Form 5500 Annual Return/Report of Employee Benefit Plan OMS Nos. 1210-0110
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
f
D.i’f:,'ﬁ';}eé‘év"eﬁﬂigfi?fe'y sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2022
£ DIEPﬁmge"t ?I '—gbm " » Complete all entries in accordance with
e tmton Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A This return/report is for: D a multiemployer plan D a mgl'.uple.-employer plgn (F|Ier§ chfecklng this box must attach ? list of.
participating employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . . ... ... .. ... ... ... » |:|
D Check box if filing under: Form 5558 D automatic extension |:| the DFVC program
special extension (enter description) SEE LETTER OF EXPLANATION
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
COMMUNITY HEALTH NETWORK number (PN) » 001
1c Effective date of plan
01/01/2019
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) 41-2273820
STEPHEN F AUSTIN COMMUNITY HEALTH NETWORK 2C Plan Sponsor’s telephone
MYCHN STEPHEN F. AUSTIN COMMUNITY HEALTH NETWORK number

979-236-4038
1111 W ADOUE ST 1111 W ADOUE ST 2d Business code (see
ALVIN, TX 77511-2718 ALVIN, TX 77511-2718 instructions)
621399

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

IEIIEGR'\IIE Filed with authorized/valid electronic signature. 12/13/2023 SHARON BARNES
Signature of plan administrator Date Enter name of individual signing as plan administrator
IEIIEGR’\IIE Filed with authorized/valid electronic signature. 12/13/2023 SHARON BARNES
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
I-SIIIEGR’\IIE Filed with authorized/valid electronic signature. 12/13/2023 SHARON BARNES
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2022)

v. 220413




Form 5500 (2022) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 237
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 PlIan YEar ............c..ccco.ocuevcueecueeceeeeeee e 6a(1) 208
a(2) Total number of active participants at the end of the PIan YEar .............ococoieiiirioieeiiieeieeeeeeeeeeeeee e 6a(2) 246
b Retired or separated participants reCeivINg DENEFILS ...............oouiuiueueeieieeeeecee e e 6b 0
C Other retired or separated participants entitled to future benefits.............cooiiiiii e 6C 48
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 294
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccoiiiiiiiiiiii, 6e 0
' TOtal. AQG INES BA BNA BE. .....oeovreeeeirceeeesceseee et ees et s sttt 6f 294
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 69 180
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 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:
2E 2F 2G 23 2K 2R 2T 3D
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)
(1) I Insurance (1) I 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 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) R (Retirement Plan Information) (1) H (Financial Information)
inancial Information — Small Plan
2 I (Fi ial Inf ti Small PI
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 (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 [] No

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

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

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

Receipt Confirmation Code




SCHEDULE C Service Provider Information OMB No. 12100110
(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 Labor .
Employee Ber?efits Security Administration 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
COMMUNITY HEALTH NETWORK plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
STEPHEN F AUSTIN COMMUNITY HEALTH NETWORK 41-2273820

| 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 D 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

TD AMERITRADE, INC. 200 SOUTH 108TH AVENUE
OMAHA, NE 68154

82-0543156
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
VANGUARD 455 DEVON PARK DRIVE
WAYNE, PA 19087
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
TIAA-CREF FUNDS 730 THIRD AVENUE
NEW YORK, NY 10017
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
T. ROWE PRICE 100 EAST PRATT STREET
BALTIMORE, MD 21202
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

STATE STREET GLOBAL MARKETS 1 CONGRESS STREET
BOSTON, MA 02206

81-4095974
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
MFS FUND DISTRIBUTORS, INC. 111 HUNTINGTON AVE.
BOSTON, MA 02199
04-2747644
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
JANUS DISTRIBUTORS, LLC 151 DETROIT STREET
DENVER, CO 80206
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
J.P. MORGAN INVESTMENT MANAGEMENT 207 PARK AVENUE
NEW YORK, NY 10017
13-3200244
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
INVESCO 1555 PEACHTREE STREET NW
1SUITE 800
ATLANTA, GA 30309
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
FIDELITY DISTRIBUTORS CORP. 500 SALEM STREET
MAIL ZONE O3N
SMITHFIELD, RI 02917
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
BLACKROCK INVESTMENTS, INC. 55 EAST 52ND STREET
NEW YORK, NY 10001
23-2784752
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
AMERICAN FUNDS DISTRIBUTORS, INC. 333 SOUTH HOPE STREET

55TH FLOOR
LOS ANGELES, CA 90071

95-2769620
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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)

TD AMERITRADE, INC.

200 SOU
OMAHA,

TH 108TH AVENUE
NE 68154

82-0543156
(b) (c) (d) (€) (f) (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
(f). If none, enter -0-.
3363 SECURITIES 0 0
BROKER Yes No D Yes D No Yes No D
() Enter name and EIN or address (see instructions)
ADP, INC. 1 ADP BLVD.
ROSELAND, NJ 07068
13-3036745
(b) (c) (d) (e) (f) (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
(f). If none, enter -0-.
375015 RECORD 0
642149 | KEEPER Yes [X| No Yes X| No Yes No [X
o [ [ [
(a) Enter name and EIN or address (see instructions)

(o) © (d) NG O @ ON
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

compensation, for which the | service provider excluding | formula instead of

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

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

compensation? (sources
other than plan or plan
Sponsor)

plan received the required
disclosures?

eligible indirect

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

compensation for which you

an amount or
estimated amount?

Yes D No D

Yes D No D

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
(see instructions)

(c) Enter amount of indirect
compensation

TD AMERITRADE, INC.

63

(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.

MORGAN STANLEY 1585 BROADWAY

NEW YORK, NY 10036

36-3145972

RANGE FROM 0-100 BPS

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

TD AMERITRADE, INC.

63

(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.

AZZAD FUNDS 3141 FAIRVIEW PARK DRIVE

FALLS CHURCH, VA 22042

RANGE FROM 0-100 BPS

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

TD AMERITRADE, INC.

63

(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.

AMANA MUTUAL FUNDS TRUST 1300 NORTH STATE STREET

BELLINGHAM, WA 98225

35-6447892

RANGE FROM 0-100 BPS
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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:




SCHEDULE D DFE/Participating Plan Information
(Form 5500)

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). 2022

OMB No. 1210-0110

Department of Labor » File as an attachment to Form 5500.
Employee Benefits Security Administration

This Form is Open to Public

Inspection.
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
COMMUNITY HEALTH NETWORK plan number (PN) Y 001
C Plan or DFE sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
STEPHEN F AUSTIN COMMUNITY HEALTH NETWORK 41-2273820

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFEs)

a Name of MTIA, CCT, PSA, or 103-12 IE:  INVESCO STABLE ASSET - ADPZ

b Name of sponsor of entity listed in (a): INVESCO TRUST COMPANY

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN  27-3884161-001 code c 103-12 IE at end of year (see instructions) 92287

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500) 2022

v. 220413
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFESs)
(Complete as many entries as needed to report all participating plans)

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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

2022

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
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
COMMUNITY HEALTH NETWORK plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
STEPHEN F AUSTIN COMMUNITY HEALTH NETWORK

D Employer Identification Number (EIN)
41-2273820

Partl |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 1¢(9) through 1¢(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), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash.............ccccocoiiiiiiiii, 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYer CONtHIBULIONS. ........c.cviveeeeeeeeeeeeeeeeeeee e 1b(1)
(2) Participant contributions 1b(2)
(B) OBt 1b(3)
C General investments:
(1) Interest-bearing cash (include money market accounts & certificates 1¢(1)
() 10 =T oo L7 § FO PRSP UPPUUPPRRN
(2) U.S. Government SECUMLIES .......eeeeiiueeeeeiiiiieeeaieee e e sieeee e e e e eeeee e 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred 1c(3)(A)
(B) All other 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PrEfEITEA ... 1c(4)(A)
(B) COMMON.......oveeieeeeeeeeeeeeee e seee e eeeae e enees e eeen e eenee e 1c(4)(B)
(5) Partnership/joint venture interests ..............coovovvovoevoveeeeeeeeeeeeeeeeeeeeeenn 1¢(5)
(6) Real estate (other than employer real property) .........ccccevvveiiieenieennnee. 1¢(6)
(7) Loans (other than to partiCipants)...............ceweeveeeereeereeeeeeeeeeseeeessen 1¢(7)
(8) Participant [08NS..........cceiiieieeieeieee et 1¢(8) 17549 27185
(9) Value of interest in common/collective trusts................ccoovveeeeeeernennn. 1¢(9) 63569 92287
(10) Value of interest in pooled separate acCoUNtS ...............cccoeeeeverreeeureennn. 1c(10)
(11) Value of interest in master trust investment accounts 1c(11)
(12) Value of interest in 103-12 investment entities ...............ccoccccovevrveenenenn. 1c(12)
(13) \f/:riléz)()f interest in registered investment companies (e.g., mutual 1c(13) 1932688 2725492
(14) Value of funds held in insrance company general account (unallocated | y_ 1
[olo] g1 = (o1 ¢ SRR
(15) OhET ..ot esenas 1¢(15) 55420 52734

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

Schedule H (Form 5500) 2022
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1d

Employer-related investments:
(1) EMPIOYEr SECUMLIES ......eeeiiiieiiie ettt

(2) Employer real Property .........oceeeioriee it

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

> Q

N

Total assets (add all amounts in lines 1a through 1€)........ccccoeiiiiieniiieenn.
Liabilities

Benefit claims payable............cccoiiiiii

Operating PayabIes ..........cccooiiiiiiii e

AcqUisItion INAebtEANESS .......ccviiiiiiiie e

Other liabilities ..........ooiiii e

Total liabilities (add all amounts in lines 1g through1j).........ccccooeiiiiniinnnn.
Net Assets

Net assets (subtract line 1k from line 1)........cocceiiiiiiiiie

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

1e

1f

2069226

2897698

19

1h

1i

1j

1k

|

2069226

2897698

|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

a

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers..........ccccooeveieeenne.
(B) Participants.........c.ccceeeueenee.
(C) Others (including rollovers)..
(2) Noncash contributions ............ocuiiiiiiii e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)..............
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of dEPOSIt)........cceieiiriiiiiiiiii e

(B) U.S. Government SECUNtIES ........cccueeieiiiiiiei e
(C) Corporate debt iNStrUMENtS ..........cooviiiiiiiiicii e
(D) Loans (other than to participants) ...........ccocceeiiiiiiiniiiieie e
(E) Participant [0@NnS ...........cooiiiiiiiiiiee e
(F)  OtNer i
(G) Total interest. Add lines 2b(1)(A) through (F) .......cccccocviiiiiinineennnn.
(2) Dividends: (A) Preferred StoCK..........oocueviieiiiiiiiiiciieccec e

(B) COMMON SLOCK......eeiiiiiiiiieiiiiie et

(C) Registered investment company shares (e.g. mutual funds)..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES .. e
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds....................
(B) Aggregate carrying amount (see instructions) ...........ccccocceeeeininnen.
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result...............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.....................

