
 Form 5500-SF 
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2022 

This Form is Open to 
Public Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        
A This return/report is for: X  a single-employer plan 

 
X a multiple-employer plan (not multiemployer) (Filers checking this box must attach a 

list of participating employer information in accordance with the form instructions.) 

B This return/report is 
 

X  the first return/report X the final return/report                                                    

 X  an amended return/report X a short plan year return/report (less than 12 months)  

C  Check box if filing under: 
 

X  Form 5558     
 

X  automatic extension   
 

X  DFVC program  
 X  special extension (enter description)           

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

Part II   Basic Plan Information—enter all requested information 
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit 
plan number 
(PN)  001 

1c Effective date of plan 
  YYYY-MM-DD 

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) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGH ABCDEFGHI ABCDEFGHI ABCDEFGHI I 

2b Employer Identification Number 
(EIN)  012345678 

2c Sponsor’s telephone number
 1234567890 

2d Business code (see instructions)   
123456 

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

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN 
 012345678 

3c Administrator’s telephone number
  1234567890 

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, enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report.   

a  Sponsor’s name 
c  Plan Name   D 
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI  

4b EIN012345678 

4d PN                                     012 

5a Total number of participants at the beginning of the plan year..............................................................................  5a 12345678 

b Total number of participants at the end of the plan year .......................................................................................  5b 12345678 

c Number of participants with account balances as of the end of the plan year (only defined contribution plans 
complete this item) ...............................................................................................................................................  5c  

  d(1) Total number of active participants at the beginning of the plan year ...............................................................  5d(1)  

  d(2) Total number of active participants at the end of the plan year.........................................................................   5d(2)  

  e   Number of participants who terminated employment during the plan year with accrued benefits that were less 
than 100% vested ................................................................................................................................................  5e  

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, I declare that I 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 
HERE 

   

Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
HERE 

   

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

 v.220413 
  

  

01/01/2022 12/31/2022

X

X

X

X

STRUNK HR, LLC 401(K) PLAN
001

01/01/2022

GELLERT HEALTH, INC.

84-3834605

480-710-0195

6241007878 N 16TH STREET, SUITE 170 
PHOENIX, AZ 85020

X

84-3834605

GELLERT HEALTH, LLC

STRUNK HR, LLC 401(K) PLAN

001

17

25

20

17

25

0

Filed with authorized/valid electronic signature. 09/26/2024 SHAWN T. PARKER, CPC, QPA, ERPA
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) .......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ...........................................................................  X Yes X 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. 
 
 
 
 
 
 
 
 
 
 
 
 
 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 
Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ...........................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities........................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ..............................  7c -123456789012345 -123456789012345 

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

 (1)  Employers ..............................................................................  8a(1) -123456789012345  

   (2)  Participants ............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) .....................................................  8a(3) -123456789012345  

b Other income (loss).......................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) .......................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions).....  8f -123456789012345  

g Other expenses ............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ...........................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ..............................  8j -123456789012345  

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:   

 

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 
Program) ........................................................................................................................................  10a 

  
-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 10a.) .....................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? .......................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by fraud or dishonesty? ..................................................................................................................  10d    -123456789012345 

e 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? (See instructions.) ...........................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan? ............................................  10f   -123456789012345 

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........................  10g    

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) ...................................................................................................................................  10h    

 
i 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............................................  10i     

  

X

X

0 86352

0 86352

27523

71084

-2412

96195

6129

3714

9843

86352

2A 2E 2J 2F 2G 3D

X

X

X 20000

X

X

X

X

X
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Part VI    Pension Funding Compliance  

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

X Yes X No 

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) 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 $0, has PBGC 
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box: 

_ Yes. 

_ No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contr ibution were made 
by the 30th day after the due date. 

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

_ No. Other. Provide explanation ______________________________________________________________________________________________ 
 

 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? .................................................................................................................................................................................................  

          (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. 

X Yes X 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 of the letter ruling 
granting the waiver. ................................................................................................................................Month _______    Day _______    Year ________ 

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

b Enter the minimum required contribution for this plan year  .......................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .............................................................  12c -123456789012345 

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

12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? ..........................................  X   Yes     X   No     X   N/A 
 

Part VII    Plan Terminations and Transfers of Assets 

13a Has a resolution to terminate the plan been adopted in any plan year?  ...........................................................................  X   Yes        X   No         

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the 
control of the PBGC? ..............................................................................................................................................................  X Yes X 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) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789   012 

 

X

X

X

1



Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be flsd under sections 104 and 4065 ofthe Employee Retirement
lncome Security Act ot 1974 (ERISA), 8nd sections 5G57(b) and 6058(a) of the lnternal

Revenue Code (the Code).

all entries in accordance with the instructlons to SF

01 20 and endi
I:II?II

Form 5500-5F
D€partrcnt ot !h! lrlasury
l.lena R6vci!! S.ryic.

Dcpanmant oi Labor
ErFlotE &n.fiE S..uity Adnni*a,o.

