Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2022

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration 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 07/01/2022 and ending  06/30/2023
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.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report the final return/report
D 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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

NEW HAMPSHIRE MEDICAL LABORATORIES RETIREMENT INCOME PLAN

1b Three-digit plan
number (PN) » 006

1c Effective date of plan
07/01/1987

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)

2b Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 02-0315693

CATHOLIC MEDICAL CENTER

100 MCGREGOR STREET
MANCHESTER, NH 03102-3730

2C Plan Sponsor’s telephone
number
603-663-6552

2d Business code (see
instructions)

621510

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.

I—SIIIEGR'\IIE Filed with authorized/valid electronic signature. 04/15/2024 CHERYL MOREAU
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
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 60
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the PlIan YEar ..............cccoceveievcueveceesecescee e 6a(1) 0
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 0
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b 0
C Other retired or separated participants entitled to future benefits.............ooiiiii 6C 0
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 0
€ 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 0
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 0
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:
1A 11 3H
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) D H (Financial Information)
2) I (Financial Information — Small Plan)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) D 0 A (Insurance Information)
actuary @) C (Service Provider Information)
3) 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 SB Single-Employer Defined Benefit Plan OMB No 1210-0110
(Form 5500) Actuarial Information 2022

Department of the Treasury
Internal Revenue Service

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

Department of Labor i i i . . .
Employee Benefits Security Administration Retirement Incomel r?tee(;rl:;llt)&gstegrjégggd(fE\t’rleC)):c?ed) .sectlon 6059 of the This Fo l'rlT;]lsSp Scpt?;nto Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2022 or fiscal plan year beginning 07/01/2022 and ending  06/30/2023

» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
NEW HAMPSHIRE MEDICAL LABORATORIES RETIREMENT INCOME PLAN plan number (PN) > 006
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
CATHOLIC MEDICAL CENTER 02-0315693
E Type of plan: Single D Multiple-A D Multiple-B | ‘ F Prior year plan size: 100 or fewer D 101-500 D More than 500
‘ Part | ‘ Basic Information
1  Enter the valuation date: Month __ 07 Day 01 Year 2022
2  Assets:
BUMAIKEE VAIUE. ..ottt ettt ettt s et s et s et e s e s e s e s et ne e et e s e se et sesese s b esens s sesn e sesenis 2a 2565125
D AGHUAIAI VAIUE ........ceoceeee ettt a e 2b 2760687
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment ............cccccoovnieiinnn 48 1954213 1954213
b For terminated vested partiCipants. ..............ccoovoveveeoeeeeeeeeeeeeeeeeeeeeeeeeeee oo 12 298889 298889
C For active partiCipants............uuuuiiiiiiieeeieee e e e e e e e e e enenee 0 0 0
O TOMAL ..t 2253102 2253102
4 Ifthe planis in at-risk status, check the box and complete lines (a) and (b)
a Funding target disregarding prescribed at-risk assumptions
b Fur_lding target reflecting at-r_isk assumpti_ons, but disreggrding tre_msition _rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor................cccccccccviiiiinenen.
5 EffECHVE INIEIESE FALE. ... ..cvevitiveieteictetetetete ettt ettt ettt ettt ettt ettt b bbb e st e b et et s s eseseseaeseseseseseseseseseseseaesns 5 5.28 %
B TArget NOMMAI COSE ... ..evieieeeee et e et ee et en e se e e es s en e e aeaneseaeananeneeeaeaneeeenannn]
a Present value of current plan year @CCTUANIS. ..........cccuuiiiiiiiiii ittt 6a 0
D Expected plan-related EXPENSES ...........ceveveceeueeeeieeeieieeeeeeeeeee e ee e es s ses st es s s een s seseneeae s enenenennes] 6b 20000
C TOtal (lIN€ BA + 1IN BD) .....veeeeeieeeeeeeee ettt ettt e et et e et a e s ea e e e s et e et e e e s ess et eseaneneeeaesnanee 6¢c 20000

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 04/09/2024
Signature of actuary Date
ADAM VOS 23-08766
Type or print name of actuary Most recent enrollment number
FIDELITY INVESTMENTS 919-458-8542
Firm name Telephone number (including area code)