(B)  OtNer..c. i

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

(a) Amount

(b) Total

2a(1)(A)

410934

2a(1)(B)

802093

2a(1)(C)

196047

2a(2)

2a(3)

1409074

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

1179

2b(1)(F)

2b(1)(G)

1179

2b(2)(A)

2b(2)(B)

2b(2)(C)

59289

2b(2)(D)

2b(3)

59289

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts ....................... 2b(6) 1399
(7) Net investment gain (loss) from pooled separate accounts ..................... 2b(7)
(8) Net investment gain (loss) from master trust investment accounts .......... 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities..................... 2b(9)
(10) Net investment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds) ..........cccoiiiiiiiie e -433904
[ o3 @] (g V=Y g {q Voo )1/ Y NN 2c -10371
d Total income. Add all income amounts in column (b) and enter total................... 2d 1026666
Expenses
€@ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............ 2e(1) 184136
(2) To insurance carriers for the provision of benefits .............ccccevvveeeveenn.e. 2¢(2)
(B) OFNEE oottt 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3)............ccooervereenenn. 2e(4) 184136
f Corrective distributions (Se€ INStrUCIONS) ..........c.ovoveveveeeeeesieeeeeeeeeeeeeseeenees 2f
g Certain deemed distributions of participant loans (see instructions) .............. 2g
N INtEreSt EXPENSE ... 2h
i Administrative expenses: (1) Professional fees ............ccoevcoereereersernnan. 2i(1)
(2) Contract admMiNiStrator fEES.............ovieeeeeeeeeeeeeeeeeeee e 2i(2)
(3) Investment advisory and management fees ...........cccovvveiiieiiiiinieeninenne 2i(3)
(B) ONET ettt s s ee et es e es e 2i(4) 14058
(5) Total administrative expenses. Add lines 2i(1) through (4)..............c....... 2i(5) 14058
j Total expenses. Add all expense amounts in column (b) and enter total ...... 2j 198194
Net Income and Reconciliation
Kk Net income (loss). Subtract line 2j from line 2d 2k 828472
| Transfers of assets:
(1) TO RIS PIAN .o ee e 21(1) 0
(2) From this Plan........c.c.ooiiiiiie e 21(2)

| Part Il 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  (2)[ ] 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) [/ DOL Regulation 2520.103-8 (2) | | DOL Regulation 2520.103-12(d) (3)[ | 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: JAG ARGUETA (2) EIN: 82-2358927

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) |:| 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 41. 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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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

(ol 1Yo (=T N TR TP U PRSP

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.) ........cccooviiiiiiniiiiiiennn.

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
(o] g T=T o7 =T 1 SRS

Was this plan covered by a fidelity DONA? ..o

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF dISNONESTY? ...ttt e et e e e ettt e e e s e abe e e e e abaeeeesnnees

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? ...........cccccooiiiiniiiie s

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?...................

Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format reqUIreMENTS.).........coooiiiiiiii s

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.)..........iiii i

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

Has the plan failed to provide any benefit when due under the plan?............ccocoociiiiiii,

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.107-3.) cttertteiteie ettt ettt ettt et ettt ettt eaa e ateeeae e eteeeaeeate e he e re et e eteenteenreereennteereeeneenreenaeenn

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. ......ccoiiiiiiiiiiiiieeeieee s

Yes No Amount

4b

4c

4d

4e

207000

Af

49

4h

4i

4

ak

4

4am

4n

ba

Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:| Yes

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

X 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.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5C 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

L1 (0T (1] T T PP PP

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

[[ Yes |:|NO D Not determined




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2022
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Department of Labor 6058(a) of the Internal Revenue Code (the Code).
" " — This Form is Open to Public
Employee Benefits Security Administration D File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
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
COMMUNITY HEALTH NETWORK plan number
(PN) 4 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
STEPHEN F AUSTIN COMMUNITY HEALTH NETWORK 41-2273820
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 _Total ve_llue of distributions paid in property other than in cash or the forms of property specified in the 1 0
INSHUCHIONS. ... e
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): 57-1198022
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
= L PSPPSRt
Part Il 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)? ...vv.eccvvvrvveeec.. D Yes D No D 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 6a
deficiency not Waived) ...................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year..............cccccccocoeeeeeeeeeene. 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 @amount)...........coouiiiiiiiii e 6C
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline?.................cccccvvrveeeernnne.e. D Yes D No |:| N/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 D v I:I N
administrator agree with the Change? ... €s 0

Part lll ‘ Amendments

9

If this 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
DOX. If N0, CHECK the “NO” DOX..........evveieeeeeeeeceeeeeeeeees s eeseseeseese s ene s eness s eess s I:I Increase D Decrease D Both

Part IV | ESOPSs (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 a Doesthe ESOP hold @ny Preferred SIOCK?..........cviioieeeeeeeeeeeeeeteeeeteeeeeseeeeesteetesseeeseseseesssteesasssaeasetesessssesssseseeseatessstesensesteneereane 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-baCK” I08N.).........c.uiiiiiiiii e e
D Yes D No

12 Does the ESOP hold any stock that is not readily tradable on an established securities market?................ccccoeeveveccereecereeeeeceee

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

Schedule R (Form 5500) 2022
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a  Name of contributing employer

b EN 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 |:| Other (specify):

a  Name of contributing employer

O

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 |:[ Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

b EN 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 |:| Other (specify):

a Name of contributing employer

(op

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 |:[ Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

(o

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:]] Hourly D Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

(op

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 |:| Other (specify):
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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: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attachment)

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)

C The second preceding plan year. |:| Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)

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 15a

b The corresponding number for the second preceding plan year 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 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 employers

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

| PartVI | Additional Information for Single-Employer and Multiemployer Defined Benefit 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 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)
a  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 D 3-6 years D 6-9 years D 9-12 years D 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)?
D Effective duration D Macaulay duration D Modified duration D 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? D Yes D No
b  Ifline 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

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 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.

D No. Other. Provide explanation
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Independent Auditor’s Report

To the Administrative Committee of
The Community Health Network 401 (k) Plan

Scope and Nature of the ERISA Section 103(a)(3)(C) Audit

We have performed audits of the accompanying financial statements of Community Health
Network 401 (k) Plan, an employee benefit plan subject to the Employee Retirement Income
Security Act of 1974 (ERISA), as permitted by ERISA Section 103(a)(3)(C) [ERISA Section
103(a)(3)(C) audit]. The financial statements comprise the statements of net assets available
for benefits as of December 31, 2022, and 2021, and the related statement of changes in net
assets available for benefits for the year ended December 31, 2022, and the related notes to
the financial statements.

Management, having determined it is permissible in the circumstances, has elected to have
the audits of Community Health Network 401(k) Plan’s financial statements performed in
accordance with ERISA Section 103(a)(8)(C) pursuant to 29 CFR 2520.103-8 of the
Department of Labor’s Rules and Regulations for Reporting and Disclosure under ERISA. As
permitted by ERISA Section 103(a)(3)(C), our audits need not extend to any statements or
information related to assets held for investment of the plan (investment information) by a
bank or similar institution or insurance carrier that is regulated, supervised, and subject to
periodic examination by a state or federal agency, provided that the statements or
information regarding assets so held are prepared and certified to by the bank or similar
institution or insurance carrier in accordance with 29 CFR 2520.103-5 of the Department of
Labor’'s Rules and Regulations for Reporting and Disclosure under ERISA (qualified
institution).

Management has obtained certifications from a qualified institution as of December 31, 2022
and 2021, and for the year ended December 31, 2022, stating that the certified investment
information, as described in Note C to the financial statements, is complete and accurate.

Opinion

In our opinion, based on our audits and on the procedures performed as described in the
Auditor’s Responsibilities for the Audit of the Financial Statements section—

¢ the amounts and disclosures in the financial statements referred to above, other than
those agreed to or derived from the certified investment information, are presented
fairly, in all material respects, in accordance with accounting principles generally
accepted in the United States of America.

¢ the information in the financial statements referred to above related to assets held by
and certified to by a qualified institution agrees to, or is derived from, in all material
respects, the information prepared and certified by an institution that management
determined meets the requirements of ERISA Section 103(a)(3)(C).



Basis for Opinion

We conducted our audits in accordance with auditing standards generally accepted in the
United States of America. Our responsibilities under those standards are further described
in the Auditor’s Responsibilities for the Audit of the Financial Statements section of our
report. We are required to be independent of Community Health Network 401 (k) Plan and to
meet our other ethical responsibilities in accordance with the relevant ethical requirements
relating to our audits. We believe that the audit evidence we have obtained is sufficient and
appropriate to provide a basis for our ERISA Section 103(a)(3)(C) audit opinion.

Responsibilities of Management for the Financial Statements

Management is responsible for the preparation and fair presentation of the financial
statements in accordance with accounting principles generally accepted in the United States
of America, and for the design, implementation, and maintenance of internal control
relevant to the preparation and fair presentation of financial statements that are free from
material misstatement, whether due to fraud or error. Management'’s election of the ERISA
Section 103(a)(3)(C) audit does not affect management's responsibility for the financial
statements.

In preparing the financial statements, management is required to evaluate whether there are
conditions or events, considered in the aggregate, that raise substantial doubt about
Community Health Network 401 (k) Plan’s, ability to continue as a going concern for one year
after the date the financial statements are available to be issued.

Management is also responsible for maintaining a current plan instrument, including all plan
amendments; administering the plan; and determining that the plan’s transactions that are
presented and disclosed in the financial statements are in conformity with the plan's
provisions, including maintaining sufficient records with respect to each of the participants,
to determine the benefits due or which may become due to such participants.

Auditor’s Responsibilities for the Audit of the Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit section
of our report, our objectives are to obtain reasonable assurance about whether the financial
statements as a whole are free from material misstatement, whether due to fraud or error,
and to issue an auditor’s report that includes our opinion. Reasonable assurance is a high
level of assurance but is not absolute assurance and therefore is not a guarantee that an
audit conducted in accordance with generally accepted auditing standards will always
detect a material misstatement when it exists. The risk of not detecting a material
misstatement resulting from fraud is higher than for one resulting from error, as fraud may
involve collusion, forgery, intentional omissions, misrepresentations, or the override of
internal control. Misstatements are considered material if there is a substantial likelihood
that, individually or in the aggregate, they would influence the judgment made by a
reasonable user based on the financial statements.