P.ns'on 8.n6tu Gu. l.nty Corporatoi

Annual R ort ldentifi cation lnformation
For cal€ndar n at 2022 at fiscal

drB No6. 121G0110
1210{089

2022
This Form is Open to

Public lnspeclion

in 0l 2

A This retum/report is for:

B This relum/report is

C Check box lf filing under

El a single-€mployer plan I a multlpb{mployer pla n (not multiemployer) (Filers checking thls box must attach a

lig ot participating employer lnformatlon in accordance wlth the form instrudions.)

I the lirst returntreport !tn" nn"lrstumkeport

I an amended retumrsport fl a shorl plan year return/report (less than 12 months)

I rorm ssse f] automatlc oxtensio" I DFVc program

! special extension (enter description)

Part ll

PN )

1b Three{igit
plan numb€r

5a

5b

5c

5d(1)
5d(2)

5e

D lf this is a retroactively adopted plan permitted by SECURE Act seclion 201, check he.e

Basic Plan lnfo rm atio n---€ nte r all information

1a Name ofplan
Strunk HR, LLC ,r01(k) Plan

2a Phn sponsor's name (employer, lf lor a single-employer plan)
Mailing Eddress (include room, apt., suite no. and slreet, or P.O. Box)
City or town, date or province, country, and ZIP or foreign poEtal code (lf forelgn, see instructlons)

Ge11e"t. Health, Inc.

7878 N 16t.h SEree!, Suit.e 170

Phoenlx AZ 85020

3a Plan administratofs name and address Same as Plan Sponsor

4 lf the name and/or EIN ofthe plan sponsor or the plan name has cfianged sance the last retum/reporl filed lor
this plan, enter the plan sponsor's name, ElN, the plan name and the plan numbsr from the last return/report.

a Sponsor's name G€1lert Hea1l.h, LLC
C Plan Name StruDk ER, LLC tO1(k) plan

001
1C Effective dale of plan

0L/0L/2O22
2b Emptoyer ldentilication Number

EIN 84-3834505
2c Sponsor's telephone number

480-710-0195
2d Business code (see instruclions)

624100
3b Administrator's EIN

3c Administrator's lelephone number

4b ErN
84-3834605

001

4d PN

5a Total number ot participants at the beginning ofthe plan year..

b Total number of participant3 at the end of the plan year..............

c Number of parliclpants \ /ilh account balances as ot the end of the plan year (only defined contribution plans
complete this ilem).....

d(1) totat numUer ot active participants at the beglnning ol th€ plan year.........................

d(2) Total number of adive particlpants at ihe end ol the plan y6at .................................

A Number ol particlpants who terminated employment during the plan year with acqued benefts that were less
than 100% v€sted

Caution: A Denaltv tor the late or incomDlete ,ilinq ol this retu.n/report wi be essessed less reasonrble cause i6 established.

l1
25

0

Under penalties of periury and other penalties set forth in the instructions, I declsr€ that I have examined this return/report, including, if applicable, a Schedule
SB or Schedule Mg completed and signed by an enrolled ac1uary, as well as the eledronic version of this retum/report, and to the best of my knowledge and

Notlca,3ee nstructlon3 for Forfi Form 55(X)-SF (m22)
\t.220L3

7--4.o./z--d ?rz4/z+ U, ),)o-,r-a-o A/4-*SIGN
HERE

Siqnalure o, Dlan administiator Oate Enter name of individual sioninq as plan administrator

z.P-tzZ{--,t/-- 1 /,;i-e.r-,tz 6rz-a-,/SIGN
HERE Slonature ot emDlover/plan sDonsot Date Enter name of individual siqninq as emplover or Dlan sponsor

,, ')

L'1



Form 5500-5F (2022) Page z

6a Were all ofthe plan's assets during the plan year invested in eligible a6sets? (S€e instrudionE.)..................

b Are you clalming a waiver of the annual €xsminatlon aM report of an independent qualified public accountant (IOPA)
under 29 CFR 2520.104-46? (See in8tructions on walv6r eligibillty and conditions.)...........

lfyou an3wcr.d "No" to elth€r llno 8a or llne 8b, the plan carrot ure Form 6600SF and musl lnatead use Form 5t00,

C lfthe plan isa defned benefit plan, is il covered under the PBGC ineurEnce program (see ERISA section 4021)? ...... ! ves !tto
lf "Yes" is checked, enl6r the My PAA conlirmation number from the PBGC premaum frling for this plan yea

E Yes

Iv""!
! Not determtned

(See instructions.)

