Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024

and ending  12/31/2024

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

C Ifthe plan is a collectively-bargained plan, check here. . ... ... ... ... .. i

D Check box if filing under:

[ ] Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

UPLAND HILLS HEALTH FLEXIBLE BENEFIT PLAN

1b

Three-digit plan
number (PN) » 506

1c

Effective date of plan
04/01/1990

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)

UPLAND HILLS HEALTH

800 COMPASSION WAY
DODGEVILLE, WI 53533

2b

Employer Identification
Number (EIN)
42-1017512

2c

Plan Sponsor’s telephone
number
608-930-7200

2d

Business code (see
instructions)
622000

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.

SIGN |Filed with authorized/valid electronic signature. 05/07/2025 TROY MARX
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 05/07/2025 TROY MARX
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 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’'s EIN
p

UPLAND HILLS HEALTH AMBER RICHARDSON 3C Administrator's telephone

800 COMPASSION WAY number

DODGEVILLE, WI 53533 608-930-7200
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 I 174
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),

6a(2), 6b, 6¢, and 6d).

a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 174

a(2) Total number of active participants at the end of the plan year ... 63_(2) 165

b Retired or separated participants receiving benefits...........cooiiiiiiii 6b

C Other retired or separated participants entitled to future benefits ..o 6C

d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 165

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e

f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f

(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [oZe 00T o] (=1 (=T (T ES3N1 (=Y 1 1) ISP PPN 60(2
g
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESTEA. ......e.eieieieeee ettt et e et ete e e eeeteesteetsesessesetsssessesesessesssseassseessesesassessssssassseessnsesassnssesesssneneas 6h

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:

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4A 4D 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) D Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M 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

(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl

2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 D A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)

3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)

b General Schedules



Form 5500 (2024) Page 3

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.) woorvvoeereeeeeeenee 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 2024 Form M-1 annual report. If the plan was not required to file the 2024 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




Form 5500 Annual Return/Report of Employee Benefit Plan oMB Noa. 1210 0110
This form Is required to be filad for employes benefit plans undar sections 104 )

Department of the Treasury

\nternal Rovenue Servica and 4085 of the Employee Retirement Income Security Act of 1974 (ERISA) and
rmm—Ty sectlons 6057(b) and 8058(a) of the Internal Revenue Code {the Coda). 2024
empuoi;; z?;g;::ﬁecmiw P Complete all entries in accordance with
Sere BT Gy e the instructions to the Form 5500, This Form is Open to
5 Public Inspection
I Part | [ Annual Report [dentification Information .
__ For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This retum/report is for: L] a multlemployer plan U a muftiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
K .
kl  a single-employer plan 4 DFE (specify)
B This return/report is: . the first return/report the final return/report
an amended retum/report a short plan year return/report (less than 12 months
C i the plan is a collectively-bargained PIan, CHECK NBIB ... ..o eeeisecesrress s oeesess oo oo e >
D' Check box if filing under: Form 5558 lj automatic extension E] the DEVGC program
special extension (enter description)

E I this is a retroactively adopted plan permitted b SECURE Act section 201, checkhers . PH
IPart 1l | Basic Fian in?ormatlion - enter all requested information

1a Name of plan b Threedigit
UPLAND HILLS HEALTH FLEXIBLE BENEFIT PLAN plan number (PN} > 506
i¢c  Effective date of plan
04/01/199%0
2a Plan sponsor's name {employer, if for a single-smployer plan} 2b  Employer Identification Number (EIN)
Mailing address (Include room, apt., suite no, and street, or P.0. Box) 42-1017512
City or town, state or province, country, and ZIP or foraign postal code (if forsign, see instructions) 2¢  Plan Sponsor's talephone number
UPLAND HILLS HEALTH 608~930-7200
2d  Business code (see Instructions)
622000
800 COMPASSION WAY I T
DODGEVILLE WI 53533

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

Unifer panalilas of perj other penalties set forth In The Instructions, | declars that | have examined thls returm/report, including panying schedules, ts and aktachments, as well
as the alactronic wefaicn of this ra!umirepoﬂ. ancl to the best of my knowledge and belief, It Is irue, correst, and complete.
SI6N 5_ / / TROY MARX
HERE 7, F e - -
o re o lan adm!mstratcr Date Enter name of individual signing as plan administrator
- TROY MARX
'SIGN 5/ 7/25“"
HERE "’ e |
Signature,éf emp[oyer/piare sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE |- . P -
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Form 5500 (2024)

v. 240311

418401 11-26-24
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3a g wmnesteitr s nares and adass || Sas & P Spavsw 3 Ademmistratonrs T
UPLAND HILLS HEALTH 42-1017512
AMBER RICHARDSON 3¢ Agminstrator's thanheans mumber

