Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. 2 e

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

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning  01/01/2022 and ending 12/31/2022
A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension DFVC program
D special extension (enter description)
D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ............. » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
DEER VALLEY HOME HEALTH SERVICES INC PENSION PLAN & TRUST E’l'jar\:‘)“‘;mber 003
1c Effective date of plan
01/01/2013
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 20-1611498

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

DEER VALLEY HOME HEALTH SERVICES INC 2c Sponsor’s telephone number

314-355-3679

2d Business code (see instructions)

8600 AIRPORT ROAD SUITE 104
ST LOUIS, MO 63134 621610

3a Plan administrator’s name and address [X| Same as Plan Sponsor. 3b Administrator’s EIN

3c Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
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 4d PN

C Plan Name

5a Total number of participants at the beginning of the PIAN YEar................ccveveveveeeeeieceeeeeeeeeee e 5a 48
b Total number of participants at the end of the PlAN YEAT ...........c.coueueueuieceeeeeeeeeeeeeeeeee e eeeeeaeens 5b 28
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c

COMPIETE TIS IEEIM) ...ttt et b e et e et e et e et e et e e e st e e b e e ninee s
d(1) Total number of active participants at the beginning of the plan Year ............c..cccc.cceveueeeeeeereeeseee e, 5d(1) 48
d(2) Total number of active participants at the end of the plan Yar..............cc.c.cvevevcueveeecceeeeee e 5d(2) 28
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

TNEN 1000 VESEEA. ....eeie ittt e ettt e ettt e e ee et eeeesatteeeeesteeeeeanseseeeaansbeeeeanseseeesssaaaesannrneaaeansnnaaens

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

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

SIGN Filed with authorized/valid electronic signature. 10/09/2024 ADA TAYLOR, TTEE

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

SIGN Filed with authorized/valid electronic signature. 10/09/2024 ADA TAYLOR, TTEE

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



Form 5500-SF (2022) Page 2

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

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... 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 560015 , (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSetS.......ccuiiiieieiiieieeee e 7a 1213414 569966
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b 0 0
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 1213414 569966

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

(1) EMPIOYEIS .c.viieeieieiieeee e 8a(1) 0

(2) Participants......................... 8a(2) 0

(3) Others (including rollovers).. 8a(3) 0
b Other iNCome (I0SS)..........oovovoveveeeeeeeeeeeeeeeeeeeeeeeeeeeeerean 8b -34198
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c -34198
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DENEfitS) ... ...coviviieeiieiiieeeeee e 8d 609250
€ Certain deemed and/or corrective distributions (see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other EXPENSES .....oueiiiiiiiiiieieieee e 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h 609250
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i -643448
] Transfers to (from) the plan (see instructions) ................cccceeeie 8j

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:
1A 3D
b [If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

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

2520.107-3L) o e 10h

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




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

[Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes No
oL [0 A PP PP P PP PPPPPPPPPPIN
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40..................... l 1lla ‘
b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC

I B |

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 contribution 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

L S NSO D Yes No
(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.

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 WaAIVET. ....coouuiiiiiiie et e et e e e ettt e e ettt e e ettt e e e e e e e e eaneeeas Month Day Year

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

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

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

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE GIMOUNT) ... eieiiiiie ettt ettt e e ettt e e e ettt e e s ettt e e e aasseeeeaaameeeeasaasseeaesanneeeaeaannseeeesanneeeasaannreeaean

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

‘Part VI | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in @Ny Plan YEar? ............c.ccoceovoeieeeeeeeeeeeeeeeee e D Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONEIOl OF the PBGIC . ...ttt ettt ettt et et e et es e sttt sh e et e e st t et e ekt ess e et e st et eaneseneeh s e seneabeenenesbeenbeenreenneeas

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)




-~ D958 Application for Extension of Time NG No. 1545.0212
P, Septambar 2018) To Flle Certain Employee Pian Retums
s | it b | P e 115 Ory

ZHIR centincation

A of Rlor, plan atiministralor, or plan sponeor ines inriructions) B Fle's Kenilyleg mumalvr jimn Sesres i)
&&M\f HOME HEALTH SERVICES B-mmammm::‘- {8 caghta X0-X000000
Number, streat, and fooln or sulty o, (F 4 P_O. bax, ses inatnactions) 20 -6l
m AIRPURT ROAN SUTE 104 Sociz) sacuity number (SSM) {B dights XOXX-I08-30005