100 NEW MILLENNIUM WAY
DURHAM, NC 27709

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions D

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2022

v. 220413
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Part Il

Beginning of Year Carryover and Prefunding Balances

(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
VBAT) ..ottt ettt ettt a ettt ettt e et en et et et e s et eseeteseenetereeseneenens 0 507369
8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior
Y10 IO 0 36149
9 Amount remaining (line 7 minus liN€ 8) .............cccoevevevecuerererennnn. 471220
10 Interest on line 9 using prior year’s actual return of __ -12.23 % . -57630
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year)..........c.ccococevieeennn 0
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 4.80 %.............. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
(100 | TP PO PP PPPPPPPPORTRRPPPRN
C Total available at beginning of current plan year to add to prefunding balance................ 0
d Portion of (c) to be added to prefunding balance..............cccocoeuevevevereevereceeerrnnn) 0
12 Other reductions in balances due to elections or deemed elections............................. 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)................... 0 413590
Part lll Funding Percentages
14  Funding target attaiNment PEICENTAGE ..........ov..veeooeeeoeeeeeee oo eeee oo eeee e eeee e see e eeee oo e ee e e e ee e seeeeee e se e ee e se s eeese e eeeeeeeeseeeseeseeen 14 104.17 %
15 Adjusted funding target attaiNMENt PEICENTAGE ............cvoveeeeeeeeeeeeeeee et e e ee e s e ee e e et e st ee et et es s s en s s e s st et en s s s en s s s en s s s s anans 15 122.52 %
16 Prior year’g funding. percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S FUNAING FEQUIFEIMENT .......c.e.vieeeteeteee ettt ettt et et e te et ete et et eteeteaeete et eee et eesese et essetenseseetenseesesessaeenseeeesensaeensesssennseeesanseesnsasesennseeenansnen 98.37 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ...........c...cc.cccevven... 17 %

Part IV Contributions and Liquidity Shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
Totals » 18(b) 18(c) 0

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years..............ccccoociiniiininend 19a

b Contributions made to avoid restrictions adjusted to valuation date. .............ccoeeveeeuereeecereeeereceeeeeeeeeeeeee e 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date. .................. 19¢ 0
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI? ........ ..ottt e bt e sat e et e e naeeeanneeanee Yes D No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?

C If line 20a is “Yes,” see instructions and complete the following table as applicable:

...................... Yes D No

Liquidity shortfall as of end of quarter of this plan year

()

1st

(2) 2nd

(3) 3rd

(4) 4th
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Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st se%ﬁ;gn;) 2nd segTSenot/; 3rd segggnot/; D N/A. full yield curve used
D Applicable MONth (ENEEF COUR)...........vceieeeeeeeeeeeeeeeeeee et ee et re e s st s st eneeaeeeeennaneesennens 21b 4

22 Weighted average retir@MENt B0 .........cc.ceveviieieeeeeeeeeeeee e et eee e et e e e e ae e ee et eteasee et es e et esetesneseteseeseneseasanssereanna 22 65

23 Mortality table(s) (see instructions) D Prescribed - combined Prescribed - separate D Substitute

Part VI |Miscellaneous Items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
EEYue= el o111 1=T | SR T T T T T PO OO U PO PSR R TR PPPRPPP Yes D No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. .................ccccccuevnee. D Yes No

26 Demographic and benefit information

a Is the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ............... D Yes No

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ... D Yes No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

AHACHMENT ... i

Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contributions for all Prior YEaTS.............ccucueueueueueeeeeececeeeeececeeeae e eeeeseeaeeseeeeeees 28 0

29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(LTSI PSP PPPPPTS

30 Remaining amount of unpaid minimum required contributions (line 28 MINUS liN€ 29) ............c.ccceeevevecceeciereeae. 30 0

Part VIII [ Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):

A Target NOMMAI COSE (N BC)..........cvevieeieeeiieietceeeeetete et e teae s e tes ettt se et esese s e st es et esesessseesesessssesesn e esesens 3la 20000

b Excess assets, if applicable, but not greater than NE 31@ ..........cceueveveeieeeeeeeeeeeeeeeee e 31b 20000
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization installment ..............cccoooiiiiiii 0 0

b Waiver amortization inStallment ...............c..cocrueiericeieeieeeeceee e 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval

(Month Day Year ) and the waived amount...........c.cocccoeiiiniinee e 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

FEQUIrEMENT ... ..uviiiiiiiieee e e e 0 0 0
36 Additional cash requirement (line 34 MINUS INE 35) .........cccoovivieeueeereeeeeeeeeeeeeeereeeeeeeseeee s eees e ene e eenrae s 36 0
37 %Jn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0

Lo} ST PR

38 Present value of excess contributions for current year (see instructions)

a Total (excess, if any, of line 37 over line 36) 38a 0

b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37)...............c........... 39 0
40 Unpaid minimum required contributions for all L2 L T PP P P OPPRPPN 40 0
Part IX Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first
plan year for which the rule applies. [ ]2019 [ ]2020 [ ] 2021