In performing an audit in accordance with generally accepted auditing standards, we:

e Exercise professional judgment and maintain professional skepticism throughout the
audit.

(Continued)



o Identify and assess the risks of material misstatement of the financial statements,
whether due to fraud or error, and design and perform audit procedures responsive
to those risks. Such procedures include examining, on a test basis, evidence
regarding the amounts and disclosures in the financial statements.

e Obtain an understanding of internal control relevant to the audit in order to design
audit procedures that are appropriate in the circumstances, but not for the purpose of
expressing an opinion on the effectiveness of Community Health Network 401 (k)
Plan’s internal control. Accordingly, no such opinion is expressed.

o Evaluate the appropriateness of accounting policies used and the reasonableness of
significant accounting estimates made by management, as well as evaluate the
overall presentation of the financial statements.

e Conclude whether, in our judgment, there are conditions or events, considered in
the aggregate, that raise substantial doubt about Community Health Network 401 (k)
Plan’s ability to continue as a going concern for a reasonable period.

Our audits did not extend to the certified investment information, except for obtaining and
reading the certification, comparing the certified investment information with the related
information presented and disclosed in the financial statements, and reading the disclosures
relating to the certified investment information to assess whether they are in accordance
with the presentation and disclosure requirements of accounting principles generally
accepted in the United States of America.

Accordingly, the objective of an ERISA Section 103(a)(3)(C) audit is not to express an
opinion about whether the financial statements as a whole are presented fairly, in all
material respects, in accordance with accounting principles generally accepted in the
United States of America.

We are required to communicate with those charged with governance regarding, among
other matters, the planned scope and timing of the audit, significant audit findings, and
certain internal control-related matters that we identified during the audit.

Supplemental Schedules Required by ERISA

The supplemental schedules of Assets Held at End of Year as of December 31, 2022 are
presented for purposes of additional analysis and are not a required part of the financial
statements but are supplementary information required by the Department of Labor's Rules
and Regulations for Reporting and Disclosure under ERISA. Such information is the
responsibility of management and was derived from and relates directly to the underlying
accounting and other records used to prepare the financial statements. The information
included in the supplemental schedules, other than that agreed to or derived from the
certified investment information, has been subjected to auditing procedures applied in the
audits of the financial statements and certain additional procedures, including comparing
and reconciling such information directly to the underlying accounting and other records
used to prepare the financial statements or to the financial statements themselves, and other
additional procedures in accordance with generally accepted auditing standards. For
information included in the supplemental schedules that agreed to or is derived from the
certified investment information, we compared such information to the related certified
investment information.

(Continued)



In forming our opinion on the supplemental schedules, we evaluated whether the
supplemental schedules, other than the information agreed to or derived from the certified
investment information, including their form and content, are presented in conformity with
the Department of Labor’s Rules and Regulations for Reporting and Disclosure under ERISA.

In our opinion—

e the form and content of the supplemental schedules, other than the information in the
supplemental schedules that agreed to or is derived from the certified investment
information, are presented, in all material respects, in conformity with the
Department of Labor’s Rules and Regulations for Reporting and Disclosure under
ERISA.

¢ the information in the supplemental schedules related to assets held by and certified
to by a qualified institution agrees to, or is derived from, in all material respects, the
information prepared and certified by an institution that management determined
meets the requirements of ERISA Section 103(a)(3)(C).

A

Houston, Texas
October 16, 2023

(Continued)



Community Health Network 401K Plan
Statement of Net Assets Available for Benefits
As of December 31, 2022 and 2021

2022 2021
ASSETS
Investments at fair value (Note D) $ 2,870,513 $ 2,051,677
Notes receivable from participants 27,188 17,549
Total assets 2,897,698 2,069,226
NET ASSETS AVAILABLE FOR BENEFITS $ 2,897,698 $ 2,069,226

See accompanying notes to financial statements.
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Community Health Network 401K Plan
Statement of Changes in Net Assets Available for Benefits
For the Years Ended December 31, 2022 and 2021

ADDITIONS (REDUCTIONS) TO NET ASSETS

Investments income (loss):

Net appreciation (depreciation) in fair value of

investments
Dividends

Total investment income

Interest income on note receivable

from participants
Other income/(loss)

Contributions:
Participants
Employer
Rollovers

Total additions

DEDUCTIONS
Benefits paid to participants
Administrative expenses

Total deductions
INCREASE (DECREASE) IN NET ASSETS

NET ASSETS AVAILABLE FOR BENEFITS
Beginning of year

End of year

2022 2021
$ (432,508) 146,715
59,289 43,211
(373,216) 189,926

1,179 1,096

(10,371) 4,589

802,093 524,064

410,934 250,851

196,047 87,422
1,026,666 1,057,948
184,136 54,953

14,058 8,603

198,194 63,556

828,472 994,392
2,069,226 1,074,834

$ 2,897,698 2,069,226

See accompanying notes to financial statements.



Community Health Network 401K Plan
Notes to Financial Statements
December 31, 2022, and 2021

A. Description of Plan

The following description of the Community Health Network (Employer) 401K Plan (Plan)
provides only general information. Participants should refer to the plan agreement for a
more complete description of the Plan’s provisions.

1.

General. The Plan, established in 2019, is a defined contribution plan covering all
full-time employees of the Employer who have three (3) months of service and
are age 21 or older. The Plan is subject to the provisions of the Employee
Retirement Income Security Act of 1974 (ERISA).

Contributions. Each year, participants may contribute up to ninety (90%) percent
of pre-tax and/or Roth after-tax basis eligible compensation, subject to Internal
Revenue Code (“IRC”). Participants who have attained age fifty (50) before the
end of the Plan year are eligible to make catch-up contributions. Participants may
also contribute amounts representing distributions from other qualified defined
benefit or defined contribution plans (rollover). Plan participants are also eligible
for the Employer matching contributions. The Employer matches participant pre-
tax contributions at a rate of one hundred (100%) percent of the first three (3%)
percent of participant salary deferrals contributed, plus fifty (50%) percent for
the next two (2%) percent of deferrals contributed.

Participant accounts. Each participant’s account is credited with the participant’s
contributions and allocations of (a) the Employer’s contributions and (b) Plan
earnings or losses. Participant accounts are charged with an allocation of
administrative expenses that are paid by the Plan. Allocations are based on
participant earnings, account balances, or specific participant transactions, as
defined. The benefit to which a participant is entitled is the benefit that can be
provided from the participant’s vested account.

Vesting. Participants are vested immediately in their contributions plus actual
earnings thereon. Vesting in the Employer’s non elective contributions portion of
their accounts is based on years of continuous service. A participant is one
hundred (100%) percent vested after six (6) years of credited service.

Notes receivable from participants. Participants may borrow from their fund
accounts a minimum of $500 up to a maximum equal to the lesser of $50,000 or
fifty (50%) percent of their account balance. The loans are secured by the
balance in the participant’s account. The loan interest rate is set at two (2%)
percent above the prime rate, as defined. Principal and interest are paid ratably
through monthly payroll deductions.

(Continued)



Community Health Network 401K Plan
Notes to Financial Statements
December 31, 2022, and 2021

A. Description of Plan — continued

6. Payment of benefits. On termination of service due to death, disability, or
retirement, a participant may elect to receive either a lump sum amounts equal to
the value of the participant’s vested interest in his or her account, or annual
installments. For termination of service for other reasons, a participant may
receive the value of the vested interest in his or her account as a lump sum
payment or have the payment paid as a “direct rollover”.

1. Forfeitures. Forfeitures may be used by the Plan for payment of Plan expenses
and to reduce employer contributions to the Plan, if applicable. On December
31, 2022 and 2021, forfeited non-vested accounts totaled $0. During the fiscal
year 2022, no employer contributions were reduced by forfeited non-vested
accounts and Plan expenses were reduced by $0.

B. Summary of Accounting Policies
Basis of Accounting

The accompanying financial statements have been prepared in accordance with generally
accepted accounting principles (“GAAP”) in the United States of America.

Use of Estimates

The preparation of the financial statements in conformity with GAAP requires management
to make estimates and assumptions that affect the amounts reported in the financial
statements and accompanying notes. Actual results could differ from those estimates.

Investment Valuation and Income Recognition

The Company’s investments are stated at fair value. The fair value of a financial instrument is
the price that would be received to sell an asset or paid to transfer a liability in an orderly
transaction between market participants at the measurement date. Mutual funds are valued
at quoted market prices that represent the net asset value of shares held by the Plan at year-
end. See Note E for additional discussion of fair value measurements.

Purchases and sales of securities are recorded on a trade-date basis. Interest income is
recorded on an accrual basis. Dividends are recorded on the ex-dividend date. Net
appreciation (depreciation) of the fair value of investments includes the Plan’s gains and
losses on investments bought and sold as well as held during the year.

(Continued)



Community Health Network 401K Plan
Notes to Financial Statements
December 31, 2022, and 2021

B. Summary of Accounting Policies - continued
Notes Receivable from participants

Participant loans are valued at the unpaid principal balance plus any accrued but unpaid
interest and are categorized as notes receivable from participants on the statements of net
assets available for benefits. Interest income is recorded on an accrual basis. No allowance
for credit losses has been recorded as of December 31, 2022, and 2021. Delinquent
participant loans are reclassified as distributions based upon the terms of the plan
document.

Payment of Benefits
Benefits are recorded when paid.
Expenses

Certain expenses of maintaining the Plan are paid directly by the Employer and are
excluded from these financial statements. Fees related to the administration of notes
receivable from participants are charged directly to the participant’s account and are
included in administrative expenses. Investment-related expenses are included in net
appreciation of fair value of investments.

Corrective Distributions

Amounts paid to participants for contributions in excess of amounts allowed by the IRS are
applied as a reduction to contributions. There was $0 paid during 2022 and 2021.

C. Certified Investments

Certain information related to investments disclosed in the accompanying financial
statements and supplemental schedule, including investments held on December 31, 2022
and 2021, and net appreciation in fair value of investments, interest and dividends for the
year ended December 31, 2022 and 2021, was obtained or derived from information
supplied to the plan administrator and certified as complete and accurate by Reliance Trust
Company (the trustee of the Plan).

D. Investments
During 2022 and 2021, the Plan’s investments (including gains and losses on investments

bought and sold, as well as held during the year) appreciated/(depreciated) in value by
$(432,505) and $146,715, respectively as follows:

(Continued)



Community Health Network 401K Plan
Notes to Financial Statements
December 31, 2022, and 2021

D. Investments - continued
2022 2021
Mutual funds $ (433,904) $ 146,090
Collective trusts 1,399 625
$ (432,505) $ 146,715

The following summary of investments at fair value as of December 31, 2022, and 2021
included in the accompanying financial statements was obtained from data that has been
prepared and certified to as complete and accurate by the trustee.

