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). 2024
e Dlepa""gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁir;i;tsionecu" Y 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 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide 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 D 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 D 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
EMPLOYEE BENEFIT PLAN OF HOSPICE OF THE CHESAPEAKE

1b Three-digit plan
number (PN) » 002

1c Effective date of plan
01/01/2002

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) 52-1181448

HOSPICE OF THE CHESAPEAKE, INC.

90 RITCHIE HWY
PASAADENA, MD 21122-4303

2C Plan Sponsor’s telephone
number
410-987-2003

2d Business code (see
instructions)
624100

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. 10/14/2025 GERALD HILL
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 10/14/2025 GERALD HILL
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
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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 I 619
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) 316
a(2) Total number of active participants at the end of the plan year ... 63_(2) 350
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 11
C Other retired or separated participants entitled to future benefits ..o 6C 274
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 635
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccccooviiiiiiiiiiienen. 6e 0
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 635
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1) 569
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 COMPIELE TNIS IEIM) ...ttt ettt ettt ettt ettt et et ettt eete et e et e te s easeseeaeeteebeebe s e b essenseseeseebe st este e ensessereeresrestesnan 69(2) 622
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h 52
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:
2G 3D 23 2K 2S5 2T 2A 2E 2F
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)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) 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

(@) R (Retirement Plan Information) 1)

B 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 A (Insurance Information) — Number Attached __ 1
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) 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)

® (]

MEP (Multiple-Employer Retirement Plan Information)
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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.) 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




SCHEDULE A Insurance Information
(Form 5500)

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

OMB No. 1210-0110

Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

pursuant to ERISA section 103(a)(2).

» Insurance companies are required to provide the information

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
EMPLOYEE BENEFIT PLAN OF HOSPICE OF THE CHESAPEAKE plan number (PN) 3 002

C Plan sponsor’s name as shown on line 2a of Form 5500
HOSPICE OF THE CHESAPEAKE, INC.

D Employer Identification Number (EIN)
52-1181448

Part | 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
MUTUAL OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-1614399 88668 59338 01/01/2024 12/31/2024

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 commissions paid

(b) Total amount of fees paid

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

CAPITAL AREA REGIONAL OFFICE 1306 CONCOURSE DRIVE
SUITE 200
LINTHICUM, MD 21090

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

3

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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(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 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

Fees and other commissions paid (e)
(b) Amount of sales and base 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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(@) 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 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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | 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 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end...................c....c.c.ococcoeveveieen.nn... 5 60464
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) B deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other »
b Balance at the end of the PreviOUS YEaI .................oiiii oo 7b 467004
C Additions: (1) Contributions deposited during the year ...............c.ccccocuene.... 7c(1) 1736
(2) Dividends and CreditS...........c..vurvevreeeieeeieeceeieieees e 7c(2) 0
(3) Interest credited during the Year.............cccceveveveveveeeieeeeeeeeeeeeeeeeean 7c(3) 1162
(4) Transferred from separate aCCOUNL ..............c.c.eeueueerreeeeeeeeieeneneseieeenns 7c(4) 0
(5) Other (SPECIFY DEIOW) ...ttt 7c(5) 9970
> ACCOUNT TRANSFERS
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6) 12868
d Total of balance and additions (add iNeS 7B aNd 7C(B)). .....eeeveeeeeeeeee oo | 7d 479872
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 414
(2) Administration charge made by carrier 9
(3) Transferred to separate account 0
(4) Other (SPECITY DEIOW)........cueeeeieeeeee e 479449
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5) 479872
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. 7f 0
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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 organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated 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 report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes D No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




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 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁt;ngczrilyaAg:ninistra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
EMPLOYEE BENEFIT PLAN OF HOSPICE OF THE CHESAPEAKE plan number (PN) > 002
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HOSPICE OF THE CHESAPEAKE, INC. 52-1181448

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).. .. ............ B 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