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab )
Employee Bgr?e?frit?gre]cﬂrityaAgbinistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2022 or fiscal plan year beginning 07/01/2022 and ending  06/30/2023
A Name of plan B Three-digit
NEW HAMPSHIRE MEDICAL LABORATORIES RETIREMENT INCOME PLAN plan number (PN) > 006
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CATHOLIC MEDICAL CENTER 02-0315693

| 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
STATE STREET BANK AND TRUST

04-1867445

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

FID MGMT TRUST CO

04-2723880
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022

v. 220413
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2022

Page3-[ 1 |

. 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)

FID MGMT TRUST CO

04-2723880
(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-.
21 50 NONE 1745
YesD No YesD NO|:| YesD NO|:|
() Enter name and EIN or address (see instructions)
MARATHON INTERNATIONAL
20-1575090
(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-.
2851 NONE 227
YesD NO|:| YesD NO|:|

Yes D No

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

NEW ENGLAND PRIVATE WEALTH ADVISORS

36 WASHINGTON STREET

SUITE 280
WELLESLEY, MA 02481

(d)

Enter direct

compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect

other than plan or plan

compensation? (sources

enter -0-.

Sponsor)

(f)

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

(¢)]

Enter total indirect
compensation received by
service provider excluding

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

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

(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
28 51 NONE

200

Yes D No

Yes D No D

Yes D No D




Schedule C (Form 5500) 2022

Page3-[ 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)

NORTHEAST RETIREMENT SERVICES

04-2686260
(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-.
17 50 NONE 48
YesD No YesD NO|:| YesD NO|:|
() Enter name and EIN or address (see instructions)
SEGAL
13-1835864
(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-.
1117 50 NONE 44
YesD No YesD NO|:| YesD NO|:|
(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

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

compensation? (sources
other than plan or plan

plan received the required

eligible indirect

an amount or
estimated amount?

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

a party-in-interest Sponsor) disclosures?

YesD NoD YesD NoD YesD NoD
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part I | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide




Schedule C (Form 5500) 2022 Page 6 -

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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2022

This Form is Open to Public

Inspection.
For calendar plan year 2022 or fiscal plan year beginning 07/01/2022 and ending 06/30/2023
A Name of plan B Three-digit
NEW HAMPSHIRE MEDICAL LABORATORIES RETIREMENT INCOME PLAN plan number (PN) Y 006

C Plan or DFE sponsor’s name as shown on line 2a of Form 5500
CATHOLIC MEDICAL CENTER

D Employer Identification Number (EIN)

02-0315693

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 |E:

CATHOLIC MEDICAL CENTER MASTER TRUS

b Name of sponsor of entity listed in (a): CATHOLIC MEDICAL CENTER
d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN  13-7083735-001 code M 103-12 IE at end of year (see instructions) 0

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 | Financial Information—Small Plan OMB No. 1210-0110

(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), and section 6058(a) of the
D Internal Revenue Code (the Code). This Form is Open to Public
epartment of Labor .
Employee Benefits Security Administration Inspection

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

For calendar plan year 2022 or fiscal plan year beginning 07/01/2022 and ending  06/30/2023

A Name of plan B Three-digit

NEW HAMPSHIRE MEDICAL LABORATORIES RETIREMENT INCOME PLAN plan number (PN) 4 006
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CATHOLIC MEDICAL CENTER 02-0315693

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

‘ Part | ’Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. 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.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A Total plan @SSets ........cooiiiiiiiiiii 1a 2565125 0
b Total plan liabilities 1b
C Net plan assets (subtract line 1b from line 1a) 1c 2565125 0
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYEIS .o 2a(1)
(2) Participants.......c.eeiiiiiiee e 2a(2)
(3) Others (including rollOVErs) .........ccueveeiiiiiieiiiiee e 2a(3)
b Noncash contributions.............ccceveeceeueveeeeereeeeeeeceeeeeeee e, 2b
C  OtheriNCOME.....c..iiiiiiiiiecee e e 2c 253997
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)................ 2d 253997
€ Benefits paid (including direct rollovers) ............cccovieiiiiiiicenneen. 2e 375053
f Corrective distributions (see iNStructions)..............cccceeuevevecueuennnnn. 2f
g Certain deemed distributions of participant loans
(SEE INSTIUCHIONS) ... eiiiiieitie et 2g
h Administrative service providers (salaries, fees, and
o] T 0T o] o L 2h 1745
i Other expenses 2i 8548
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i).... 2j 385346
K Netincome (loss) (subtract line 2j from line 2d)...... 2k -131349
| Transfers to (from) the plan (see instructions) ...............c.c..cc.c....... 2| -2433776
3  Specific Assets: If the plan held assets at any time during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Partnership/joint venture interests ..o 3a X
D EMPIOYEr real PrOPEIY ........ocveveececeeiee ettt 3b X
C Real estate (other than employer real Property) ..........cccvveiririieiienecnecsee e 3c X
A EMPIOYEE SECUMEIES .........veceeeeeeceeieee ettt en e en st es e eennenan s enes 3d X
€ PartiCipant lOGNS. ......ccooiiiiie it 3e X
f Loans (other than to ParticiPants) ...........ccceeeueeeeecuerceeeceeeeeeee e 3f X
g Tangible personal Property...........cccocoiiiiiiiiiiii 39 X
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule | (Form 5500) 2022