2022 2021
Mutual funds $ 2,778,226 $ 1,988,108
Collective trusts 92,287 63,569

$ 2,870,513 $ 2,051,677

The following presents investments that represent 5 percent or more of the Plan’s net assets
as of December 31, 2022, and 2021.

2022 2021
STATE ST EQUITY 500 INDEX K $ 150,670 $ 124,769
FID FREEDOM INDEX 2040 PREMIER 259,554 176,898
FID FREEDOM INDEX 2030 PREMIER 352,374 262,492
FID FREEDOM INDEX 2035 PREMIER 194,402 133,735
FID FREEDOM INDEX 2055 PREMIER 373,335 180,734
FID FREEDOM INDEX 2050 PREMIER 340,780 288,989
FID FREEDOM INDEX 2045 PREMIER $ 418,563 $ 340,758

10
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Community Health Network 401K Plan
Notes to Financial Statements
December 31, 2022, and 2021

E. Fair Value Measurements

The framework for measuring fair value provides a fair value hierarchy that prioritizes the
inputs to valuation techniques used to measure fair value. The hierarchy gives the highest
priority to unadjusted quoted prices in active markets for identical assets or liabilities (level
1) and the lowest priority to unobservable inputs (level 3). The three levels of the fair value
hierarchy are described as follows:

Level Inputs to the valuation methodology are unadjusted quoted prices for identical
1 assets or liabilities in active markets that the Plan has the ability to access.

Level Inputs to the valuation methodology include
2

e quoted prices for similar assets or liabilities in active markets;

e quoted prices for identical or similar assets or liabilities in inactive
markets;

e inputs other than quoted prices that are observable for the asset or
liabilities;

e inputs that are derived principally from or corroborated by observable
market data by correlation or other means

If the asset or liability has a specific (contractual) term, the level 2 input must be
observable for substantially the full term of the asset or liability.

Level Inputs to the valuation methodology are unobservable and significant to the fair
3 value measurement.

The asset or liability’s fair value measurement level within the fair value hierarchy is based
on the lowest level of any input that is significant to the fair value measurement. Valuation
techniques maximize the use of relevant observable inputs and minimize the use of
unobservable inputs.

The following is a description of the valuation methodologies used for assets measured at
fair value. There have been no changes in the methodologies used at December 31, 2022
and 2021.

Mutual funds: Valued at the daily closing price as reported by the fund. Mutual funds held by
the Plan are open-end mutual funds that are registered with the SEC. These funds are
required to publish their daily net asset value (NAV) and to transact at that price. The
mutual funds held by the Plan are deemed to be actively traded. (Level 1)

Collective trust fund: Valued at the NAV of units of a collective trust. The NAV, as provided
by the trustee, is used as a practical expedient to estimate fair value. The NAV is based
on the fair value of the underlying investments held by the fund less its liabilities. This
practical expedient is not used when it is determined to be probable that the fund will
sell the investment for an amount different than the reported NAV. (Level 2)

11
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Community Health Network 401K Plan

Notes to Financial Statements
December 31, 2022, and 2021

E. Fair Value Measurements — continued

The following tables set forth, by level within the fair value hierarchy, the Plan’s assets at fair
value as of December 31, 2022, and 2021:

Assets at Fair Value as of December 31, 2022

Level 1 Level 2 Level 3 Total
Mutual funds:
Balanced Allocation $ 13,009 $ - $ - 8 13,009
Foreign Large Blend 11,273 - - 11,273
Intermediate Bond 115,622 - - 115,622
Large Blend 36,248 - - 36,248
Large Cap Blend 249,447 - - 249,477
Large Cap Growth 44,592 - - 44,592
Large Cap Value 25,720 - - 25,720
Small Growth 3,038 - - 3,038
Small Cap 76,635 - - 76,635
Target Date 2,149,908 - - 2,149,908
Total mutual funds: 2,725,492 - - 2,725,490
Common / collective trust: - 92,287 - 92,287
Self-directed brokerage accounts 52,734 - - 52,734
Total investments $ 2,778,226 $ 92,287 $ - $2,870,513

Assets at Fair Value as of December 31, 2021

Level 1 Level 2 Level 3 Total
Mutual funds:
Balanced Allocation $ 9,476 $ - 8 - 8 9,476
Foreign Large Blend 10,786 - - 10,786
Intermediate Bond 74,559 - - 74,559
Large Blend 33,541 - - 33,541
Large Cap Blend 200,595 - - 200,595
Large Cap Growth 44,486 - - 44,486
Large Cap Value 6,651 - - 6,651
Small Growth 2,033 - - 2,033
Small-Cap 56,315 - - 56,315
Target Date 1,494,246 - - 1,494,246
Total mutual funds: 1,932,688 - - 1,932,688
Common / collective trust: - 63,569 - 63,569
Self- Directed brokerage accounts 55,420 - - 55,420
Total investments $ 1,988,108 $63,569 - $2,051,677
12
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Community Health Network 401K Plan
Notes to Financial Statements
December 31, 2022, and 2021

E. Fair Value Measurements — continued
Fair Value of Investments in Entities that Use NAV

The following table summarizes investments measured at fair value based on NAV per share
as of December 31, 2022 and 2021.

2022
Redemption
Unfunded Redemption Notice
Common / collective trust Fair Value = Commitments Frequency Period
Invesco Stable Asset Fund —
ADPZ Class 92,287 - Daily 12 months
$ 92,287
2021
Redemption
Unfunded Redemption Notice
Common / collective trust Fair Value = Commitments Frequency Period
Invesco Stable Asset Fund —
ADPZ Class 63,569 - Daily 12 months
$ 63,569

F. Plan Termination

Although it has not expressed any intent to do so, the Employer has the right under the Plan
to discontinue its contributions at any time and to terminate the Plan subject to the
provisions of ERISA. In the event of Plan termination, participants would become 100
percent vested in their employer contributions.

G. Tax Status

The Plan has adopted the Automatic Data Processing Prototype 401(k) and Profit Sharing
Plan (the Prototype Plan). The Plan has not received a determination letter specific to the
Plan itself; however, the plan administrator and the Plan’s trustee believe that the Plan is
designed, and is currently being operated, in compliance with the applicable requirements
of the IRC and, therefore, believe that the Plan is qualified, and the related trust is tax-
exempt.

13
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Community Health Network 401K Plan
Notes to Financial Statements
December 31, 2022, and 2021

G. Tax Status — continued

The Plan’s management is required to evaluate tax positions taken by the Plan and
recognize a tax liability (or asset) if the Plan has taken an uncertain position that more likely
than not would not be sustained upon examination by the IRS. The Plan administrator has
analyzed the tax positions taken by the Plan, and has concluded that as of December 31,
2022, and 2021, there are no uncertain positions taken or expected to be taken that would
require recognition of a tax liability (or asset) or disclosure in the financial statements. The
Plan is subject to routine audits by taxing jurisdictions; however, there are currently no
audits for any tax periods in progress for the Plan.

H. Risks and Uncertainties

The Plan invests in various investment securities. Investment securities are exposed to
various risks, such as interest rate, market, and credit risks. Due to the level of risk
associated with certain investment securities, it is at least reasonably possible that changes
in the values of investment securities will occur in the near term and that such changes could
materially affect participants' account balances and the amounts reported in the statement of
net assets available for benefits.

The COVID-19 outbreak continues as of the date of this report. There are many uncertainties
related to the COVID-19 global pandemic that could negatively affect the Plan’s statement of
net assets available for benefits and statement of changes in net assets available for benefits.
The Plan’s individual investments fluctuate in response to changing market conditions,
therefore the effect of the COVID-19 pandemic on its investment values in subsequent
periods, if any, cannot be determined.

I. Party-in-Interest Transactions

Section 3(14) of ERISA defines a party-in-interest to include, among others, fiduciaries or
employees of the Plan, any person who provides services to the Plan, or an employer whose
employees are covered by the Plan. Accordingly, loans to participants and transactions with
investment funds managed and held by the trustee are considered party-in-interest
transactions. Fees incurred by the Plan for the investment management services are
included in the net appreciation of the fair value of the investment. These transactions are
permitted under the provisions of the Plan and are exempt from the prohibition of party-in-
interest transactions under ERISA. In addition, the plan administrator paid $14,058 and
$8,603 in expenses on behalf of the Plan during 2022 and 2021, respectively.

J. Subsequent Events
The Plan has evaluated subsequent events through October 16, 2023, the date the financial

statements were available to be issued. As a result of this evaluation, no events were
identified that are required to be disclosed.
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Community Health Network 401 (k) Plan
Supplemental Schedule H, Line 4(i)

Schedule of Assets (Held at End of Year) Plan Sponsor No. 41-2273820

*%

Party-in-interest

Investment is directed by Plan participant and thus, cost is not a required disclosure.
Note: This schedule was prepared based upon information certified by the trustee, Reliance Trust Company.

16
**End**

December 31, 2022 Plan No. 001
@) ®) () @ (e)
Identity of issue, borrower, lessor, or similar Description of investment including maturity date, rate of Current
party interest, collateral, par, or maturity value. Cost value
" 'FID FREEDOM INDEX 2045 PREMIER RegisteredInvestmentCompany i $ 418,563
FID FREEDOM INDEX 2055 PREMIER RegisteredInvestmentCompany wx 373,335
FID FREEDOM INDEX 2030 PREMIER RegisteredInvestmentCompany wx 352,374
FID FREEDOM INDEX 2050 PREMIER RegisteredInvestmentCompany wx 340,780
FID FREEDOM INDEX 2040 PREMIER RegisteredInvestmentCompany wx 259,554
FID FREEDOM INDEX 2035 PREMIER RegisteredInvestmentCompany wx 194,402
STATE ST EQUITY 500 INDEX K RegisteredInvestmentCompany wx 150,670
FID FREEDOM INDEX 2060 PREMIER RegisteredInvestmentCompany wx 126,525
VANGUARD INTERMEDIATE TERM BO RegisteredInvestmentCompany wx 111,401
INVESCO STABLE ASSET - ADPZ Common/CollectiveTrust w 92,287
T. ROWE PRICE DIVIDEND GR 1 RegisteredInvestmentCompany *% 87,243
AMF GROWTH FUND OF AMERICA R6 RegisteredInvestmentCompany w 44,592
VANGUARD MID CAP INDEX- ADM RegisteredInvestmentCompany w%x 36,248
VANGUARD SM CAP VAL INDEX ADM RegisteredInvestmentCompany w%x 33,721
VANGUARD SMALL CAP INDEX ADMR RegisteredInvestmentCompany wx 26,763
JPMORGAM EQUITY INCOME FUND R RegisteredInvestmentCompany wx 25,720
FID FREEDOM INDEX INC PREMIER RegisteredInvestmentCompany wx 21,928
FID FREEDOM INDEX 2020 PREMIER RegisteredInvestmentCompany wx 17,434
FID FREEDOM INDEX 2065 PREMIER RegisteredInvestmentCompany wx 17,053
FID FREEDOM INDEX 2025 PREMIER RegisteredInvestmentCompany wx 16,147
TIAA - CREF SC BLEND INDEX INST RegisteredInvestmentCompany wx 16,1458
INFS TOTAL RETURN- R6 RegisteredInvestmentCompany *% 13,009
ISHARES MSCI EAFE INTL INDEX RegisteredInvestmentCompany wx 11,534
T ROWE PRICE OVERSEAS STOCK RegisteredInvestmentCompany wx 11,273
FID FREEDOM INDEX 2005 PREMIE RegisteredInvestmentCompany wx 10,522
BLACKROCK TOTAL RETURN K RegisteredInvestmentCompany wx 4,221
JANUS HENDERSON TRITON FUND N RegisteredInvestmentCompany wx 3,038
FID FREEDOM INDEX 2010 PREMIER RegisteredInvestmentCompany wx 650
FID FREE INDX 2015 PREMIER RegisteredInvestmentCompany w% 644
SELF-DIRECTED BROKERAGE ACCT Brokerage Fund Options wx 52,734
*  NOTES RECEIVABLE FROM PARTICIPANTS Interest rate of 5.25% to 9.00% per annum with varying maturity dates wx 27,188
$ 2,897,698