DWS 210 WEST 10TH STREET
KANSAS CITY, MO 64105

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

FIDELITY INVESTMENTS 82 DEVONSHIRE STREET
BOSTON, MA 02109

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

GOLDMAN SACHS 200 WEST STREET
NEW YORK, NY 10282

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

NEUBERGER BERMAN 1290 AVENUE OF THE AMERICAS
NEW YORK, NY 10104

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

INVESCO 11 GREENWAY PLAZA
STE. 2500
HOUSTON, TX 77046

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

T. ROWE PRICE 100 EAST PRATT STREET
BALTIMORE, MD 21202

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

VANGUARD 100 VANGUARD BOULEVARD
MALVERN, PA 19355

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

AMERICAN CENTURY INVESTMENTS P.O. BOX 419200
4500 MAIN STREET
KANSAS CITY, MO 64141

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

MFS 111 HUNTINGTON AVENUE
BOSTON, MA 02199

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

DELAWARE FUNDS BY MAQUARIE PO BOX 9876
PROVIDENCE, RI 02940

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

VICTORY CAPITAL MANAGEMENT INC. 15935 LA CANTERA PARKWAY
BUILDING TWO
SAN ANTONIO, TX 78256

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

PIMCO 840 NEWPORT CENTER DRIVE
SUITE 100
NEWPORT BEACH, CA 92660
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

AMERICAN FUNDS 333 SOUTH HOPE STREET
LOS ANGELES, CA 90071-1406

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

CALVERT RESEARCH AND MANAGEMENT 1825 CONNECTICUT AVENUE NW
SUITE 400
WASHINGTON, DC 20009

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

MUTUAL OF AMERICA 320 PARK AVE
NEW YORK, NY 10022

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

MATRIX TRUST COMPANY

33-1151291

(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
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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)

MUTUAL OF AMERICA INVESTMENT CORP

320 PARK AVENUE
NEW YORK, NY 10022

(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-.
121537 RECORD 586 7494
65 KEEPER Yes No D Yes B No D Yes D No D
() Enter name and EIN or address (see instructions)
ROGERS WEALTH GROUP 1330 SUMMIT AVENUE
FORT WORTH, TX 76102
(b) (c) (d) (e) ) (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
(). If none, enter -0-.
283151 NONE 90652
153750 Yes No [X] Yes No Yes No
1 0 0~ ¥ 0w [
(a) Enter name and EIN or address (see instructions)
(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

organization, or
person known to be
a party-in-interest

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

compensation? (sources
other than plan or plan
sponsor)

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

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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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
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

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 Il | 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

() 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
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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

2024

This Form is Open to Public

Inspection.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
EMPLOYEE BENEFIT PLAN OF HOSPICE OF THE CHESAPEAKE plan number (PN) [ 3 002

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

HOSPICE OF THE CHESAPEAKE, INC.

D Employer Identification Number (EIN)

52-1181448

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 IE: SEPERATE ACCOUNT NUMBER SA1l
b Name of sponsor of entity listed in (a): MUTUAL OF AMERICA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN 13-1614399-002 code P 103-12 IE at end of year (see instructions) 60464

a Name of MTIA, CCT, PSA, or 103-12 IE:

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 IE:

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)

a Name of MTIA, CCT, PSA, or 103-12 IE:

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)

a Name of MTIA, CCT, PSA, or 103-12 IE:

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) 2024
v. 240311
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Page2-[ 1 |

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 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 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 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 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)
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Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)
(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending  12/31/2024
A Name of plan B  Three-digit
EMPLOYEE BENEFIT PLAN OF HOSPICE OF THE CHESAPEAKE plan number (PN) > 002

C Plan sponsor’s name as shown on line 2a of Form 5500
HOSPICE OF THE CHESAPEAKE, INC.