City or town, state, and 2P code

ST Wws, Mo &3(34

c

Plan !'llnpnrunin!—
Plan name
number [ [+

m“"ﬁ”’i Homéubg-nﬂlﬁqiﬁﬁcgigffﬁﬂm pioia| (2 |31 |z2p2z2
Extension of Time To Flle Form 5500 Series, and/or Form 8955-SSA

1

0 mglgmﬂmumuuﬂmdeMmlm2mﬂaﬂaﬂmFmﬁﬁonmmmpmbrﬂnpmm

trequest an extension of ime urtl ___ /&) {57 2023 1o fle Form 5500 series. Ses Instructions.
Note: A signature IS NOT required if you ane regquasting an axtenalon to fle Form 5500 series.

1 reqquest an extension of time untl / ! to file Form 8955-55A. See instructions.
Note: A signature I3 NOT required if you are requosting an sxtension to fie Form 8855-88A.

The application is mitomatically approved 1o the date shown on line 2 and/or ine 3 {above) if {a) the Form 5558 is fled on or before
the novmal due dabe of Form 5500 sertes, andéor Form B955-S5A for which this extension ie requested; and (b the date on line 2
and/or line 3 (above) is not later than the 15th day of the 3nd month after the normal due dade.

Extension of Time To Flle Form 5330 (see instructions)

4

I request an extension of time until / ! to file Form 5330,

You may be approved for up to a 6-month extension 1o file Form 5330, after the normal dus date of Form 5330,
Enter the Code sections) inposing thetex . . . . . . . . . . . > |al
Erterthe paymemt amowt attached . . . . . . . . . . . . . . . . . . . . .. | b
For excise taxes under saction 4980 or 4980F of the Code, enter the reversion/amendmentdate . . . » | ¢

State in detall why you naed the sxiemsion:

Undier penaltiss of parjury, | deciare thet %o ihe best of my imowiedige and bellef, the sttements mada on this form ame frue, covect, and complete. and that | am authortoed
to propses this application.

Signature » Date »

Cat. No. 12005T Form 5558 Rev. 5-2018)



Form 5500-SF Short Form Annual Return/Report of Small Employee OMS Nos. 1210-0110

Department of the Treasury Bel’leﬁt P'an 1216-0089
Internal R Servi : 2 .
TR R This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2022
Departmant of Labor income Security Act of 1974 (ERISA), and section 6057(b) and 6058(a) of the Internal ;
Employee Bensfits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

» Complete all entries in accordance with the instructions to the Form 5500-SE,

| Partl | Annual Report Identification Information

For calendar plan year 2022 or fiscai plan year beginning 01/01/2022 and ending 12/31/2022
A This returnfreport is for: @ a single-employer plan D a multiple-employer pian (not muttiemployer) (Filers checking this box must attach
a list of participating employer information in accordance with the form instructions.)
B This return/report is: D the first retum/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: [ Form 5558 [] automatic extension k] DFVC program
D special extension (enter description)
D if this is a retroactively adopted plan permitted by SECURE Act section 201, check here "B EE D
Partil | Basic Plan Information —— enter all requested information
1a Name of plan 1b Three-digit
Deer Valley Home Health Services Inc ?,-_I,i?) r:]mber 003
1¢ Effective date of plan
01/01/2013
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing Address (include room, apt., suite no. and street, or P.O. Box) (EIN) 20-1611498

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

Deer Valley Home Health Services Inc 2c Sponsor's telephone number

(314) 355-3679

2d Business code (see instructions)
8600 Airport Road Suite 104 621610

US St Louis MO 63134
3a Plan administrator's name and address  [X]Same as Plan Sponsor 3b Administrator's EIN

3c Administrator's telephone number

4  Ifthe name and/or EIN of the plan sponsor or the Plan name has changed since the last return/report filed 4b EIN
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 4d PN
C Plan Name
5a Total number of participants at the beginning of the plan year 5a 48
b Total number of participants at the end of the plan year 5b 28
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
complete this item)
d(1) Total number of active participants at the beginning of the plan year 5d(1) 48
d(2) Total number of active participants at the end of the plan year 5d(2) 28
e Number of participants who terminated employment during the plan year with accrued benefits that were less
than 100% vested 5e 0

Caution: A penalty for the late or incomplete filing of this returnireport will be assessad unless reasonable cause is established.

