Form 5500-SF

Department of the Treasury

Short Form Annual Return/Report of Small Employee OB Nos. 2 e
Benefit Plan

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

Pension Benefit Guaranty Corporation

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

Public Inspection

| Partl | Annual Report Identification Information

For ca

lendar plan year 2022 or fiscal plan year beginning

01/01/2022

and ending 04/28/2022

A This return/report is for:

B This return/report is D the first return/report

an amended return/report

C Check box if filing under: D Form 5558

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

a single-employer plan

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

the final return/report
a short plan year return/report (less than 12 months)

D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1a Name of plan

APTS,

INC. 401(K) PLAN

1b Three-digit
plan number
(PN) » 001

1c Effective date of plan
01/01/2017

2a Plan sponsor’s name (employer, if for a single-employer plan)

Mailing address (include room, apt., suite no. and street, or P.O. Box)

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

LEHIGH VALLEY HEALTH NETWORK EMERGENCY MEDICAL SERVICES

119 EAST HOLLY STREET
P.0. BOX 652
HAZLETON, PA 18201

2b Employer Identification Number
(EIN) 23-2532377

2c Sponsor’s telephone number
570-459-6622

2d Business code (see instructions)

621900

3a Plan administrator’'s name and address |X| Same as Plan Sponsor.

3b Administrator’s EIN

3c Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN 23-3022467
this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name AMERICAN PATIENT TRANSPORT SYSTEMS, INC 4d PN 001
C PlanName , ors INC. 401(K) PLAN
5a Total number of participants at the beginning of the Plan YEaT.............c.cocvvovivieeeeeeeeeeeeeeeeee e, 5a 47
b Total number of participants at the end of the PlAN YEAT ...........c.coueueueuieceeeeeeeeeeeeeeeeee e eeeeeaeens 5b 0
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 0
COMPIETE TIS IEEIM) ...ttt et b e et e et e et e et e et e e e st e e b e e ninee s
d(1) Total number of active participants at the beginning of the plan Year ............c..cccc.cceveueeeeeeereeeseee e, 5d(1) 45
d(2) Total number of active participants at the end of the plan Yar..............cc.c.cvevevcueveeecceeeeee e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
ENAN 100% VESTEA. ... etttk st ekttt e e et er e et ee ek st nh e eke e skt e er ekt eer e e r e e neeneereereenn e

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

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

belief, it is true, correct, and complete.
SIGN Filed with authorized/valid electronic signature. 02/01/2024 DEBORAH BLAKER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

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

Form 5500-SF (2022)
v.220413




Form 5500-SF (2022) Page 2

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

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

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

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSetS.......ccuiiiieieiiieieeee e 7a 183923 0
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 183923 0

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

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

(2) Participants...............c........ 8a(2)

(3) Others (including rollovers).. 8a(3)
b Other iNCome (I0SS)..........oovovoveveeeeeeeeeeeeeeeeeeeeeeeeeeeeerean 8b -18381
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c -18381
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DENEfitS) ... ...coviviieeiieiiieeeeee e 8d 45063
€ Certain deemed and/or corrective distributions (see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 90
g Other EXPENSES .....oueiiiiiiiiiieieieee e 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h 45153
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i -63534
] Transfers to (from) the plan (see instructions) ................cccceeeie 8j -120389

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 23 2K 2F 2G 3D
b [If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction
PrOGIAM) ... .ottt ettt ettt ettt e 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
(=TT T Yo e o 11T - U OO 10b X
C Was the plan covered by a fidelity bond? ... 10c | X 500000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ... 10d X
@ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the plan? (S INSIIUCHIONS.) ........ii ittt 10e | X 158
f Has the plan failed to provide any benefit when due under the plan? .............cccococoeveieeeee 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ......................... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.107-3L) o e 10h X

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




Form 5500-SF (2022) Page 3-| 1

[Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12
oL (o T PP PP TP TP T PP T TP TP TP P PP PP P PP TP PP TP PP TP PP PP PP TP PP TP PP TP PP PP P PP TP PO PP PP P TP PP P P PP PP PPTPPPPTRPPN

D Yes |:[ No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40..................... l 1lla ‘

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC

been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

by the 30th day after the due date.

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

No. Other. Provide explanation

I B |

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution were made

to or exceeding the

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
L S NSO
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

D Yes D No

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date
Granting the WaAIVET. ....coouuiiiiiiie et e et e e e ettt e e ettt e e ettt e e e e e e e e eaneeeas Month Day

of the letter ruling
Year

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

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

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

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
negative amount)

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..................cccoeveverennene.... D Yes D No D N/A
‘Part VI | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in @Ny Plan YEar? ............c.ccoceovoeieeeeeeeeeeeeeeeee e Yes D No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............c.ccocoiiiiiiiiiiiiniine 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the
[ole]pYige) et 1 AN d = T O T P P P PP PP PPPPPRTIRt

Yes D No

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

13c(1) Name of plan(s): 13c(2) EIN(s)

13c(3) PN(s)

LEHIGH VALLEY HEALTH NETWORK, INC. 401(K) SAVINGS PLAN 22-2458317

004




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100110
Department of the Treasury Be neflt Plan
Intsrnel Revenus Servics This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2022
Dapartment of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal ]
Employse Benefits Securlly Administralion Revenue Cade (the Code), This Form is Open to

Pansion Benefit Guaranty Corporation

¢ Complete all entries in accordance with the instructions to the Form §500-SF.