PlaniD: 268029

Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY HEALTH NETWORK EIN: 41-2273820
Plan Sponsor's Name  STEPHEN F AUSTIN COMMUNITY HEALT PN: 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

INTEREST RATES ( 5.25% TO 9.00%)

PARTICIPANT LOANS 27,185

REGISTERED INVESTMENT COMPANY

STATE ST EQUITY 500 INDEX K 150,670

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2005 PREMIER 10,522

REGISTERED INVESTMENT COMPANY

TIAA-CREF SC BLEND INDEX INST 16,145

REGISTERED INVESTMENT COMPANY

VANGUARD INTERMEDIATE TERM BON 111,401

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2025 PREMIER 16,147

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2065 PREMIER 17,053




PlaniD: 268029

Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY HEALTH NETWORK

Plan Sponsor's Name

STEPHEN F AUSTIN COMMUNITY HEALT

41-2273820

001

@

(b) Identity of issue, borrower, lessor, or similar party

(c) Description of investment including maturity date,

rate of interest, collateral, par, or maturity value.

(d) Cost

(e) Current

value

REGISTERED INVESTMENT COMPANY

BLACKROCK TOTAL RETURN K 4,221
REGISTERED INVESTMENT COMPANY

FID FREE INDX 2015 PREM 644
REGISTERED INVESTMENT COMPANY

MFS TOTAL RETURN - R6 13,007
REGISTERED INVESTMENT COMPANY

VANGUARD MID CAP INDEX - ADM 36,248
REGISTERED INVESTMENT COMPANY

ISHARES MSCI1 EAFE INTL INDEX K 11,534
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2060 PREMIER 126,525
REGISTERED INVESTMENT COMPANY

T ROWE PRICE OVERSEAS STOCK 11,273




PlaniD: 268029

Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY HEALTH NETWORK EIN: 41-2273820
Plan Sponsor's Name  STEPHEN F AUSTIN COMMUNITY HEALT PN: 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2040 PREMIER 259,554

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2020 PREMIER 17,434

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2010 PREMIER 650

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2030 PREMIER 352,374

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2035 PREMIER 194,402

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2055 PREMIER 373,335

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX INC PREMIER 21,925




PlaniD: 268029

Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY HEALTH NETWORK

Plan Sponsor's Name

STEPHEN F AUSTIN COMMUNITY HEALT

001

41-2273820

@

(b) Identity of issue, borrower, lessor, or similar party

(c) Description of investment including maturity date,

rate of interest, collateral, par, or maturity value.

(d) Cost

(e) Current

value

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2050 PREMIER 340,780
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2045 PREMIER 418,563
REGISTERED INVESTMENT COMPANY

T. ROWE PRICE DIVIDEND GR 1 87,243
REGISTERED INVESTMENT COMPANY

VANGUARD SMALL CAP INDEX ADMRL 26,763
REGISTERED INVESTMENT COMPANY

AMF GROWTH FUND OF AMERICA R6 44,592
REGISTERED INVESTMENT COMPANY

JPMORGAN EQUITY INCOME FUND R6 25,720

JANUS HENDERSON TRITON FUND N

REGISTERED INVESTMENT COMPANY

,038




PlaniD: 268029

Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY HEALTH NETWORK

Plan Sponsor's Name

STEPHEN F AUSTIN COMMUNITY HEALT

EIN: 41-2273820
PN: 001

@

(b) Identity of issue, borrower, lessor, or similar party

(c) Description of investment including maturity date,

rate of interest, collateral, par, or maturity value.

(d) Cost

(e) Current

value

VANGUARD SM CAP VAL INDEX ADM

REGISTERED INVESTMENT COMPANY

33,727

SELF-DIRECTED BROKERAGE ACCT

BROKERAGE FUND OPTIONS

52,734

INVESCO STABLE ASSET - ADPZ

COMMON/COLLECTIVE TRUST

92,287




PlaniD: 268029

; ; OMB No. 1210-0110

SCHEDULE R Retirement Plan Information 2

(Form 5500) 2022
Department of the Treasury This schedule_is required to be filed gnder sections 104 and 4065 of t'he

Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

o 6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public
epartment of Labor .
Employee Benefits Security Administration Inspectlon.

P File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 1273172022

A Name of plan B Three-digit

COMMUNITY HEALTH NETWORK plan number
(PN) 4 001

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

41-2273820

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
(145 {0 [od 1 To] o TP U PP TTPOPP

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): 57-1198022

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 Il 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)? .....cceevevrerenne. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5 I 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 6al

deficiency not waived) ................................................................................................................................

b  Enter the amount contributed by the employer to the plan for this plan year ...............cccccoveveveereeenereennns 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)...........ueiiiiiiiiiiiice e e e ae e e 6C

If you completed line 6¢, skip lines 8 and 9.

Will the minimum funding amount reported on line 6¢ be met by the funding deadling?..............c.cccocovrrrvrerrnennn. D Yes D No D N/A

(o]

If a change 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? .........uiiiiiice et et e e e e et a e e e e e staaaaeeeeennnnes D Yes D No D N/A

Part 11l 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

DOX. [f N0, CHECK thE “NO” DOX........eieeeeeeeeeeeeeeeeeeeeee e eeee oo ee et eeeeeen 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 a Does the ESOP hold any Preferred SOCK? ..........cc.oeiveuiereueeeeeeeeeeeeeeeteeeetee e e e e teae et et e e et eesete e et eae et eseetateesete e eteaneseteesateseaeneeeanann D Yes D No
b  If the 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.) ........ciiiiiiiii e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?...........cccooveveiiviiereeeeeeeeeeeeees D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2022

v. 220413



PlaniD: 268029

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)
STEPHEN F AUSTIN COMMUNITY HEALT Employer identification number (EIN) (9 digits XX-XXXXXXX)
Number, street, and room or suite no. (If a P.O. box, see instructions) 41-2273820
1612 CALLAWAY Social security number (SSN) (9 digits XXX-XX-XXXX)
City or town, state, and ZIP code
ALVIN TX 77511
C Plan name Plan Plan year ending—
COMMUNITY HEALTH NETWORK number MM DD YYYY
0 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 time until 10 / 16 / 2023 to file 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 10 / 16 / 2023 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 (@) 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 »

MGA Form 5558 (Rev. 9-2018)



SUMMARY ANNUAL REPORT
For COMMUNITY HEALTH NETWORK

This is a summary of the annual report for COMMUNITY HEALTH NETWORK, EIN 41-2273820, Plan
No. 001, for period January 1, 2022 through December 31, 2022. The annual report has been filed with
the Employee Benefits Security Administration, as required under the Employee Retirement Income
Security Act of 1974 (ERISA).

Basic Financial Statement

Benefits under the plan are provided by a trust fund. Plan expenses were $198,194. These expenses
included $14,058 in administrative expenses, and $184,136 in benefits paid to participants and
beneficiaries. A total of 294 persons were participants in or beneficiaries of the plan at the end of the plan
year, although not all of these persons had yet earned the right to receive benefits.

The value of plan assets, after subtracting liabilities of the plan, was $2,897,698 as of December 31, 2022,
compared to $2,069,226 as of January 1, 2022. During the plan year the plan experienced an increase in
its net assets of $828,472. This increase includes unrealized appreciation and depreciation in the value of
plan assets; that is, the difference between the value of the plan's assets at the end of the year and the value
of the assets at the beginning of the year or the cost of assets acquired during the year. The plan had total
income of $1,026,666, including employer contributions of $410,934, employee contributions of
$802,093, earnings from investments of ($372,037), and other income of $185,676.

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items
listed below are included in that report:

e an accountant's report;

e financial information;

¢ information on payments to service providers;

e assets held for investment;

¢ information regarding any common or collective trusts, pooled separate accounts, master trusts or
103-12 investment entities in which the plan participates;

To obtain a copy of the full annual report, or any part thereof, write or call the office of STEPHEN F
AUSTIN COMMUNITY HEALT at 1612 CALLAWAY, ALVIN, TX 77511, or by telephone at (281)
919-4789. The charge to cover copying costs will be $2.50 for the full annual report, or $0.25 per page for
any part thereof.

You also have the right to receive from the plan administrator, on request and at no charge, a statement of
the assets and liabilities of the plan and accompanying notes, or a statement of income and expenses of the
plan and accompanying notes, or both. If you request a copy of the full annual report from the plan
administrator, these two statements and accompanying notes will be included as part of that report. The
charge to cover copying costs given above does not include a charge for the copying of these portions of
the report because these portions are furnished without charge.

You also have the legally protected right to examine the annual report at the main office of the plan
(STEPHEN F AUSTIN COMMUNITY HEALT, 1612 CALLAWAY, ALVIN, TX 77511) and at the U.S.
Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department of Labor upon



SSHCommunity
U357 Health Network

United States Department of Labor
Washington, DC

RE: 5500 Filing
To Whom This May Concern:

| would like to explain why | am late to file our 5500 report to you. | was
trying to file by the date of October 16, 2023. However, | kept having
errors on the electronic filing system.

| did call the EFAST system on three (3) different occasions. | finally was
told that | did not have addresses completed on Schedule H. It took me
until October 19, 2023, to file. | learned today that | filed late, and |
needed to supply an explanation.