D Employer Identification Number (EIN)
52-1181448

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ..............cccoveveveveeeeeeeieeeeeeee e 1a 41487
b Receivables (less allowance for doubtful accounts):
(1) Employer COntribULONS ............c..vuevoieieeeieeeiecceeieieeee s 1b(1) 17442
(2) Participant CONMDULIONS................cveverececerceececeeisie e 1b(2) 47559
(B) ONEI oottt 1b(3)
C General investments:
1) Ir;tfe(;:ztc;gﬁfring cash (include money market accounts & certificates 1c(1) 0 58737
(2) U.S. Government securities 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ... 1c(3)(A)
(B) Al OtNET ... 1¢(3)(B) 0
(4) Corporate stocks (other than employer securities):
(A) PreferTed .......c.veeoeeeeeeeeeeeeeeeeeeeeee e 1c(4)(A) 0
(B) COMMON ... 1c(4)(B) 0
(5) Partnership/joint VeNture iNterests ..............ocooweeeeeeeeeeeeeeeeeeeeeseeeenen 1¢(5) 0
(6) Real estate (other than employer real property) ...........ccccococeveveeveveeennn. 1c(6) 0
(7) Loans (other than to participants)...............ccceeveeeeereeeeereeneesenseeeas 1¢(7) 0
(8) Participant 08NS ............cccooveiiireeeneneenn 1¢(8) 196164 284343
(9) Value of interest in common/collective trusts.... 1¢(9) 0
(10) Value of interest in pooled separate acCoUNtS ...............ccocoveeererseeeens. 1c(10) 16359559 60464
(11) Value of interest in master trust investment accounts..............c........... 1c(11) 0
(12) Value of interest in 103-12 investment entities ..............cocoveurveveeennnene. 1c(12) 0
(13) \f/uarlltéz)of interest in registered investment companies (e.g., mutual 1c(13) 0 14944052
(14) \éélnli(reagzsf;mds 'H'éié'i}{'{ﬁ's'li}'é}iéé'éér:ﬁb'é'ﬁ}'éé}ié}%yéé&&j}}{ .(-u-rrallocat?-d re(14) 267008
(15) ORI ..ot 1¢(15) 0

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

Schedule H (Form 5500) 2024
v. 240311
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1d

> Q

(S

Employer-related investments:
(1) EMPlOyer SECUITIES ......c..uiiiiiiieiiie e

(2) Employer real property

Buildings and other property used in plan operation .............cccocceveviiienenee.
Total assets (add all amounts in lines 1a through 1€) .........ccccceiiiiiiiices
Liabilities
Benefit claims payable ...
Operating PaYabIEs ..........cooiiiiiiii e
Acquisition iNdebtedness ..o
Other abilities. .........ooiiiiiie e
Total liabilities (add all amounts in lines 1g through1j) ........cccoceiniiiiiiienis
Net Assets

Net assets (subtract line 1k from line 1)........cocoiiiiiiiii

(a) Beginning of Year (b) End of Year
1d(1)
1d(2)
1e
1f 17087728 15389083
19
1h
1i
1j 15545 2811
1k 15545 2811
11 ‘ 17072183 15386272

Part Il [Income and Expense Statement

2

a

Plan income, expenses, and changes in net assets for the year. 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. MTIAs, CCTs, PSAs, and 103-12 IEs do not

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers ...........ccccovcveennne.
(B) PartiCipants .........cooicuiiiiiiiie e
(C) Others (including rollOVErs)..........ccueeiruiiiiiiie e
(2) Noncash contributions.............cooiiiiiiiiiiiii e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .............
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of deposit)

(B) U.S. Government SECUNLIES ........ccuuieiiiiiiiiiiieiiiie e
(C) Corporate debt iNStruments ............ccocoeeiiiiiiiiie e
(D) Loans (other than to participants) ..........ccoceeeiiiiiiiiiii e
(E) Participant l0@NnsS..........coouiiiiiiieiie e
(F)  OtNEI .
(G) Total interest. Add lines 2b(1)(A) through (F)........ccccceiiiiiiiinean.
(2) Dividends: (A) Preferred StocK...........ccueiiiiiiiiiiieiiieeiee e
(B)  COMMON SEOCK ....ceiiiiiiiiiiiie ittt
(C) Registered investment company shares (e.g. mutual funds)..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES ..o
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...................
(B) Aggregate carrying amount (see instructions)............c.c.ccccooiiieeis
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ...

