounts?

Retail Pharmacy Dispensing Fees3
Network Fees*
Indirect Compensation®
Gifts Provided to Employees®
2. Payments MADE:
Indirect Compensation’
Agency Commissions and Other Payments®

Retail Pharmacy Transaction Fees®
Retail Pharmacy Dispensing Fees'0
Compensation to Client Employees11

1Reflects actual amounts received (i.e., net of Fixed Rebate Credits (If Applicable)).

2This amount includes Preventive Health Services Fees, Ad Hoc Reports, etc. Commissions passed through to an agency are not included.
3Claim amounts include a retail pharmacy dispensing fee.

4100% of fees are passed to Blue Cross/Blue Shield licensees. See EIC Disclosure.

SPlease refer to the EIC Disclosure for additional details.

6Gifting or entertainment received by an employee met the threshold reporting requirements.

7Please refer to the EIC Disclosure for additional details.

Total

$157,779

$6,142

Not Applicable

Not Applicable

8This amount includes agency commissions and other reportable monetary and non-monetary amounts where eligibility for the payment or amount was based (in whole or in part) on business placed or retained.

9Paid to Prime Therapeutics.
10Paid to Prime Therapeutics.

11This amount is reported if gifting/entertainment to a plan employee met the reportable compensation threshold.