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

belief, it is true, correct, and complete.

77y
son|_ds Taif 0o Tz, nin zayior, Tres
HERE | signature of plan admin|strator Date /&~ - ZzAyEnter name of individual signing as plan administrator
7\ 7 i
SIGN é ':ZE " MW ML‘LUC@EE J ! Ada Taylor, Pres
HERE | signature of emp!oA-Iplan sponsor Date /¢7— - ~M§p€nter name of individual signing as employer or plan sponsor
" Form 5500-SF (2022)

For Paperwork Reduction Act Notice, see the instructions for Form 5500-5F. o
v.




Form 5500-SF 2022 Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) EI Yes l:lNo
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.) X]ves [CNe

If you answered "No" to either line 8a or line 6b, the plan cannot use Form 5500-SF and must instead use Form §500.

If the pian is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? Xlyes [INo [[]Notdetermined
If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this year ~ 560015 . (See instructions.)

| Part Ill | Financial Information

7 Plan Assets and Liabilities : (a) Beginning of Year (b) End of Year
A Total plan assets Ta 1,213,414 569,966
b Total plan liabilities 7b 0 0
C Net plan assets (subtract ling 7b from liN@ 78) ..cceeeersercessmsencssensenses 7c 1,213,414 569,966
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b} Total
a8 Contributions received or receivable from: ; :
(1) Employers 8a(1) L
{2) Participants 8a(2) 0
(3) Others (including rollovers) 8a(3) 0
b Other income (loss) 8b (34,199) _ : ;
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)  vvevsrersersenr 8c ‘ : (34,198)
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits) 8d 609,250
€ Certain deemed and/or corrective distributions (see instructions) ...| 8e
f Administrative service providers (salaries, fees, commissions) .. 8f
_9  Other expenses 8g \
h  Total expenses (add lines 8d, 8e, 8f, and Bg) 8h X 609,250
i Netincome (loss) (subtract line 8h from lin€ 8C)  iesmssasscssnssessasanss 8i : (643, 448)
| Transfers to (from) the plan (see INSHUCHONS) worrrrrresrrreecsmenrere 8 ' - :
| 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:
1A 3D
b | if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

l PartV | Compliance Questions

10  During the plan year: Yes | No Amount
a8 Was there a failure to transmit to the pian any participant contributions within the time period
described in 28 CFR 2510.3-102? (See instructions and DOL's Voluntary Fiduciary Correction
Program) 10a X
b  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on tine 10a.) 10b X
C Was the plan covered by a fidelity bond? 10c | X 500,000
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 X
& Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the plan? (See instructions.} 10e X
Has the plan failed to provide any benefit when due under the plan? 10f
g Did the plan have any participant loans? (If "Yes," enter amount as of year end.) sussimivosnascres 1100 X
h  If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3)) 10h

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




Form 5500-SF 2022 Page 3 = |

[Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule
SB (Form 5500 and lines 11a and b below.) If this is a defined contribution pension pian, leave line 11 blank and complete ] Yes [X] No
e 42 DelOW:  wiinscmisnuseisisossaaiiab i i et b s i

a _Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 .ocveees I 11a I

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 contribution
were made by the 30th day after the due date.

D No. The 3C-day period referenced in 29 CFR 4043.25(c)(2) has not ye! 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. Gther. 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? ] ves [X] No

(If "Yes," complete fine 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan,
leave line 12 blank and complete line 11 above.

a [f 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
C Enter the amount contributed by the employer to the pian for the plan year 12¢
d Subtract the amount in Jine 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the teft 12d
of @ negative amount) _....... .
e Wil the minimum funding amount reported on line 12d be met by the funding deadline? [J yes[[1 No [ NA
Part VIl | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any plan year? [ ves E] nNeo
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 ] Yes No
the control of the PBGC?

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

13¢(1) Name of plan(s): 13¢(2) EIN(s) 13¢(3) PN(s)




SCHEDULE A
(Form 5500)
Department of the Treasury
Intemat Ravenue Service

Department of Labor
Employee Benafits Security Administration

Pension Beneflt Guaranty Corporation

Insurance Information

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

P File as an attachment to Form 5500.