(B)  OtNEI ...t

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) .......ceeivvereeieeiiieee e

(a) Amount

(b) Total

2a(1)(A)

538071

2a(1)(B)

1558713

2a(1)(C)

253808

2a(2)

2a(3)

2350592

2b(1)(A)

1930

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

20929

2b(1)(F)

2b(1)(G)

22859

2b(2)(A)

2b(2)(B)

2b(2)(C)

697501

2b(2)(D)

2b(3)

697501

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(S)(C)
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Q 0

o

(6) Net investment gain (loss) from common/collective trusts.....................
(7) Net investment gain (loss) from pooled separate accounts....................
(8) Net investment gain (loss) from master trust investment accounts.........
(9) Net investment gain (loss) from 103-12 investment entities ...................

(10) Net investment gain (loss) from registered investment
companies (e.g., mutual funds) ...........cccocciiiiiiiinii

Other iNCOME ..o
Total income. Add all income amounts in column (b) and enter total
Expenses

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers...........
(2) To insurance carriers for the provision of benefits ............cccccevciennn.
(B) ORI ... s
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccooceveviniennnnne.
Corrective distributions (see instructions) .............cccccoviiiiiiiiiec,
Certain deemed distributions of participant loans (see instructions)...

INTErESt EXPENSE....oiiiiiiii it
Administrative expenses:

(1) Salaries and AllOWANCES ..........cccccuuiiiieeeiiiiiiie e

(2) Contract administrator fees
(3) Recordkeeping fees ...........
(4) 1QPA audit feeS.......cceiiiiiiiiiee e
(5) Investment advisory and investment management fees ..
(6) Bank or trust company trustee/custodial fees...............
(7) Actuarial fees
(8) Legal fees ......ccceevuerennne
(9) Valuation/appraisal fees..................
(10) Other trustee fees and expenses ...
(11) Other EXPENSES. .....eeiiiiiieeiiiieiiiie et
(12) Total administrative expenses. Add lines 2i(1) through (11)
Total expenses. Add all expense amounts in column (b) and enter total.....
Net Income and Reconciliation

Net income (loss). Subtract line 2j from line 2d

(a) Amount

(b) Total

2b(6)

2b(7)

1162

2b(8)

2b(9)

2b(10)

831776

2c

2d

3903890

2e(1)

5445624

2e(2)

2e(3)

2e(4)

2f

29

2h

5445624

40071

2i(1)

2i(2)

2i(3)

9993

2i(4)

2i(5)

91013

2i(6)

3100

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

2i(12)

104106

2j

5589801

Transfers of assets:
(1) TO thiS PIAN. .. e
(2) From this Plan ........c.oieiiiiie e

2k

-1685911

21(1)

21(2)
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Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [{ Unmodified (2) [ ] Qualified (3) [ ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1){ DOL Regulation 2520.103-8 (2)[ | DOL Regulation 2520.103-12(d) (3) [ | neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: MULLEN, SONDBERG, WIMBISH, & STONE (2) EIN: 52-1197902

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
(1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV ‘Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

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 the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is

CRECKEA. ) e e e e ee e e e e e eee e e e e s e ee e e eesee e ab X
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........cccccoiieiiiiiiennnnenn. 4c X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is

CRECKEA. ) ...tttk ettt ettt bbbttt s s 4d X

Was this plan covered by a fidelity BONA? ..........coovoviviiieee e 4e 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 dISNONESTY? ... ettt ettt e e e et e e neee s 4f X

g 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?..........cccococeeiiiiiniii e, 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 have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMENtS.) ...........oooiiiiiiiiiii e 4i X