508-930-7200

800 COMPASSION WAY
DODGEVILLE WI 53533

4 18 g rarnes et or BN of e piaer spossar or the plam rarms has changed sings e last reumdespnet filed for s plan, 4b g
anter de plar soonsor's sarme, BN, the glar narrs and the plen nareber fror the lash returmrepoc:

@ Sponsor's raems 4d Py
C P Narve

174

o

§  Torl mumlher of participarts ab the begening of e plan vear
G rumiter of parcmants as of the end of the plan yesr unrliss ctverarss stabed Gt plans compiste ooty lires
Ga 1}, Gaf2), 6, Gc, and Gdi
@ {1V} Tonal muniver of active participants at the baginning of the plan yesst . , | 174
a {2} Toral numiber of active panticpants 2 the end of the plan year B 165
B Retied or separated participants recsiking benefits ,
© Oeer ratived or sepersted pachopards anbliied & futuns benefits
g Subvtotsl A lines Gal2y, Gin, and Ga v
e WW%W%W%MW@@WWMW@W@
f Toral Addlives Gdand s o L
G Nuriter of panicipanes with accaunt balances 35 of the baginmirg of the phan yar (ol defined contritution
phang complete ins dany
?&Wmmmmmmﬁmmﬁmwﬁmwwwmymwmmm
somplate s i) . Eﬂ
h WMWWWWWQW@@W%W&WMMM
fegs e 0% vesked | &h
T wmmmmﬁmmmmmmwm@m@m@wmm 7
Ymgiteary

&a iimmmwmmmmwwWWW%W&%’W@WMNW@

2

165

@ 2/8|2/8)8

b I v ol peviiidios welfare banelits, antar the spplicaiblie welfars Searurs ootkes frarm the List of Flar Charsstenstios Codes in the mstuctiors:
43 4D 4B

Sa Plar Rundiing ae-angament (Tiveci alll tnalt appiyd 9 Flan temelt ar-angerment ioheck alll thak apoiy
i | fmsmzmcs

Ifmmm

| | Cote sactiarn 412863 insurance contracts
1R
3 e sponss L Ganersl assats of the spansor
‘!E} m«asmmammmzammmmzmﬁmmmmmm g, wivars indicagad, enler e number attached
See instruchonst
a Pension Schedules b General Schedules

{1y B (Fetrement Plan Information}
@ MEB {Multfernployer Defined Benefit Blan and Certain Money

Purchass Plar Actuaral Information) - signed by the plan
actuary

{Financial Information]
(Financial information - Small Plan)
fnsurance Inforrstion] - Number Attached

“rtmmm—

(Service Provider Information)
3 ﬂ 5B (Sngle-Erployer Defined Benefit Plan Actuanal (DFEPartcipating Plan Information)
Infoenation) - signed byy the plan actusry Financal Transaction Schedules)

4 DCG ndrvicual Plan Iinformabon) - Numbee Attached
&) MEP Multiple-Employer Retirament Plan Information)

—
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Form 5500 (2024) Page 3

F;avrt lll| Form M-1 Compliance Information (to be completed by welfare benefit plans)

CFR 2520,101-2.} Yes No
If *Yes" is checked, complete lines 11b and 11,
11D s the plan currently in compliance with the Form M-1 filing requirements? {Ses Instructions and 20 CFR 2520.1012) ... | | Yes | | No
11¢ Enter the Receipt Conflrmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report,
enter the Receipt Conflrmation Code for the most recent Form M-1 that was required to be filed under the Form M1 filing requirements. (Failure
to enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejsction as incomplets.)

...........................

112 ifthe plan provides weifare benefits, was the plan su%act ta the Form M1 flling requirements during the plan year? (See Instructions and 29

Receipt Confirmation Code

418403 11.26-24
3
16530424 165038 50346-UPLAND 2024.03030 UPLAND HILLS HEALTH 50346-U1