Public Inspection

| Partl | Annual Report Identification information

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

04/28/2022

A This return/report is for; @ a single-employer plan |:| a mulliple-employer plan {not multiemployer) {Filers checking this box must attach a
list of participating emplayer information In accordance with the form instructions.)

B This returnireport is |:| the first return/report the final return/report

@ an amended return/report IE a shorl plan year returnireport (less than 12 menths)

C Check box if filing under: D Form 6558 |:| automatic extension D DFVC program

D special extension (enter description)
D Ifthis is a retroactively adopted plan permitied by SECURE Act section 201, check here. .............. 3 D

| Partll [ Basic Plan Information—enter all requested information

1a Name of plan
APTS, INC. 401.{k} Plan

1b Three-digit
plan number
(PN) » 001

1¢ Effective date of plan
o1/c1/2017

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite ne, and street, or P.O. Box)
City or town, state or province, country, and ZIP or forelgn postal code {if foreign, see instructions)

Lehigh Valley Health Network Emergency Medical Services

119 East Holly Street
P.C. Box 652
Hazleton PA 18201

2b Employer Identification Number
(EIN)23-2532377

2¢ Sponsor's telephone number
570-459-6622

2d Buslness code (see Instructions)

621900

3a Ptan administrator's name and address [X| Same as Plan Sponsor.

3b Administrator's EIN

3¢ Administrator's telephone number

4 Ifthe name andfor EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report. 23-3022467
a Sponsor's name American Patient Transport Systems, Inc 4d PN
C Plan Name APTS, Inc. 401(k) Plan
ool
B5a Total number of participants at the beginning of e PIaN YBAE ... s, 5a 47
b Total number of parlicipants AL IS ENA OF INE PIAN YEAT. e vuveerrsreeesseessvesseeesseessssessss eesessseesssesesesssseesesessessesesssseeses 5b
C Number of participants with account balances as of the end of the plan year (only defined contribution plans B¢
GOMMPIELE TS HEIM).ccevvrremessse s eevsseersetioseesesasesssssssessssasssessssssamsessasesbeestseeesseeesaeesseeeessaessaeeeeesseseemeeesssseesenseseesssesenee - 0
d(1) Total number of active participants at the beginning of the plan yaar.. 5d(1) 45
d(2) Total number of active participants at the end of the plan year 6d(2) C
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e
118N 100% VESIEH 1..oomrveesseesesseees e reesssssie s esbs s dssmssss e ook e s R anes 0

Caution: A penalty for the late or incomplete fillng of this returnireport will be assessed unless reasonable cause Is established.

Under penaléllties of perjury and other penallies set forth in the instructions, | declare that | have examined this returni/report, including, if applicable, a Schedule

SB or Schetyte MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is fryd_corregt. and complete. . i 4 Vi

SIGN M, ﬂ(’ fé/u/——' ;)///,Zc’{,?y Deborah Blaker

HE.RE. SiJnatdre of plan administrator Date ’ Enter name of individual signing as plan administrator

SIGN

HERE Signature of employeriplan sponsor Date Enter name of individual signing as employer or plan sponsor

For Paperwork Reduction Act Notice, see the Instructions for Form 5500-5F.

Form 6600-SF (2022}
v.220413




Form 5500-SF (2022) Page 2

6a Were all of the plan's assets during the plan yaar invested in eligible assels? (See INSIUCHONS.). ..o e escscsrernecressssesseesesnares

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467 (See Instructions on walver eligibility and GONAIIONS.) v sessmsessssseesemns

If you answered "No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
€ Ifthe plan Is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ......[ ] Yes [[No [] Not determined