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and

see instructions for format requiremMents.) ............ccocooiiiiii 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC? ...........ooiiiiiiiiiieiie et 4k X
| Has the plan failed to provide any benefit when due under the plan?............ccccoooiiiiiiiiiiin. 4] X
m [f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520 10T-3. ) ettt ettt bt a et et h et b et et nhe e pe e nee e nee e 4m X
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. ........ccceeviieviniiniennnee. 4n X

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes B No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year




Schedule H (Form 5500) 2024 Page 5- 1

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)

5¢ 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 (0 Tex (1] T PPt D Yes [[No [[Not determined

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2024
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

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
EMPLOYEE BENEFIT PLAN OF HOSPICE OF THE CHESAPEAKE plan number
(PN) » 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HOSPICE OF THE CHESAPEAKE, INC. 52-1181448
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
1] 14 o1 1)

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): 13-3590259 33-1151291

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

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)? ........vvvverrreenn. D Yes D 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 68
deficiency not waived) ................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year ...............ccccoeeeeveveveveeeeeceenn. 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)............cccooiiiiiii e 6C
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?................ccccevcevecereencan. D Yes D No D 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
administrator agree with the Change? ... D Yes D No D N/A

Part 11l 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. I N0, CRECK thE “NO” DOX. .. eeeeeeeeeeeeeeeeeeteee e e e e e eeeeee e seeeeeee et et et et eeeeeseeeeens D Increase D Decrease D Both D No

| Part IV | ESOPs (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 Does the ESOP hold @ny preferred SEOCK? ...........ocveeiueieeeeeeeeeeeeeeeeeeeeeeeeeeteeteeees e eenseaeese et e ateate e eseneaseatseeesteseeseseeneeeeaeeeeesean 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 “back-t0-DACK” 108N.) ............iiiiiiiiiiii i
12 Does the ESOP hold any stock that is not readily tradable on an established securities market?..............ccccccooveveeereceeeceeeee e D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2024

v. 240311
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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 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 D Other (specify):

a Name of contributing employer

(on

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

(o3

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 D 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 |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unitmeasure:[ | Hourly  [] Weekly  [] 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 D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

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 D Other (specify):




Schedule R (Form 5500) 2024 Page 3

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 attaChMENL)............oooiiiiiiii e e e e e e e e e e e e

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)................cccccciiiiiie

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)...........cooeiiiiiiiiiiee e e e

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 emMIPIOYErS ... .o s

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

| Part VI | 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) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or more

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? [[ Yes D No
b Ifline 20ais “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.

[ Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [ | Yes [X No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

D Design-based safe harbor method
D “Prior year” ADP test
B “Current year” ADP test

[] NA

22 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q703126A .
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INDEPENDENT AUDITOR’S REPORT

To the Plan Administrator and Board of Directors of
Employee Benefit Plan of Hospice of the Chesapeake
Pasadena, Maryland

Scope and Nature of the ERISA Section 103(a)(3)(C) Audit

We have performed an audit of the accompanying financial statements of Employee Benefit Plan
of Hospice of the Chesapeake, an employee benefit plan subject to the Employee Retirement Income
Security Act of 1974 (ERISA), as permitted by ERISA Section 103(a)(3)(C) [ERISA Section
103(a)(3)(C) audit]. The financial statements comprise the statements of net assets available for benefits
as of December 31, 2024 and 2023, and the related statements of changes in net assets available for
benefits for the years then ended, and the related notes to the financial statements.