v. 220413
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‘ Part Il ‘Compliance Questions

4 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
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans
secured by the participant’s account balance. ... 4b X
C Were any leases to which the plan was a party in default or classified during the year as
UNCONECHDIE? ...ttt ettt ettt ettt et e be et e st et e e e saesbeebeebeeneeneensensennens 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported 0N INE 4a.) .......ccciiiiiiiiiii e 4d X
€ Was the plan covered by a fidelity DONA? ...........cocoiiiiiiiiiie e de X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud or diShONEStY? .........ccooiiiiiiiii Af X
0 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?...........cccccoeoeeiiieenecennn. 49 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 plan at any time hold 20% or more of its assets in any single security, debt,
mortgage, parcel of real estate, or partnership/joint venture interest? ............cccccoiiiinin. 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC?........cc.eoviiiiiiiiiieeeeeee e 4j X
K  Are you claiming a waiver of the annual examination and report of an independent qualified
public accountant (IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or
2520.104-50 statement. (See instructions on waiver eligibility and conditions.) ............ccccccvevevenen. 4k X
| Has the plan failed to provide any benefit when due under the plan?............c.cccccocevevecrunnnne. 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29
CFR 2520.107-3.) 1t tttte ittt ettt sttt ettt ettt et s bttt et e e et ettt be e 4m
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.................... 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ [] Yes [XINo

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

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)

CATHOLIC MEDICAL CENTER PENSION PLAN

02-0315693

005

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 (U (o 1] < 7 TR SPPPRR ORI 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 497438




H H MB No. 1210-011
SCHEDULE R Retirement Plan Information OB No. 1210-0110
(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 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 07/01/2022 and ending 06/30/2023
A Name of plan B Three-digit
NEW HAMPSHIRE MEDICAL LABORATORIES RETIREMENT INCOME PLAN plan number
(PN) 4 006
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CATHOLIC MEDICAL CENTER 02-0315693
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
143 (8 od (1] 1 PP

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): 04-1867445 04-3275867

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 5

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

| 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
12 Does the ESOP hold any stock that is not readily tradable on an established securities market?................ccccoeeveveccereecereeeeeceee D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2022

v. 220413
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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 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




Attachment to 2022 Form 5500

Schedule SB, Part V - Statement of Actuarial Assumptions/Methods

Plan Name New Hampshire Medical Laboratories Retirement Income Plan

EIN:__02-0315693

Plan Sponsor’s Name Catholic Medical Center

PN:__006

Actuarial Assumptions and Methods

ERISA Interest Rates as required by IRC Section 430 based on plan sponsor

election of the look-back month for the segment rates:

“‘Minimum” means for the purpose of calculating the PPA funding liability and
normal cost for the minimum required contribution.

“Maximum” means for the purpose of calculating the PPA funding liability and

normal cost for the maximum tax-deductible contribution.

2022 Plan Year

2021 Plan Year

Purpose Minimum Maximum Minimum Maximum
Segment rates or full yield Segment Segment Segment Segment
curve

Look-back months 4 4 4 4
First 5 years 4.75% 0.87% 3.32% 1.54%
Next 15 years 5.18% 2.64% 4.79% 2.89%
Over 20 years 5.92% 3.28% 5.47% 3.55%
Applicable Law for the Not Not
segment rates corridor ARPA Applicable BBA Applicable

Salary Scale: N/A

Increase in Consumer Price Index (CPI): N/A

Increase in Social Security Taxable Wage Base: N/A

Cost of Living Adjustment (COLA): 3.00%, occurring on May 1 of 2023, and
2.50% occurring on May 1 of all following years. This assumption is based on
recent historical data, adjusted to reflect estimated future experience and

professional judgement.