We are a non-profit Federally Qualified Health Center, and this was the
first time for me to file on behalf of an employer. | do apologize for
filing on October 19 instead of October 16.

Please consider waiving any penalties.
Best regards,
Sharon Barnes

Human Resources — Community Health Network
979.236.4038


https://mychn.org/

PlanID: 268029

Form 5500 Annual Return/Report of Employee Benefit Plan ded el
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
e L L sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2022
e 'Z’IePa“’{B‘e"‘ g{ '-gbm . » Complete all entries in accordance with
Mployee Benefite Sacurity the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report ldentification 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 D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)
E a single-employer plan |:| a DFE (specify)
B This return/report is: D 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. . . ........ ... .o e » D
D Check box if filing under: K| Form 5558 [ ] automatic extension [] the DFVC program
|:| special extension {enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
COMMUNITY HEALTH NETWORK number (PN) » 001
1c Effective date of plan
01/01/2019
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) 41-2273820

STEPHEN F AUSTIN COMMUNITY HEALT
2¢ Pian Sponsor's telephone

number
(281)919-4789
1612 CALLAWAY 2d Business code (see
instruct
ALVIN X 77511 Ig; 5.“;509"5)

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 retum/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.

SIGN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2022)

v. 220413




PlaniD: 268029

Form 5500 (2022) Page 2
3a Plan administrator's name and address @ 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 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
€ Plan Name
85 Total number of participants at the beginning of the plan year 5 ‘ 237
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 YT ..........cccvireirerin e sssssssns 6a(1) 208
a(2) Total number of active participants at the end of the PIAN YEAI ...........ccocroeieeiircne e e 6a(2) 246
b Retired or separated participants reCeIVING DENETILS............cccoviveeuieeee e e et st ae bbb et be et s ss st e e e as s s s b saens 6b 0
C Other retired or separated participants entitled to future benefits ...... ...t 6¢c 48
d  Subtotal. Add INES BA(2), 61, BNU BC..........ccciveeeirireiieeiieettesie st ee et bbbt bt s s e e s et s b esesseasssseasressabessna st b bente 6d 294
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccocciiiiiciiiniiiniiccnce. Be 0
T Total. ADGTINES B AN B0. ........ce.eceeeeeeeetveeeeeeeer e et s e e ee e san s eaetees b s s easseasaeasesaseasass s esetsas et esaas st et ebassasas et esanssemasanssbass 6f 294
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE BRI TEEIMY oot e e e ee e ee e eeee s e ee s oe oo e eemr et e ensseems st s ee s eensansesaan et s em e eessnsnrens 6g 180
h Number of participants who terminated employment during the plan year with accrued benefits that were
[E5S than 100% VESTEA ........ceoveeieieseiieseesieesssesesossesssasssssseseesseassssssmsesemsmasesesonsessseressemoesesmacasseessamasscs santesassseasemscasesoaessssssnas 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:
2E 2F 2G 2J 2K 2R 2T 3D
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)
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 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) Ig R {Retirement Plan Information}) (1) H (Financial Information)
(2) |:| 1 (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 (@ A C (Service Provider Information)
@3 [] sB (Single-Employer Defined Benefit Plan Actuarial (5) B D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)




PlanlD: 268029

Form 5500 (2022) Page 3

| Part lll | 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.) vevrvvvrrsenrsersssnseserieeeenees || Y€S No

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

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

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

Receipt Confirmation Code




PlanID: 268029

SCHEDULE C Service Provider Information _ OMB No. 1210-0110
(Form 5500) 2022
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).
This Form is Open to Public
Department of Laby -
Employee Benefits Security Administration P File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corparation
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
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
STEPHEN F AUSTIN COMMUNITY HEALT 41-~-2273820

[ Part| J 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
AMERTCAN FUNDS DISTRIBUTORS, INC.
95-2769620

(b) Enter name and EIN or address of person wha provided you disclosures on eligible indirect compensation

BLACKROCK INVESTMENTS, INC.
23-2784752

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
FIDELITY DISTRIBUTORS CORP.

500 SALEM STREET
MAIL ZONE O3N
SMITHFIELD RI 02917

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

INVESCO

1555 PEACHTREE STREET NW

1800
ATLANTA GA 30309
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022

v. 220413



PlaniD: 268029

Schedule C (Form 5500) 2022 Page 2- | |

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

J.P, MORGAN INVESTMENT MANAGEMENT
13-3200244

(b) Enter name and EIN or address of person who provided you disclasures on eligible indirect compensation

JANUS DISTRIBUTORS, LLC
151 DETROIT STREET

DENVER Co 80206

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

MFS FUND DISTRIBUTORS, INC.
04-2747644

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

STATE STREET GLOBAL MARKETS
81-4055974

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

T. ROWE PRICE
100 EAST PRATT STREET

BALTIMORE MD 21202

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

TIAA-CREF FUNDS
730 THIRD AVENUE

NEW YORK NY 10017

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

VANGUARD
455 DEVON PARK DRIVE

WAYNE PA 19087

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




PlaniD: 268029

Schedule C (Form 5500) 2022 Page 2-

(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 persan 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

PlaniD: 268029

Page 3 - I:]

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 pian year. (See instructions).

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

ADP, INC.
13-3036745
(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |empioyer, 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
(f). If none, enter -0-.
37 50 15
64 [ECORD KEEPER Yes K] No [] Yes K] No [] Yes D No K]
14,058 | 0
(a) Enter name and EIN or address (see instructions)
TD AMERITRADE, INC.
82-0543156
(b) (c) (d) (e) (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
(f). If none, enter -0-.
33 63
SECURITES BROKER Yes E' No D Yes D No EI Yes EI No D
0 0
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) U (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

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

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

compensation? (sources
other than plan or plan
sponsor)

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-.

provider give you a

formula instead of
an amount or

estimated amount?

Yes D No D

Yes |:| No |:|

Yes D No D




Schedule C (Form 5§500) 2022

PlanID: 268029

Page 3 - |

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).

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

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

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

compensation? (sources
other than plan or plan
sponsor})

compensation, for which the
plan received the required
disclosures?

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

(b) (c) (d) ) (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-.
Yes [] No[] Yes [] No [] Yes [| No[]
{a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (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
(f)- If none, enter -0-.
YesD NoD YesD No|:| YesD No[l
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (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

formula instead of
an amount or
estimated amount?

Yes D No |:|

Yes |:| No |:|

Yes D No |:|
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Schedule C (Form 5500) 2022

Page 4 - |:|

| 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.

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
63
TD AMERITRADE, INC. 0

(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.

AMANA MUTUAL FUNDS TRUST
35-6447892

RANGE FROM 0-100 BPS

(@) Enter service provider name as it appears on line 2 (b} Service Codes {c) Enter amount of indirect
(see instructions) compensation
63
TD AMERITRADE, INC. 0

(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.

MORGAN STANLEY
36-3145972

RANGE FROM 0-100 BPS

{a) Enter service provider name as it appears on line 2 (b) Service Codes {c) Enter amount of indirect
(see instructions) compensation
%3

TD AMERITRADE, INC.

(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.

UNAVAILABLE
UNAVAILABLE

UNAVAILABLE CA 91367

INCOME FROM MARKET PER QUALIFIED TRADE, BPS ON SWE
EP FUNDS, AND MUTUAL FUND FEES DISCLOSED IN TD AME
RITRADES 408B2




Schedule C (Form 5500) 2022

PlanID: 268029

Page 5 - |

| Partll [ 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)

(¢) 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 lll | 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: e 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:




PlaniD: 268029

SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

) File as an attachment to Form 5500.

OMB No. 1210-0110

2022

Department of Labor
Employee Benefits Security Administration This Form is Open to Public
Inspection.
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
COMMUNITY HEALTH NETWORK plan number {PN) » 001

C Plan or DFE sponsor's name as shown on line 2a of Form 5500

STEPHEN F AUSTIN COMMUNITY HEALT

D Employer Identification Number (EIN)

41-2273820
Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)
(Complete as many entries as needed to report all interests in DFEs)
a Name of MTIA, CCT, PSA, or 103-12 IE: INVESCO STABLE ASSET - ADPZ
b Name of sponsor of entity listed in (a): INVESCO TRUST COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN 27-3884161 001 code C 103-12 IE at end of year (see instructions) 92,287

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

€ EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2022

v. 220413



Schedule D (Form 5500) 2022

PlaniD: 268029
Page 2 - |

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Schedule D (Form 5500) 2022 Page 3 - , I

Partll | Information on Participating Plans (to be completed by DFEs)
(Complete as many entries as needed to report all participating plans)

a Plan name

b Name of € EIN-PN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of € EIN-PN
plan sponsor

a Plan name

b Name of € EIN-PN
plan sponsor

a Plan name

b Name of € EIN-PN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor
Plan name
Name of C EIN-PN

plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of € EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor




PlanID: 268029

SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Financial Information

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

OMB No. 1210-0110

2022

Department of Labor This Form is Open to Public
Employee Benefits Security Administration » File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation
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

C Plan sponsor’'s name as shown on line 2a of Form 5500
STEPHEN F AUSTIN COMMUNITY HEALT

41-2273820

D Employer Identification Number (EIN)

| Part1 | Asset and Liability Statement

1 Cumrent 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 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 dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 19, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash.........ccccvicrcercireeincrenere e e 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYET COMIIBULIONS .......vvvvseeeerisresiseeseeseserssssseseesesssesssessssenssessasses 1b(1)
(2) Participant CONTIBULIONS. ..........vveveisereserreseeasser s sessseenseenessenessesenees 1b(2)
(B) OB oo eeeceee st cr st en s esssaenseeneseer st eneenssnaneseenaes 1b(3)
C General investments:
W) Interest-bgaring cash (include money market accounts & certificates 1¢(1)
OF AEPOSIL) .eviireiieiii et me e s rn s
(2) U.S. GOVErNMENT SECUMLIES .......e.e et tst e sasi s e ao s sesssresns 1c(2)
(3) Corporate debt instruments (other than employer securities}):
(A) Preferred 1¢(3)(A)
(B) Al OtET.....eecvcreririserveesssteeses et es st ss st es st es b en st se s ss e bna s sesenes 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
{A) PrEfBITEM ....evvviveeiosesisissesisesssesssssssesesressssetsessssnsssssnssemnsssessesssesens 1c(4)(A)
(B) COMMON cooeveciisiisereeriseressenreses s msssssassesassesessemassesessemssenssesassassns 1¢(4)(B)
(5) Partnership/joint VENture iNtErests ..........oovueeerineereeesrresssicessesessessrsesens 1¢(5)
(6) Real estate (other than employer real property) ... 1¢(6)
{7) Loans (other than t0 participants)...........eeeeeesveeerisseeensresssesesessenenns 1¢(7)
(8) PAMICIDANT IOANS ......eveereetseeniesersreeeeeseeee e esensseseeseas e senssseesrenessnenesens 1¢(8) 17,549 27,185
(9) Value of interest in common/collective trusts ............o.ov.eerveeerecuenceenene, 1¢(9) 63,569 92,287
{10) Value of interest in pooled separate aGCOUNLS ............cccueverveeeeremerereennen, 1¢(10)
{11) Value of interest in master trust investment accounts.............ccccrvenen... 1e(11)
{12) Value of interest in 103-12 investment entities 1¢(12)
(13) Value of interest in registered investment companies (e.g., mutual 1c(13)
FUNAS) 1earecreereercrrereesirae et e s s isseasae b sesee s b semes st rae s 1,932,688 2,725,492
(14) Value of funds held in insurance company general account {unallocated 1c(14)
contracts)
(15) Other 1¢(15) 55,420 52,734