No

No

la) Beqinninq of Year

0

7b

7c 0

(alAmount

8a(1) 27 1523

8a(21 7]-,044

8b -2 , 4t2
8c

8d 6t].29
8e

8t 3 ,7].4
8q

th
8i

8i

Part lV

x

'i 0c x

10d x

10e x

10f

los

10h

10i

l:tI?lIII

I

Financial lnformation
7 Plan As-sets and Liabilities

a Tolal n assets

b Tota, n liabilities

C Net assets btract line 7b from line 7a

8 lncome nses and Transfers for this Plan Year Total

a Contributions received or receivable from
Em rs

Pail

Others includ rollovers

b other income

C Total income add iines 8a and 8b

d Benefits paid (including direct rollovers and insurance premiumg
to ide beneits

e Certain deemed and/or corrective distributions instruclions

f Admihistrative service roviders salaries comm

Other ex nses

h Totat n*s add lines 8d and

i Net income loss subtract line 8h lrom line 8c

Plan characteristics
9a lf ttle plan provides pension benefrtg, enter the appli:able pension feature codes trom the Lid of Plan Charaderldic Codes in the instructlons

2A 2E 2J 2F 2G 3D
b lf the plan provides welfare benelits enter the applicable welfare feature codes fom the Lisl of Plan Characleristic Codes in the instruclions:

Com liance Questions
10 the an t: Amounl

a Uhs there a lailurE 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
Pro m

b Were th€re any nonexempt transactions with any party-in-interest? (Oo not include transactions
on line 10a

C Was the plan covered by a lidelity bond?

d Oid the plan have a loss, whether or not reimbursed by the plan's fidelity bo.ld thal was caused
lraud or dishone ?

e Were any fees or oommis3ions paid to any brokers, agents, or other per6ons by an insurance
carrier, insurance s€rvice, or other organization that provides some or all oflhe b6nelits under
the ? See inslructions

f Has the plan lailed to provide any benetit when due under the plan?

g Did the plan have any participant loans? (lf "Yes," enter amount as of year€nd.)

h Itthis is an individual account plan, was there a blackout period? (See instrudions and 29 CFR
2520.101-3

iltlOhwasanswered"Yes,"checktheboxifyoueith€rprovidedtherequirednoticaoroneofthe

86,352

86 ,352

96,195

9,843
86 ,3s2

20,000

exce to din the notice d under 29 CFR 2520.10'l-3

Is.tat

7a

l,,.ll"
l,*l

I l*I I*
ll,.ll

I part v
I v"" I r.r"

j Transfers to (from)$e plan (s€e inskuctlons)...............................



Form 5500-SF (2022) Page 3-

Pension Fundi Com tance
'l'l ls this a defined benefit plan subjed to minimum fundirE requireme.ds? (lf 'Yes," see indructions and complete Schedule SB

(Form 5500) and lines 1 1a and b below.) lf this js a defined contribution pension pan. lesv6 line 1 , blank and complete line 1 2 !v."!rc
b

below

a Enter the uh id minimum red contributions for all rs ftom Schedule SB Form line 40

PBGC mlssld contribution reponing requlr€menls, lf the plan is covered by PBGC and the amount reported on line 1 'l a is greater than $0, has PgcC
been notilied 8s required by ERISA sectionE 4&13(c)(5) and/or 30qk)(4)? Ch€ck the applicable boxi

Yes.

No. Reportlng was waived under 29 CFR 40.13.25(c)(2) because contributlons Equal to or exceeding the unpaid minimum required contributlon were made
by the 30th day 6terthe due date.

No. The 3cday period referenced in 29 CFR 4O43.25(cX2) h83 not yet endad, and the sponsor antends to make a clntributlon equal to or €xcoeding the
unpaid mlnimum required contribution by the 30th day aftcr the due dat€.

No. Other. Provde explsnatron

Part Vl

1'la

12 Is this a defined contributlon plan subject to the minimum funding requirementa of section 412 ofthe Code or section 302 of
ERISA? ,.

(lf 'Yes," complete line 12a or lines 12b, 12c, 12d, and 12e balow, as applicable.) lf thl6 ls a defined benefit pension plan, leave line
12 blank and comdete lin€ 11 above.

!v""firuo
a It a waiv6r of the minimum tundhg dandard lor a prior y6ar ls being amortized in this plan y€ar, see instruciions, and enter the date of thc I€tier ruling

tf u line 12 lines 3 and 10 of le MB orm 5600 and sk to line 13.

b Enter the minimum ired contribution for this n

C Enter the amounl contriblled the em er to the lan for this n

d Subtract the amouot in line 12c lrom the amount in line 1 2b. Enter the result (enter a minus sign to the let of a
ne amount

e VVI the minimum tundi amount re on line 12d be met the fu deadline?

Plan Terminations and Transfers of Assets
I 3a Has a resolution to terminatE the phn been adopted in any phn yean No

lf "Yes," enter the amount of any plan assets that reverted to the employer this year

b Were all the plan assets diskibuted to participants or b€neficiaries, transfened to anolher plan, or brought under the Iv""fiuoof P

C Il, during this plan year, any assets or liabilities were transfened trom this plan to another plan(s), identify the plan(s) to

N/A

't2b

12c

12d

Yes No

art vll
Yes

l3a

a

13c Name of

re la sferred See instruclions

la 'l3cl2) EIN(s) 13 PN

!