Administrative Expenses: $20,000. Estimated based on recent historical data,
adjusted to reflect estimated future experience and professional judgement.
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Plan Name New Hampshire Medical Laboratories Retirement Income Plan EIN:_02-0315693
Plan Sponsor’s Name Catholic Medical Center PN:__ 006

Actuarial Assumptions and Methods (continued)
Mortality:

IRS 2022 Static Mortality Table using separate tables for annuitants and non-
annuitants as prescribed by IRC Section 430 (previously IRS 2021 Static
Mortality Table). These tables include future mortality improvement of 8 years for
males and 9 years for females with the following adjustments: For ages below
80, the projection period is increased by 1 year for each year below age 80. For
ages above 80, the projection period is reduced (but not below zero) by 1/3 year
for each year above 80.

Retirement Rates: 100% of participants are assumed to retire at age 65. There
has been no pattern of significant consistent gains or consistent losses related to
this decrement.

Termination: N/A

Marital Status: 90% of males and 60% of females are assumed married, with
females 3 years younger than males.

Maximum Benefit: $245,000 for 2022.
Maximum Salary: $305,000 for 2022.

Form of Payment: It has been assumed benefits will be paid in the form of a
single life annuity. To the extent optional forms of payment are elected and
conversions are determined under an actuarial basis, which differs from the basis
funded in the valuation, gains or losses will occur. These gains or losses will be
recognized through the routine application of the actuarial cost method.
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Plan Name New Hampshire Medical Laboratories Retirement Income Plan EIN:_02-0315693

Plan Sponsor’s Name Catholic Medical Center PN:__ 006

Actuarial Assumptions and Methods (continued)
Actuarial Value of Plan Assets for Funding Purposes:
The actuarial value of assets is equal to:

a) the market value of assets, including discounted receivables, on the
valuation date, less

b) the following percentages of prior years’ investment gains (losses):

i)  67% of the prior year, and
i)  33% of the second prior year,

Investment gains and losses are defined as the excess or deficiency of
the expected return on the market value (at an assumed rate of 6.30%,
not to exceed the third segment rate for that year) over the actual
return on the market value of assets, including discounted receivables,
for any given year.

c) The actuarial value of assets can be neither less than 90% nor greater than
110% of the market value of assets, including discounted receivables.
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Plan Name New Hampshire Medical Laboratories Retirement Income Plan EIN:_02-0315693
Plan Sponsor’s Name Catholic Medical Center PN:__ 006

Actuarial Assumptions and Methods (continued)

Shortfall Amortization Charge for ERISA Funding Purposes: Per IRC
Section 430(c), the shortfall amortization charge for any plan year is the
aggregate total (not less than zero) of the shortfall amortization installments for
such plan year with respect to any shortfall amortization base which has not been
fully amortized. The shortfall amortization installments are the amounts
necessary to amortize the shortfall amortization base of the plan for any plan
year in level annual installments over the 15-year period beginning with such
plan year.

Actuarial Cost Method: The unit credit cost method is used for ERISA funding
target (FT). Under this method, accrued pension benefits are determined for all
eligible active participants. These benefits reflect service, salary and negotiated
benefit increases to date. The liability is then equal to the present value of all
benefits (PVAB) for inactive participants plus the PVAB for active participants.

The normal cost is determined on an individual basis for all active participants
who have not attained the assumed retirement age and is equal to the present
value of the difference between the current accrued benefit and the anticipated
accrued benefit one year later, with the accrued benefit based upon earnings, or
negotiated benefit increases, to date in both cases. The total normal cost is
based upon the sum of the individual normal costs. The target normal cost for
funding is equal to the total normal cost plus assumed administrative expenses
expected to be paid from the trust.

The projected unit credit method is used for IRS maximum deductible limit
cushion amount. Under this method, accrued pension benefits are determined
for all eligible active participants reflecting service to date and anticipated salary
and negotiated benefit increases to the assumed retirement age. This liability for
active participants is then added to the present value of all benefits for inactive
participants to determine the total liability under this method.

The normal cost is determined on an individual basis for all active participants
who have not attained the assumed retirement age and is equal to the present
value of the difference between the current accrued benefit and the anticipated
accrued benefit one year later, with the accrued benefit based upon earnings and
negotiated benefit increases projected to assumed retirement age in both cases.
The total normal cost is based upon the sum of the individual normal costs.
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Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan

Actuarial Information 2022

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

Department of Labor

Employee Benefits Security Administration This Form is Open to Public

Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2022 or fiscal plan year beginning 07/01/2022 and ending 06/30/2023
P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B Three-digit
NEW HAMPSHIRE MEDICAL LABORATORIES RETIREMENT INCOME PLAN plan number (PN) > 006
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
CATHOLIC MEDICAL CENTER 02-0315693