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

Schedule H (Form 5500) 2022

v. 220413



PlanID: 268029

Schedule H (Form 5500) 2022 Page 2
1d Employer-related investments: (a) Beginning of Year {b) End of Year
(1) EMPIOYEE SEOUMMIES .......v.eeceeeeeeteeee e eeeeees e eses b s e 1d(1)
(2) EMPIOYEr real PrOPEMY .......cevveeerertmeeteeeccieesenasaeecsesenenesaesssesenssessmrenens 1d(2)
@ Buildings and other property used in plan operation ...........c.cccvvvevvereenreninnnee 1e
f Total assets (add all amounts in lines 1a through 1€) .......cccovevervenrieenrernnns 1f 2,069,226 2,897,698
Liabilities
d Benefit claims payable 19
N Operating Payables ..........uceeiveeerereriiieeeeene et en b e enssasas s enssnanas 1h
i AcQUISHION INAEBIEANESS .......cvciieiireretire et ree b s sne s sean e neaes 1i
J  Other abiliies. .......c.ocociiecrerecrccnes et et 1j
k Total liabilities (add all amounts in lines 1g through1j) .........ccoovecrveeriuencnnne.. 1k 0 0
Net Assets
| Net assets (subtract line 1k from NE 16).....cc.eeveeeriveeeereeeieeeeeeccec e L 11 ‘ 2,069,226 | 2,897,698

|Part ll ]Income and Expense Statement

2 Planincome, 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) Amount {b) Total
a Contributions:

(1) Received or receivable in cash from: (A) EMployers ...........cccecoevuerennene. 2a(1)}(A) 410,934

(B) Participants 2a(1)(B) 802,093

(C) Others (iNCIUING FONOVETS).......cu..eeeceecee e e 2a(1)(C) 196,047
{2) NONCASh CONLHBULIONS «....e.voeevececeeeee e ces e snaen 2a(2)
{3) Total contributions. Add lines 2a(1){A), (B), (C), and line 2a(2) ............. 2a(3) 1,409,074

b Earnings on investments:

(1) Interest:

(A) Inte_rest-bearing cash (including money market accounts and 2b(1)(A)

certificates of deposit)

(B) U.S. GOVErNMENt SECUMLIES ......co.ev.eeeeereeeeeeceeee e enere e e anees 2b(1)(B)

(C) Corporate debt INSUMENS .........cv.vveeerireeereecerieneeeneee e eseseseeaes 2b(1)(C)

(D) Loans (other than to ParGIPaNtS) .............c.cceeeecverecreeeeeeeeerieeerienns 2b(1)(D)

(E) Participant I0@NS .........covevuiveeereeeeeeceeeceecteeeeeeees et en e sees s 2b(1)(E) 1,179

(F)  OMNOE oo eeee et eeea e eens e ns s erseeans e e ennnns 2b(1){F)

(G) Total interest. Add lines 2b{1)(A) through (F)....c...cce.eeerveverrreeeenne. 2b(1){G) 1,179
(2) Dividends: {A) Preferred stock e | 2D(2)(A)

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

(C) Registered investment company shares (e.g. mutual fundsj).......... 2b(2)(C) 59,289

(D) Total dividends. Add lines 2b(2)(A), (B}, and (C) 2b(2)(D) 59,289
(3) RENES o.ouivicviseteiseessissrreetessessss st esestenaessseessbassae st sass s s s s beeasaessaenassaes 2h(3)
{4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ................... 2b(4)(A)

(B) Aggregate carrying amount (see inStructions)..............oceveevereeennne.s 2b{4)(B)

{(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ... . | 2b(5)}(A)

(=3 YOO UO RO 2b(5)(B}

() R 1006 ()Y B (E) e 2b(5)(C) 0




PlaniD: 268029

Schedule H (Form 5500) 2022 Page 3
{a) Amount {b) Total
(6) Net investment gain (loss) from common/collective trusts.............ccceuvu... 2b(6) 1,399
(7) Net investment gain {loss) from pooled separate accounts..............co...... 2b(7)
(8) Net investment gain (loss) from master trust investment accounts .......... 2h(8)
{9) Net investment gain (loss) from 103-12 investment entities ...........ccoovre.n. 2n(9)
(10) Net inve'stment gain (loss) from registered investment 2b(10)
companies (€.9., MULUAl FUNAS) ......ccceerirreeerirmrerren et eee e -433,904
€ OtherinCOME ... ececrce s s e s e essar s s s e e s e s e aneaes 2¢c -10, 371
d Total income. Add all income amounts in column (b) and enter total 2d 1,026,666
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 184,136
(2) To insurance carriers for the provision of benefits ............c....eevveeeereerienns 2e(2)
(3) OBNET ..ottt e es ettt ettt b et e 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3) ....cc..coevvreeeerrerneernnnns 2e(4) 184,136
f Corrective distributions (see INSITUCHONS) .......cccvveerieerrerrreesceseereessereneeiens 2f
g Certain deemed distributions of participant loans (see instructions)............... 29
D INLErESt EXPERSE. .....cvcieverieeecteie ettt e ns e s e s ene s s eees 2h
i Administrative expenses: (1) Professional fees ...........ccocoeerovevmeeeerresricanseens 2i(1)
{2) Contract administrator fees .........cccccceiivcii 2i(2)
(3) Investment advisory and management fees .......c..ccceiveeeirnercerinnerevinnenienns 2i(3)
(8) OHNT ...ttt e sa st s st 2i(4) 14,058
(5) Total administrative expenses. Add lines 2i(1) through (4) 2i(5) 14,058
j Total expenses. Add all expense amounts in column (b) and enter total....... 2j 198,194
Net Income and Reconciliation
K Netincome (loss). Subtract line 2j from line 2d 2k 828,472
| Transfers of assets:
(1) TO IS PIAN...vurererrisesecscciseisnaesesseesenreseeesees et nes s enssenscssssessessnass 21(1) 0
21(2)

{2) From this plan

Part lll 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)@ Unmodified (2) |:| Qualified (3) |:| Disclaimer (4)D 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) @ DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) |:| neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

€ Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name:JAG ARGUETA

(2) EIN: 82-2358927

d The opinion of an independent qualified public accountant is not attached because:
M D This form is filed for a CCT, PSA, or MTIA.  (2) D 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 |Es also do not complete lines 4j and 4l. MTIAs also do not complete line 41.

During the pian year:

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.) ............c..... 4a

Yes

No

Amount




PlanID: 268029

Schedule H (Form 5500) 2022 Page 4-
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
Lol aT=Te (= o 1 T OO PO O SOV 4h X
€ 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.) .......cocciveiiiricincnricinnnane 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 I1l if “Yes” is
CRECKEA.} ettt e e et e e r e n e st e e e me et e are e et e e et et e nea e e e nt et s et e nanan e reeean 4d X
€@  Was this plan covered by a fidelity DONG? ... e 4e X 207,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF AISNONESTY? ... it ce e s b re s e s e bt e e e e e s s e ene e me s saberree e srbsasan 4f X
g Did the plan hold any assets whase current value was neither readily determinable on an
established market nor set by an independent third party appraiser? ...........ccoccoieeverniieciinnns 4q 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 pian have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format requUIreMENtS. ). ..ot 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.)........cccoceiiiiiiiiiir e e 4j X
Kk  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC7 ........coi ittt s cseessree e a4k
I Has the plan failed to provide any benefit when due under the plan? ... 4)
m [f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2820.107-3. ) et teeeieseereieeetee e e et e e e e e n e n e et e e e taaeateaeas e e saee e Raeaa e Re e et s ane e e R e nn e e E e e e ntaen ks eaResnannernen 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......cccccoiviviriiiiiieceiieenn. 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes E] 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)

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

10T 0 ot 1] 1 = T
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

D Yes |:|No DNot determined
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Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY HEALTH NETWORK

Plan Sponsor's Name

STEPHEN F AUSTIN COMMUNITY HEALT

41-2273820

001

{c) Description of investment including maturity date,

{e) Current

(a) (b} Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. {d) Cost value

INTEREST RATES { 5.25% TO 9.00%)

PARTICIPANT LOANS 27,185
REGISTERED INVESTMENT COMPANY

STATE ST EQUITY 500 INDEX K 150, 670
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2005 PREMIER 10,522
REGISTERED INVESTMENT COMPANY

TIAA-CREF SC BLEND INDEX INST 16,145
REGISTERED INVESTMENT COMPANY

VANGUARD INTERMEDIATE TERM BON 111,401
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2025 PREMIER 16,147
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2065 PREMIER 17,053




PlanID: 268029

Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY HEALTH NETWORK EIN: 41-2273820
Plan Sponsor's Name  STEPHEN F AUSTIN COMMUNITY HEALT PN: 001
{c) Description of investment including maturity date, {e) Current
{d) Cost value

(@)

{b) Identity of issue, borrower, lessor, or similar party

rate of interest, collateral, par, or maturity value.