P Insurance companies are required to provide the information

OMB No. 1210-0110

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection.
For calendar plan year 2022 or fiscal plan year beginning  01/01/2022 and ending 12/31/2022
A Name of plan B Three-digit
Deer Valley Home Health Services Inc plan number (PN) > 003

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

Deer Valley Home Health Services Inc

D Employer Identification Number (EIN)

20-1611498

Partl| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A,

1 _ Coverage Information:

{a) Name of insurance carrier

American United Life Insurance Company

(e) Approximate number of

Policy or contract year

(e) NAIC {d) Contract or
rsons covered at end of
BN code identification number pepoﬁw or contract year (f) From (g) To
35-0145825 60895 various 28 01/01/2022 12/31/2022

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

{a) Total amount of commisslons paid

(b) Total amount of fees paid

0

0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

{b) Amount of sales and base

commissions paid (c) Amount

Fees and olher commissions paid

{(d) Purpose

(e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base

commissions paid {c) Amount

Fees and other commissions paid

(d) Purpose

(&) Organization code

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

Schedule A (Form 5500) 2022

V. 220413




Schedule A (Form 5500) 2022 Page2-[ 1]

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid m
LA : Organization
commissions paid {c) Amount (d) Purpose code
(a) Name and address of the agent, broker or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid e rg%aﬁo .
commissions paid {¢) Amount (d) Purpose i
(a) Name and address of the agent, broker or other person fo whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid 8)
commissions paid {¢) Amount (d) Purpose Org%‘!gég"”"“
{a) Name and address of the agent, broker or other person to whom commissions or fees were paid
Fees and other commissions paid e)
(b) Amount of sales and base [e) r(ugatron
commissions paid {¢) Amount (d) Purpose rg%o 8
(a) Name and address of the agent, broker or other person fo whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid Orga'g?gaﬁoﬂ
commisgions paid {c) Amount (d) Purpose code




Schedule A (Form 5500) 2022 Page 3

‘PartIl | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

| this report.
4 cCurrent value of plan's interest under this contract in the general account at year end L sheE o 4
5 _Current vaiue of plan's interest under this contract in separate accounts at year end O NN 5 569, 960
6 Contracts With Allocated Funds:
a  State the basis of premium rates >
unisex life insurance & fixed indexed annuities
b Premiumspaidtocamier . . . . . v . 4 . e e e e e e e e e e e e e e e 6b 0
€  Premiums due but unpaid at the end of the year . . . TR R EE R 5 6¢c (o]
d  Ifthe carrier, service, or other organization incurred any spec:ﬁc costs in connection with the acquisition or
retention of the contract or policy, enter amaunt S E R OB W %R SR Ee B o ow o 6d 0
Specify nature of costs »
n/a

€ Typeof contract (1) E, individual policies 2) D group deferred annuity
3 D other (specify) »

f If confract purchased, in whole or in part, to distribute benefits from a terminating plan check here

> (]

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type on cantract (1) D deposit administration (2) D immediate participation guarantee

(3) D guaranteed investment “4) D other »
b Balance at the end of the previous year . . . R I iR -
C Additions: (1) Contributions deposited duringtheyear . . . . . . . [ 7e(1)

(2) Dividends and credits b s owm ok o5 o2 % o8 5 4 o= & s s TOE@)

(3) Interest credited during the year i 4 owm o o ow % W e 8 o= e} TCI3)

(4) Transferred from separate account 5 o @ & % oso3 @ w5 Te(d)

(5) Other (specify below) w2 o= & Bmd s o b oo sl 75

e :

(6) Total additions . . . g B EEERE EE R R 7¢(6)
d Total of balance and additions (add lines 7b and 7c(5)) TEE R T, 7d
@ Deductions: g !

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by carrier DR ST TR N T .

(3) Transferred to separate account TR R EE B e

(4) Other (specify below) TR EE T Y R TNy

>

(5) Total deductions y " Gl GOOlE e R mem el s B | __7e(5)
f Balance at the end of the current vear (sugtract hng 79_(_5_) frgm ine TG) N S e L SR i




Schedule A (Form 5500) 2022

Page 4

Part Ill | Welfare Benefit Contract Information

if more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization(s),
the infermation may be combined for reporting purposes if such contracts are experience-raled as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this repart.