E Typeof plan: [{ Single [ ] Multiple-A [ ] Multiple-8 | [F Prior year plan size: [x] 100 orfewer [ ] 101-500 [ ] More than 500

| Part | |Basic Information

1 Enter the valuation date: Month 07 Day 01 Year_ 2022
Assets:
A MATKEE VAIUE ... 2a 2,565,125
B AGHUAITEN VAIUE ...t e s 2b 2,760,687
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment..............c.ccocovvivevi...) 48 1,954,213 1,954,213
b For terminated vested participants.................coovereoreeeeeseooeoeeeoeoeeeoeooeeeoe ] 12 298,889 298,889
€ FOr active PartiGipants ...........ccocovoviovreieeceeceeeeeeeeeeeeeve oo 0 0 0
O TOtAL et 60 2,253,102 2,253,102
4 Ifthe plan s in at-risk status, check the box and complete lines (a) and (b)..............ccccveenee. D
a Funding target disregarding prescribed at-risk aSSUMPLIONS ..............c.covveueereeeeseeeeeeeeeee e 4a
b Fur_\ding target reflecting at-risk assumptipns, but disreggrding trgnsition .rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor..................cccoooooovovivovo.]
L =L Lol 1 o 5 5.28%
6 Target normal cost
a Present value of current plan year accruals 6a 0
b Expected plan-related EXPENSES .................co..ooeeveeeeeeeeeeeeee oo 6b 20,000
C Total (iN€ 62 + lINE BD) ......coviiiiiiiiiiiiiitiiee e ee oo s e 6¢Cc 20,000

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN : \/ il

o A W[ 200
Signature of actuary ' Date

ADAM VOS 2308766

Most recent enrollment number
919-458-8542
Telephone number (including area code)

Type or print name of actuary
FIDELITY INVESTMENTS

Firm name

100 NEW MILLENNIUM WAY

DURHAM NC 27709

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions

i

Schedule SB (Form 5500) 2022
v. 220413

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF.
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r Part Il | Beginning of Year Carryover and Prefunding Balances

(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
LY 5 OO OO O SO PPY PO PO ST PRI OTOY 0 507,369
8 Portion elécted for use to offset prior year's funding requirement (line 35 from prior
L3 OO OO TP P TR TO PO TPTRIIRtE 0 36,149
9 Amount remaining (liN€ 7 MINUS N 8) .......ouoviriviimererirminisinn st i 471,220
40 Interest on line 9 using prior year's actual return of =12 .23 %o -57,630
11 Prior year's excess contributions to be added to prefunding balance: ' : :
a Present value of excess contributions (line 38a from prioryear) .........cccvvcenveonnnns) 0
b(1) Interest on the excess, if any, of ling 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of __ 4.80 % ........... 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
1= (0112 IO Oy SO P OO U OV PP PP PP P PPITO P 0
C Total available at beginning of current plan year to add to prefunding balance .............., 0
d Portion of (c) to be added to prefunding balance ... 0
12 Other reductions in balances due to elections or deemed elections ... sy 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d—line 12) ...............] 413,590
r Partlll | Funding Percentages
14 Funding target attainment percentage.......c..c.oaicinivess 14 | 104.17 %
15 Adjusted funding target attainment percentage 15 | 122.52%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
VOIS fUNGING FEGUITEIMENE. 11111111101ttt e R e s 98.37%
17 f the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. .......ccovveiinsionnins 17 %
Part‘IV' | Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
; Totals » | 18(b) o[ 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
4 Contributions ‘allocated toward unpaid minimum required contributions from prior Years.......... i 19a
b Contributions made to avoid restrictions adjusted to valuation date. ... 19b
¢ Contributions allocated toward minimum required contribution for current year adjusted to valuation date................... 19¢c
20 Quarterly contributions and fiquidity shortfals:
a Did the plan have a “funding Shomtfall” for the PriOr YEAI? ... i s E{] Yes D No
b If line 20a is “Yes,” were required quarterly instaliments for the current year made in a timely Manner?.. ...t @ Yes D No
C If lirie 20a is “Yes,” see instructions and complete the following table as applicable: r k
Liquidity shortfall as of end of guarter of this plan year
(1) 1st (2) 2nd (3) 3rd 4) 4th
0 0 0 0
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Part V. |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st Ze?rygn;) 2nd ée.g]insent}/; 3rd 558?"9132"‘;) D N/A, full yield curve used

D ADDICEbIE MOMIN (ENEEF COUEY .....v..vvv.veeeeoeeeeeeeeeee s e sesses e s e es s s ee e es s eee e ees e 21b
22 Weighted aVerage FHIEBMENE BGE ...........c.ccr...ovecveeeeeeseiseeesersisersssiesstenteresnesseseeesssessessssessesseess e sessesss s sse e 22 65
23 Mortality table(s) (see instructions) |:| Prescribed - combined @ Prescribed - separate [:l Substitute

Part VI |Miscellaneous Iltems

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes," see instructions regarding required

attachment

25 Has a method change been made for the current plan year? If“Yes,” see instructions regarding required attachment

26 Demographic and benefit information

a Is the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ...