Management, having determined it is permissible in the circumstances, has elected to have the
audits of the Employee Benefit Plan of Hospice of the Chesapeake’s financial statements performed in
accordance with ERISA Section 103(a)(3)(C) pursuant to 29 CFR 2520.103-8 of the Department of
Labor’s Rules and Regulations for Reporting and Disclosure under ERISA. As permitted by ERISA
Section 103(a)(3)(C), our audits need not extend to any statements or information related to assets held
for investment of the plan (investment information) by a bank or similar institution or insurance carrier
that is regulated, supervised, and subject to periodic examination by a state or federal agency, provided
that the statements or information regarding assets so held are prepared and certified to by the bank or
similar institution or insurance carrier in accordance with 29 CFR 2520.103-5 of the Department of
Labor’s Rules and Regulations for Reporting and Disclosure under ERISA (qualified institution).

Management has obtained certifications from a qualified institution as of and for the years ended
December 31, 2024 and 2023, stating that the certified investment information, as described in Note 3 to
the financial statements, is complete and accurate.

Opinion
In our opinion, based on our audits and on the procedures performed as described in the Auditor’s

Responsibilities for the Audit of the Financial Statements section—

e the amounts and disclosures in the financial statements referred to above, other than those
agreed to or derived from the certified investment information, are presented fairly, in all
material respects, in accordance with accounting principles generally accepted in the United
States of America.



To the Plan Administrator and Board of Directors of
Employee Benefit Plan of Hospice of the Chesapeake

Opinion (Cont.)

e the information in the financial statements referred to above related to assets held by and
certified to by a qualified institution agrees to, or is derived from, in all material respects, the
information prepared and certified by an institution that management determined meets the
requirements of ERISA Section 103(a)(3)(C).

Basis for Opinion

We conducted our audits in accordance with auditing standards generally accepted in the United
States of America. Our responsibilities under those standards are further described in the Auditor’s
Responsibilities for the Audit of the Financial Statements section of our report. We are required to be
independent of the Employee Benefit Plan of Hospice of the Chesapeake and to meet our other ethical
responsibilities in accordance with the relevant ethical requirements relating to our audits. We believe that
the audit evidence we have obtained is sufficient and appropriate to provide a basis for our ERISA
Section 103(a)(3)(C) audit opinion.

Responsibilities of Management for the Financial Statements

Management is responsible for the preparation and fair presentation of the financial statements in
accordance with accounting principles generally accepted in the United States of America, and for the
design, implementation, and maintenance of internal control relevant to the preparation and fair
presentation of financial statements that are free from material misstatement, whether due to fraud or
error. Management’s election of the ERISA Section 103(a)(3)(C) audit does not affect management’s
responsibility for the financial statements.

In preparing the financial statements, management is required to evaluate whether there are
conditions or events, considered in the aggregate, that raise substantial doubt about the Employee Benefit
Plan of Hospice of the Chesapeake’s ability to continue as a going concern for one year after the date the
financial statements are available to be issued.

Management is also responsible for maintaining a current plan instrument, including all plan
amendments; administering the plan; and determining that the plan’s transactions that are presented and
disclosed in the financial statements are in conformity with the plan’s provisions, including maintaining
sufficient records with respect to each of the participants, to determine the benefits due or which may
become due to such participants.

Auditor’s Responsibilities for the Audit of the Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit section of
our report, our objectives are to obtain reasonable assurance about whether the financial statements as a
whole are free from material misstatement, whether due to fraud or error, and to issue an auditor’s report
that includes our opinion. Reasonable assurance is a high level of assurance but is not absolute assurance
and therefore is not a guarantee that an audit conducted in accordance with generally accepted auditing
standards will always detect a material misstatement when it exists. The risk of not detecting a material
misstatement resulting from fraud is higher than for one resulting from error, as fraud may involve
collusion, forgery, intentional omissions, misrepresentations, or the override of internal control.
Misstatements are considered material if there is a substantial likelihood that, individually or in the
aggregate, they would influence the judgment made by a reasonable user based on the financial
statements.

In performing an audit in accordance with generally accepted auditing standards, we:

e [Exercise professional judgment and maintain professional skepticism throughout the audit.