8 Benefit and contract type (check all applicable boxes)

a D Health {other than dental or vision) b D Dental
e D Temporary disability (accident and sickness) f D Long-term disability
i D Stop loss (large deductible) i D HMO contract

m D Other (specify) »

¢ [ ] vision

g D Supplemental unemployment
k [] PPo contract

d D Life insurance
h D Prascription drug
| [I Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received s g ooy 9a(1)
(2) Increase (decrease) in amount due butunpaid . . . . 9a(2) )
(3) Increase (decrease) in uneamed premium reserve 6w ow W 9a(3)
(4) Eamed (1) + (2) - (3)) £ 5 .| 9a(4)
b Benefit charges (1) Claims paid . K 9b(1)
(2) Increase (decrease) in claim reserves i 9h(2)
(3) Incurred claims (add ()and (2)) . « . i 4 = 5 9b(3)
(4) Claimscharged . . . « . « « « « . -+ 4 . §omog @ & 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
{A) Commissions. bow & oA os 9c(1)(A)
(B) Administrative service orotherfees . . . . . . . . . . 9c{1)(B)
(C) Other specific acquisition costs . e ¥ o oa 9c(1)(C)
(D) Otherexpenses . . . . . . « « « &+ « « = « & & = 9¢(1)(D)
(B) TifSic s « w = o & % = % 8 @ & @ = % A oW W s 9c(1}E)
(F) Charges for risks or other confingencies v w8 g we R A W 9c(1)(F)
(G) Otherretentioncharges . . . . . . « « « « « « « « 9c(1HG)
H) Tolleenion « «  « 3 & @ 5 & w8 moa &ow o= owowonoas wow e ow s | SS(1HH)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claimreserves . . . . . . . . 9d(2)
(3) Otherreserves . . . - « « « + = « & » « & & & « & o & o 4 . ; 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) . 4 . 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier S o R oW G & B R e oW W @ 10a
b if the carier, service, or other organization incurred any specific costs in cannection with the acquisition or
retention of the contract or policy, other than reported in Part |, fine 2 above, report amount 10b

Specify nature of costs

I_Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?

s ﬂ Yes

I—INO

12 if the answer to line 11 is "Yes,"” specify the information not provided. »




- 55 58 Application for Extension of Time OMB No, 1545-0212

{Rev. September 2018)

To File Certain Employee Plan Returns

» For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Foe e ey > Go to www.irs.gov/form5558 for the latest information.
GGl Identification
A Name of filer, plan administrator, or plan sponsar {see instructions) B Filer's identifying number (see instructions)
Doer Valley Home Health Services Inc Employer identification number (EIN)(9 digits XX-XXXXXXX)
Number, streat, and room or suite no. (If a P.O. box, see instructions) 20-1611498
8600 Airport Road Suitae 104 Soclal security number (SSN) (8 digits XXX-XX-XXXX)
City or town, state, and ZIP code
St Louis MO 63134
c Pl ar ending—
Plan name Plan anys £
number MM DD YYYY
Deer Valley Home Eealth Sexvices Inc Paension Plan & Trust 003 12 31 2022

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

O Check this bog if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed
in Part 1, C above.

| request an extension of time untit 10 / 16 / 2023 to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

| request an extension of time until 10 / 16 [/ 2023 to file Form 8955-S8A (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if: (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and (b) the date on line 2
and/or line 3 (above) is not later than the 15th day of the third month after the normal due date.

Extension of Time To File Form 5330 (see instructions)

| request an extension of time until / / to file Form 5330.

You may be approved for up to a 6 month extension to file Form 5330, after the normal due date of Form 5330.
Enter the Code section(s) imposingthetax . . . . . . . . . . . . > | a I

Enter the payment amount attached . . . . . . . . . . « . . . . . . > | b
For excise taxes under section 4980 or 4980F of the Code, enter the reversionfamendment date . . > |c

State in detail why you need the extension:

Under penalties of perjury, | declara that to the best of my knowledge and belief, the statements made on thia form are true. correct, and complete, and that | am authorized
to prepare this application.

Signature » /g/ﬁa \E/E}&V pater /4 — @ - KPR L]é

Form 5558 {Rev. 9-2018)