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

@ Yes |:| No
@ Yes D No

. (See instructions.}

| Partlli | Financial Information

7 Plan Assels and Liabillties {a) Beginning of Year (k) End of Year
A TOMAI PN BSSELS ,.vv.vvvrvveeneserserrsersanseesssorssssmsseeceresssmserrersussrsssmssess 7a 183,923 0
b Total plan liabilifies ........... st s e 7b
C Net plan assats (subtract ling 7b from line 7a}.......cccoc.vereeerec.... 7c 183,923 0
8 Income, Expenses, and Transfers for this Plan Year {a} Amount {b) Total
a Coniributions received or receivable from;
{1} EMPIOVEIS (..o e 8a{1)
(2} ParticiDants ... i s 8a(2}
(3) Cthers {including rcllovers}... 8a(3)
B Oter INCOME (1055} vuuuiereissiersesmmmesnesssississionstssssosssssesssssissssssssanes 8b -18,381
€ _Total income (add lines 8a(1}, 8a(2), 8a{3), and 8b)....c.c.reverrensnens 8¢ -18,381
d Benefits pald {including direct rollovers and insurance premiums
to provide BEneMts).......o.ooiee s 8d 45,063
€ Certain deemed and/or corrective distributions {see instructions) . 8¢
f Administrative service providers (salaries, fees, commissions)..... 8f 90
g Other eXPenses ..o s 89 .
h Total expenses (add lines 8d, 88, 8f, aNd 88 vvvreerreirrienrersrenereeens 8h 45,153
i Netincome (loss} (subtract line 8h from NG 80} .umusresmmmssrsinies 8i -63,534
j Transfers to (from) the plan {see INSIructions} ........c.oeeevecereereereeens 8 -120,389
I Part IV ' Plan Characteristics
9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
28 2J 2K 2F 2G 3D .
b |Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes In the instructions:
| Part V I Compliance Questions
10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 28 CFR 2510.3-1027 {8ee insiructions and DOL's Voluntary Fiduciary Correction
PTOGEAIM) 1otivtiiiiinmianieanmmmmiimmimsssmimeismmins st ss sassssnssssssessssessssmassssasssssssrss s sessessessansane 10a X
b Were there any nonexempt transactions with any party-in-interest? {Do not include transactions
reportad 0N NG T08.) e et srersssssessasraneas 10b X
C Was the plan covered by afidelity Bond? ... foe | ¥ 500,000
d Did the plan have a loss, whether or not relmbursed by the plan’s fidelity bond, that was caused
by fraud o AIShONESIY? ..ot raat 10d X
e Woere any fees or commisslons pald to any brokers, agents, cr other persons by an insurance
carrier, Insurance service, or other organization that provides some or all of the benefits under %
118 PIAN? (S8 INSHUCHONS.Yeevvr.veverreeesversrsveveseressenssssesssossesserensessssssessssesesssesessacessesassrssessesseseasesses 108 158
f Has the plan failed to provide any benefit when due under the PIaNT ..o ieensnes 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..., 10g P4
h Ifthis Is an individual account plan, was there a blackeut period? (See instructions and 29 CFR
0110 1 O 10h X
i 1f10h was answered “"Yes,” check the box if you either provided the required notice or one of the
excepticns to providing the notice applied under 29 CFR 2520.101-3........cc0maniinnnnin s 100




Farm 5500-5F (2022) Page 3~

lPart Vi l Pension Funding Compliance

11 Is this a defined benefit plan subject to minimugm funding requiremants? {If “Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, ieave line 11 blank and complete line 12

|:| Yas D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 6500) line 40 | 11a |

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $8, has PBGC

been notlfied as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

No. Reporting was walved under 29 CFR 4043.25(c)(2) because contributions equat to or exceeding the unpaid minimum required contribution were made

by the 30th day after the due date,

unpaid minimum required contribution by the 30th day after the due date.
No, Cther. Provide explanation

|:| No. The 30-day period referenced in 26 CFR 4043.25(c}(2) has not yet ended, and the sponsor intends to make a contribution equal to or exceading the

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

ERISAT cuivveriitimseistsesessistassssrmsessesssass e eeansrs e stvmnsesessenseas nsensesensnsd 8481400 LARELEEEHE L8R LRRRRRE S 1EE SRS 1ES HHRE AR RPL A8 REHHBR 4RSI A SR TV O R e e am e s R e b LR RS a e brran
{If "Yes," complete fine 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line

12 blank and complete line 11 above.

D Yes I:I No

a If a waiver of the minlmum funding standard for a prior year is being amertized in this plan year, see instructions, and enter the date
GrantiNg The WEIVEE, 1 erreis et ibi s e ag e s e sy e e Month Day

of the letter ruling
Year

If you completed line 12a, complete lines 3, 8, and 10 of Schedule MB (Form 5500}, and skip to line 13.

b Enter the minimum required contribution for thiS PIAM YEAL ............c..erisusessims srsssrarssyesseessossessssssses s sissssssssssssassssen 12b
€ Enter the amount contributed by the employer to the plan for this plan Year ... i 12c
d Subtract the amount in line 12¢ from the amount in line 12b, Enter the result {enter a minus sign to the left of a 12d
G AHVE BITIOUNTY oot ettt st e et d s b ra e b T e e e s
& Wil the minimum funding amount reported on line 12d be met by the funding deading?.. ... iesseesseeessersessss D Yes D No D N/A
Part VIl | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted N any plan YEar? ... @ Yes D iNo
If “Yes,” enter the amount of any plan assets that reverted to the employer this y2ar.......iini . 13a

b Were all the plan assels distributed to participants or beneficiarles, transferred o another plan, or brought under the
CONIOL OF fh8 PBGE T ........ivieeniieiisesieamssesvsesssessmmmes e resbasse s asasasnsestens ioassssis smnams tosasnssasdssns nbshd 4404 L4DE1ETbRS S st s e e e R e s s bt smnnseaneabn 1200

@ Yes D No

¢ I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s}, Identify the plan(s) o
which assets or liabilities were transferred. {See instructions.)

13¢(1) Name of plan{s): 13¢{2) EIN(s)

13¢{3) PN(s)

Liehigh Valley Health Network, Inc. 401 (k) Savings Plan 22-2458317

004