27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
BHACHIMIENE. .. ettt bttt sttt e e e eneer et s s s
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required CONITIBULIONS fOr ll PHIOT YEAIS .........vvvv.eeereeeeseeeeeeseeseees oo oeeeseee oo oo 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(lN8 T@)...e oty ee s st et e et e et ee e ee e ee s St eb et den s e en et es e e et
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOrmMal COSE (INE BC) .....cooverireirre ettt st s esseanes e asesaess s eseseresonas 31a 20,000
b Excess assets, if applicable, but not greater than line 31a .| 31b 20,000
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization INStAIMENL .........couvuivemereiiiet et
b Waiver amortization iInStAIMENE ...................ooo.ioereorneeeeessesieseeeseteseese oo sossress oo
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .........cc.ccvievrmnrere e, 33
34 Total funding requirement before reflecting carryover/prefunding balances (fines 31a - 31b.+ 32a + 32b - 33)...| 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUINEMENT ...ceeiiii it i eeeane q
36 Additional cash requirement (Ne 34 MINUS N B5) ......v..vveeoveiorr oo ees oot oeeoeeeeoee e 36
37 ?g;tnbutlons allocated toward minimum required contribution for current year adjusted to valuation date (Ilne 37 o
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 0
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over iNe37) ..c.......ovvvvovvvvnn.. 39 0
40 Unpaid minimum required contributions for all YEAFS ettt ittt s e e e s enan i st s eheeEeas 40 0
Part IX Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the: first

plan year for which the rule applies. D 2019 [:] 2020 [] 2021
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Plan Name New Hampshire Medical Laboratories Retirement Income Plan EIN:_02-0315693

Plan Sponsor’s Name Catholic Medical Center PN:__ 006

Development of Weighted Average Retirement Age

) @ 3 4
Assumed Assumed
Age Retirement Rate Number Retired @A *3)
65 100% 100 6,500
100 6,500

Weighted Average Retirement Age: 65
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Plan Name New Hampshire Medical Laboratories Retirement Income Plan EIN:_02-0315693
Plan Sponsor’s Name Catholic Medical Center PN:__ 006

Plan Provisions
Name of Plan: New Hampshire Medical Laboratories Retirement Income Plan.
Employer Identification Number / Plan Number: 02-0315693 / 006.

Effective Date: July 1, 1987. Effective date of most recent plan amendment and
restatement: July 1, 2013.

Plan Year: July 1 — June 30

Effective June 30, 2023, the New Hampshire Medical Laboratories Retirement
Income Plan was merged into the Catholic Medical Center Pension Plan.

Definitions:

Participation Date: The July 1 immediately following the attainment of age 20 %2 and
completion of six months of service. The Plan was closed to new entrants effective
June 30, 1991.

Benefit Service: Completed calendar months as a Plan participant. Benefit service
was frozen effective June 30, 1991 for all participants.

Year of Vesting Service: Plan year during which a participant works 1,000 hours.

Earnings: The Employee’s basic compensation received from the Employer in a
Plan Year, excluding overtime payments, bonuses, commissions, or any other
irregular earnings. Only compensation earned through June 30, 1991 are considered
for purposes of determining the participant’s accrued benefit.

Cost of Living Adjustment: On May 1 of each Plan Year, the Current Retirement
Income payable under the plan which commenced prior to January 1 of the same
Plan Year shall be adjusted by multiplying such benefit by a fraction, the numerator
of which is the Consumer Price Index for the month of January of the current Plan
Year and the denominator of which is the Consumer Price Index for the month of
January of the preceding Plan Year. In no event shall the cost-of-living adjustment
be:

(a) Greater than 103% or less than 97% of the Current Retirement Income;
(b) Greater than 150% of the Base Retirement Income; or
(c) Less than the Participant’s Base Retirement Income.
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Plan Name New Hampshire Medical Laboratories Retirement Income Plan EIN:_02-0315693
Plan Sponsor’s Name Catholic Medical Center PN:__ 006

Plan Provisions (continued)
Eligibility for Benefits:

Normal Retirement Date (NRD): First day of the month coinciding with or next
following the attainment of age 65.