BLACKROCK TOTAL RETURN K

REGISTERED INVESTMENT COMPANY

4,221

FID FREE INDX 2015 PREM

REGISTERED INVESTMENT COMPANY

644

MFS TOTAL RETURN - R6

REGISTERED INVESTMENT COMPANY

13,007

VANGUARD MID CAP INDEX - ADM

REGISTERED INVESTMENT COMPANY

36,248

ISHARES MSCI EAFE INTL INDEX K

REGISTERED INVESTMENT COMPANY

11,534

FID FREEDOM INDEX 2060 PREMIER

REGISTERED INVESTMENT COMPANY

126,525

T ROWE PRICE OVERSEAS STOCK

REGISTERED INVESTMENT COMPANY

11,273
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Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY HEALTH NETWORK

Plan Sponsor's Name

STEPHEN F AUSTIN COMMUNITY HEALT

41-2273820

001

{¢) Description of investment including maturity date,

{e) Current

(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. {d) Cost value

REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2040 PREMIER 259,554
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2020 PREMIER 17,434
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2010 PREMIER 650
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2030 PREMIER 352,374
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2035 PREMIER 194,402
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX 2055 PREMIER 373,335
REGISTERED INVESTMENT COMPANY

FID FREEDOM INDEX INC PREMIER 21,925




PlaniD: 268029

Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY BEALTH NETWORK

41-2273820

Plan Sponsor's Name  STEPHEN F AUSTIN COMMUNITY HEALT 001
{c) Description of investment including maturity date, {e} Current
(a) {b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. {d) Cost value
REGISTERED INVESTMENT COMPANY
FID FREEDOM INDEX 2050 PREMIER 340,780
REGISTERED INVESTMENT COMPANY
418,563

FID FREEDOM INDEX 2045 PREMIER

REGISTERED INVESTMENT COMPANY

T. ROWE PRICE DIVIDEND GR I 87,243
REGISTERED INVESTMENT COMPANY

VANGUARD SMALL CAP INDEX ADMRL 26,763
REGISTERED INVESTMENT COMPANY

AMF GROWTH FUND OF AMERICA Ré 44,592
REGISTERED INVESTMENT COMPANY

JPMORGAN EQUITY INCOME FUND R6 25,720
REGISTERED INVESTMENT COMPANY

3,038

JANUS HENDERSON TRITON FUND N




PlaniD: 268029

Attachment to 2022 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name COMMUNITY HEALTH NETWORK 41-2273820
Plan Sponsor's Name  STEPHEN F AUSTIN COMMUNITY HEALT 001
(c) Description of investment including maturity date, (e} Current
(a) {b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value
REGISTERED INVESTMENT COMPANY
VANGUARD SM CAP VAL INDEX ADM 33,727
BROKERAGE FUND OPTIONS
SELF-DIRECTED BROKERAGE ACCT 52,734

INVESCO STABLE ASSET - ADPZ

COMMON/COLLECTIVE TRUST

92,287
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SCHEDULER Retirement Plan Information OMB No. 12100110
(Form 5500) 2022

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 1874 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public

Inspection.

Department of Labor

Employee Benefits Security Administration b File as an attachment to Form 5500

Pension Benefit Guaranty Corporation

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

COMMUNITY HEALTH NETWORK plan number
(PN) » 001

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

41-2273820

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
10 W o (e T OO TP PO PP URPROI

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): 57-1198022

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 Ii 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 Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(A{2)? ..ovvvvevvveeeevevenees [] Yes D No [] wa
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 6
a

deficiency not waived) ................................................................................................................................

b Enter the amount contributed by the employer to the plan for this plan year .... 6b

€ 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 amoUnt).......c.cveeriirrrinrr e e 6¢

If you completed line 6¢c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢c be met by the funding deadline? ..............ccoecevvevrcvrreennnn. I:I Yes D No D N/A

8  If a change 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
AdMINStrator Agree With the CRANGE? ...............c.oooveveveeieeeeeeoeeeeeeeeeee oo eeeeereeseeeeeneeeeeseaeeseseasesessesseenesseeeeeeean [] Yes [] No [] ~na

l Part lll Amendments

9 I this 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
DOX. 1 10, CHECK the "NO” DOX.......ce.eeerereeeeeeeeeseeeeeeeeeseeeeeseeeseeeee st seest st esesesesteemenemesss 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 [I No
11 @ Does the ESOP ROl GNY PrEfErred SOK? .....o.ovmevreveereseeerseseteseeeeeseessesssssieessesssestsssasssssesasssessensssssssesstsnssesssssssssssssssssssssreone 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 “back-to-back” [08N.) ........c.cueivieiririiiiiiiiiiie e e e ee s nanas
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?...........cccc.eeevveeerrrerreeeersinssencenn. |:| Yes I:I No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2022

v. 220413



PlanID: 268029

Schedule R (Form 5500) 2022 Page2-[ |

| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed fo report all applicable employers.

a Name of contributing employer

b EIN € 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 aftachment. 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) Baseunitmeasure:| | Hourly  [] Weekly [ | Unitof production [ | Other (specify):

a Name of contributing employer

o

EIN €  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

e Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required aftachment. 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

o

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 (/f 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

o

EIN €  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

e Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required aftachment. 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

T

EIN C  Doilar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than ane collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e 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:|_| Hourly ﬂ Weekly H Unit of production D Other (specify):

a Name of contributing employer

o

EIN € Doliar 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

e Contribution rate information (I/f 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: D Hourly D Weekly D Unit of production D Other (specify):




PlaniD: 268029

Schedule R (Form 5500) 2022 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 ionger 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: D last contributing employer |:| alternative D reasonable approximation (see 14a
instructions for required attAChMENT)...........cociieii e e e e s rn e en

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).......c..coecevvcnevvrcncrrccrinnnes

€ The second preceding plan year. |:| Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)...........ccoooeiieeii e 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..........cccceeciveencns 15a

b The corresponding number for the second preceding PIaN YEAr ......c.ouvieeeirierrrieniseeesesisiisssiesisescessssnasenes 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 .........ccccceivieiriinvveeeercineenens 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 E@MPIOYErS........cocirereiiercrieniirererieererssrrsenressersserranresaresanesasessssererarsesnees

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 attaChMENL. .....cciuiiieieiiircii s ers e s easar s raenssarasnsasasssrnssssnrssssnsensnansrnnens

[ Part Vi [ Additional Information for Single-Employer and Multiemployer Defined Benefit 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 instructions regarding supplemental
information o be included as an GACHMENT.... ... i e b sr st e s eh s et s e nen e D

19 ifthe 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: % Other: %
b Provide the average duration of the combined investment-grade and high-vield debt:
|:| 0-3 years D 3-6 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
€ What duration measure was used to calculate line 19(b)?
D Effective duration |:| Macaulay duration |:| Modified duration D 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 |:| 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.
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 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.
D No. Other. Provide explanation
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- 5558 Application for Extension of Time OMB No. 1545-0212
(Rov. September 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
Identification
A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer's identifying number (see instructions)
STEPHEN F AUSTIN COMMUNITY HEALT Employer identification number (EIN}) (9 digits XX-XX000CX)
Number, street, and room or suite no. (If a P.O. box, see instructions) 41-2273820
1612 CALLAWAY Social security number (SSN) (9 digits XO-XX-XXXX)
City or town, state, and ZiP code
ALVIN TX 77511
C Plan name Plan Plan year ending—
COMMUNITY HEALTH NETWORK number MM DD YYYY
4] 0 1 12 31 2022

IEZAl} 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

1 in Part |, C above.

2 |request an extension of time until 10 / 16 / 2023 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 Irequest an extension of time until 10 / 16 / 2023 to file Form 8955-SSA. See instructions.

Note: A signature 1S 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.

ETgdll] Extension of Time To File Form 5330 (see instructions)

4 lrequest 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) imposingthetax . . . . . . . . . . . » | a ]
b Enterthe payment amountattached. . . . . . . . . . . . . . . . . . . . . . P |b
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendmentdate . . . W c

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 » Date »
MGA Form 5558 (Rev. 9-2018)




SUMMARY ANNUAL REPORT
For COMMUNITY HEALTH NETWORK

This is a summary of the annual report for COMMUNITY HEALTH NETWORK, EIN 41-2273820, Plan
No. 001, for period January 1, 2022 through December 31, 2022. The annual report has been filed with
the Employee Benefits Security Administration, as required under the Employee Retirement Income
Security Act of 1974 (ERISA).

Basic Financial Statement

Benefits under the plan are provided by a trust fund. Plan expenses were $198,194. These expenses
included $14,058 in administrative expenses, and $184,136 in benefits paid to participants and
beneficiaries. A total of 294 persons were participants in or beneficiaries of the plan at the end of the plan
year, although not all of these persons had yet earned the right to receive benefits.

The value of plan assets, after subtracting liabilities of the plan, was $2,897,698 as of December 31, 2022,
compared to $2,069,226 as of January 1, 2022. During the plan year the plan experienced an increase in
its net assets of $828,472. This increase includes unrealized appreciation and depreciation in the value of
plan assets; that is, the difference between the value of the plan's assets at the end of the year and the value
of the assets at the beginning of the year or the cost of assets acquired during the year. The plan had total
income of $1,026,666, including employer contributions of $410,934, employee contributions of
$802,093, earnings from investments of ($372,037), and other income of $185,676.

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items
listed below are included in that report:

an accountant's report;

financial information;

information on payments to service providers;

assets held for investment;

information regarding any common or collective trusts, pooled separate accounts, master trusts or
103-12 investment entities in which the plan participates;

To obtain a copy of the full annual report, or any part thereof, write or call the office of STEPHEN F
AUSTIN COMMUNITY HEALT at 1612 CALLAWAY, ALVIN, TX 77511, or by telephone at (281)
919-4789. The charge to cover copying costs will be $2.50 for the full annual report, or $0.25 per page for
any part thereof.

You also have the right to receive from the plan administrator, on request and at no charge, a statement of
the assets and liabilities of the plan and accompanying notes, or a statement of income and expenses of the
plan and accompanying notes, or both. If you request a copy of the full annual report from the plan
administrator, these two statements and accompanying notes will be included as part of that report. The
charge to cover copying costs given above does not include a charge for the copying of these portions of
the report because these portions are furnished without charge.

You also have the legally protected right to examine the annual report at the main office of the plan
(STEPHEN F AUSTIN COMMUNITY HEALT, 1612 CALLAWAY, ALVIN, TX 77511) and at the U.S.
Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department of Labor upon



payment of copying costs. Requests to the Department should be addressed to: Public Disclosure Room,
Room N-1513, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution
Avenue, N.W., Washington, D.C. 20210.

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13)(PRA), no persons are required to
respond to a collection of information unless such collection displays a valid Office of Management and
Budget (OMB) control number. The Department notes that a Federal agency cannot conduct or sponsor a
collection of information unless it displays a currently valid OMB control number. See 44 U.S.C. 3507.
Also, notwithstanding any other provisions of law, no person shall be subject to penalty for failing to
comply with a collection of information if the collection of information does not display a currently valid
OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average less than one minute
per notice (approximately 3 hours and 11 minutes per plan). Interested parties are encouraged to send
comments regarding the burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to the U.S. Department of Labor, Office of the Chief Information
Officer, Attention: Departmental Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301,
Washington, DC 20210 or email DOL_PRA_PUBLIC@dol.gov and reference the OMB Control Number
1210-0040.

OMB Control Number 1210-0040 (expires 07/31/2023)