To the Plan Administrator and Board of Directors of
Employee Benefit Plan of Hospice of the Chesapeake

Auditor’s Responsibilities for the Audit of the Financial Statements (Cont.)

e Identify and assess the risks of material misstatement of the financial statements, whether due
to fraud or error, and design and perform audit procedures responsive to those risks. Such
procedures include examining, on a test basis, evidence regarding the amounts and
disclosures in the financial statements.

e Obtain an understanding of internal control relevant to the audit in order to design audit
procedures that are appropriate in the circumstances, but not for the purpose of expressing an
opinion on the effectiveness of the Employee Benefit Plan of Hospice of the Chesapeake’s
internal control. Accordingly, no such opinion is expressed.

e Evaluate the appropriateness of accounting policies used and the reasonableness of significant
accounting estimates made by management, as well as evaluate the overall presentation of the
financial statements.

e Conclude whether, in our judgment, there are conditions or events, considered in the
aggregate, that raise substantial doubt about the Employee Benefit Plan of Hospice of the
Chesapeake’s ability to continue as a going concern for a reasonable period of time.

Our audits did not extend to the certified investment information, except for obtaining and
reading the certification, comparing the certified investment information with the related information
presented and disclosed in the financial statements, and reading the disclosures relating to the certified
investment information to assess whether they are in accordance with the presentation and disclosure
requirements of accounting principles generally accepted in the United States of America.

Accordingly, the objective of an ERISA Section 103(a)(3)(C) audit is not to express an opinion
about whether the financial statements as a whole are presented fairly, in all material respects, in
accordance with accounting principles generally accepted in the United States of America.

We are required to communicate with those charged with governance regarding, among other
matters, the planned scope and timing of the audit, significant audit findings, and certain internal control-
related matters that we identified during the audit.

Other Matter - Supplemental Schedule Required by ERISA

The supplemental Schedule H, line 4i — Schedule of assets (held at end of year) as of December
31, 2024 is presented for purposes of additional analysis and is not a required part of the financial
statements but is supplementary information required by the Department of Labor’s Rules and
Regulations for Reporting and Disclosure under ERISA. Such information is the responsibility of
management and was derived from and relates directly to the underlying accounting and other records
used to prepare the financial statements. The information included in the supplemental schedule, other
than that agreed to or derived from the certified investment information, has been subjected to auditing
procedures applied in the audit of the financial statements and certain additional procedures, including
comparing and reconciling such information directly to the underlying accounting and other records used
to prepare the financial statements or to the financial statements themselves, and other additional
procedures in accordance with generally accepted auditing standards. For information included in the
supplemental schedule that agreed to or is derived from the certified investment information, we
compared such information to the related certified investment information.

In forming our opinion on the supplemental schedule, we evaluated whether the supplemental
schedule, other than the information agreed to or derived from the certified investment information,
including their form and content, is presented in conformity with the Department of Labor’s Rules and
Regulations for Reporting and Disclosure under ERISA.



To the Plan Administrator and Board of Directors of
Employee Benefit Plan of Hospice of the Chesapeake

Other Matter - Supplemental Schedule Required by ERISA (Cont.)
In our opinion:

» the form and content of the supplemental schedule, other than the information in the
supplemental schedule that agreed to or is derived from the certified investment information,
is presented, in all material respects, in conformity with the Department of Labor’s Rules and
Regulations for Reporting and Disclosure under ERISA.

e the information in the supplemental schedule related to assets held by and certified to by a
qualified institution agrees to, or is derived from, in all material respects, the information
prepared and certified by an institution that management determined meets the requirements
of ERISA Section 103(a)(3)(C).

Nellr, benfy, Unf b (e, 25,

MULLEN, SONDBERG, WIMBISH & STONE, P.A.