Early Retirement Date (ERD): The date on which a Participant separates from
service after having attained age 55 and completed at least 10 Years of Vesting
Service.

Late Retirement Date: The first day of the month next following the date on which a
Participant retires, if such date occurs after his or her Normal Retirement Date.

Deferred Vested: Termination for reasons other than death, disability, or retirement
after completing five Years of Vesting Service.

Pre-Retirement Death Benefit: Death with a non-forfeitable right to his or her
Accrued Benefit with a surviving spouse.

Disability: The first day of the sixth month coincident with or next following the date
on which an active Participant has attained age 50, completed at least 10 Years of
Vesting Service, and becomes permanently and totally disabled.

Monthly Benefits Paid Upon the Following Events:

Normal Retirement: A Participant’s monthly accrued benefit payable at Normal
Retirement Date is based on the sum of (a) and (b), but not less than (c):

a) 2% of Earnings for each year of Credited Service completed prior to July 1,
1991; and

b) The Participant’s Accrued Benefit, if any, under the Prior Plan as of June 30,
1987.

c) Twelve hundred dollars ($1,200).

Benefit accruals were frozen effective June 30, 1991.

Early Retirement: The monthly accrued benefit payable at Normal Retirement,
reduced by 6/10ths of 1% for the first 60 full months and 3/10ths of 1% for each
additional full month by which a Participant’s benefit commencement date precedes
the Normal Retirement Date.
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Plan Provisions (continued)

Late Retirement: The monthly accrued benefit payable at Normal Retirement Date,
actuarially adjusted to the Late Retirement Date using 8.00% interest, the UP-1984
Mortality Table, and 3% annual COLA assumptions.

Deferred Vested Benefit: Monthly pension benefit determined as of termination
date, payable at Normal Retirement Date. If the Participant elects to commence
receiving benefits before the Normal Retirement Date, the benefit amount shall be
reduced according to the Early Retirement reductions outlined above.

Death with Pre-Retirement Death Benefit:

a) If a married Participant had met the requirements for an Early or Normal
Retirement Benefit, his or her surviving spouse shall receive 50% of the
amount which would have been payable to the Participant had he or she
retired on the date of death and had elected the 50% Qualified Joint and
Survivor option.

b) If a married Participant had not met the requirements for an Early or Normal
Retirement Benefit, his or her surviving Spouse shall receive 50% of the
amount which would have been payable to the Participant if he or she had:

i.  Terminated employment on the date of death (or on the actual
Termination Date, if earlier);
ii.  Survived to his or her earliest retirement date under the Plan; and
iii. Elected to commence benefits as a 50% Qualified Joint and Survivor
Annuity on the earliest date on which he or she could have received a
retirement benefit under the Plan.

Disability: A monthly amount equal to the Participant’s Accrued Benefit determined
as of the Disability Retirement Date reduced by the monthly value of any periodic
payments provided to the Participant under Workers’ Compensation law while such
Participant is receiving disability benefit payments under the Plan.

Forms of Payment:
Normal form (single participants): Single life annuity.

Normal form (married participants): Actuarially reduced 50% joint and survivor
annuity with spouse as beneficiary (Qualified Joint and Survivor Annuity).

Optional Forms: Single participants and married participants with spousal consent
have the following options:

a) Ten-year certain and life annuity; or

b) 50%, 66 2/3%, or 75% Joint and Survivor annuity.
If the present value of a Participant’s benefit is $5,000 or less, such amount shall be
payable to the Participant in a single lump sum cash payment.
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Plan Provisions (continued)

Optional forms of benefits are equal to the Actuarial Equivalent of the normal benefit
form. Actuarial Equivalence is based on the following interest and mortality
assumptions:

Interest: 6%
Mortality: 1971 Group Annuity Mortality Table for males, set back 5 years
for Participants and 1 year for Beneficiaries

Maximum on Benefits and Pay: All benefits and pay for any calendar year may
not exceed the maximum limitations for that year as defined in the Internal Revenue
Code. The plan provides for increasing the dollar limits automatically as such
changes become effective.
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Change in Actuarial Assumptions

Administrative Expenses: $20,000 (previously $30,000). Estimated based on
recent historical data and adjusted to reflect estimated future experience and
professional judgement.

Cost of Living Adjustment (COLA): 3.00%, occurring on May 1 of 2023, and
2.50% occurring on May 1 of all following years (previously 3.00%, occurring on
May 1 of 2022, and 2.25% occurring on May 1 of all following years). This
assumption is based on recent historical data, adjusted to reflect estimated future
experience and professional judgement.