Annapolis, Maryland
October 10, 2025



Employee Benefit Plan of Hospice of the Chesapeake
STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS
December 31, 2024 and 2023

2024 2023
ASSETS
Cash $ 100,224 $ -
Investments (at fair value):
Registered investment companies 14,944,052 -
Pooled separate accounts 60,464 16,359,559
Total investments (fair value) 15,004,516 16,359,559
Investments (at contract value):
Investment contract with insurance company - 467,004
Total investments 15,004,516 16,826,563
Receivables:
Employer contributions receivable - 17,442
Participant contributions receivable - 47,559
Notes receivable from participants 284,343 196,164
Total receivables 284,343 261,165
Total assets 15,389,083 17,087,728
LIABILITIES
Excess contribution payables 2,811 15,545
Total liabilities 2,811 15,545
NET ASSETS AVAILABLE FOR BENEFITS $ 15,386,272 $ 17,072,183

The accompanying notes are an integral part of these financial statements.
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Employee Benefit Plan of Hospice of the Chesapeake
STATEMENTS OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS

Years Ended December 31, 2024 and 2023

ADDITIONS IN NET ASSETS ATTRIBUTED TO:
Investment income:
Net appreciation in fair value of investments
Interest and dividends

Total investment income
Interest income on notes receivable from participants
Contributions:
Participants
Employer
Rollovers
Total contributions
Total additions
DEDUCTIONS FROM NET ASSETS ATTRIBUTED TO:
Benefits paid to participants
Certain deemed distributions of participant loans
Administrative expenses

Total deductions

Net change in net assets

NET ASSETS AVAILABLE FOR BENEFITS, beginning of year

NET ASSETS AVAILABLE FOR BENEFITS, end of year

The accompanying notes are an integral part of these financial statements.

-6-

2024 2023
$ 831,776 $ 2,344,151
700,593 9,467
1,532,369 2,353,618
20,929 10,825
1,558,713 1,410,639
538,071 405,878
253,808 636,066
2,350,592 2,452,583
3,903,890 4,817,026
5,445,624 3,048,519
40,071 -
104,106 4,165
5,589,801 3,052,684
(1,685,911) 1,764,342
17,072,183 15,307,841
$ 15,386,272 $ 17,072,183




Note 1

Employee Benefit Plan of Hospice of the Chesapeake
NOTES TO FINANCIAL STATEMENTS
December 31, 2024 and 2023

- Description of Plan

The following description of the Employee Benefit Plan of Hospice of the Chesapeake (the
Plan) provides only general information. Participants should refer to the Plan document for a
more complete description of the Plan’s provisions.

General: The Employee Benefit Plan of Hospice of the Chesapeake, established January 1,
2002 and restated effective January 1, 2024, is a defined contribution plan covering
substantially all employees of Hospice of the Chesapeake, Inc. (the Employer). Under the
provisions of the Plan, an employee may become eligible to participate in the Plan after
completing sixty days of service and must be age eighteen or older. The Plan is subject to the
provisions of the Employee Retirement Income Security Act of 1974 (ERISA).

Contributions: The Plan includes an automatic contribution arrangement whereby all
employees shall be deemed to have directed the Employer to make salary reduction
contribution on their behalf of 2% of compensation. Participants may also elect to opt-out of
participant in the plan. Participants may elect to defer up to 100% of his or her compensation,
subject to the annual Internal Revenue Code limits as adjusted each year. This may be further
limited so that the Plan complies with the 401(k) and 401(m) nondiscrimination test. Each
year, the Employer may make a discretionary contribution on behalf of all participants. The
contribution is calculated based on each participant’s compensation, as defined by the Plan.
Total contributions made by the Employer for the years ended December 31, 2024 and 2023
amounted to $538,071 and $405,878, respectively.

Participant Accounts: FEach participant’s account is credited with the participant’s
contribution and allocations of (a) the Employer’s contribution and, (b) Plan earnings, and
charged with applicable fees. The benefit to which a participant is entitled is the benefit that
can be provided from the participant’s vested account. Contributions are invested, at the
discretion of the participants, in one, several, or all of the investment alternatives selected by
the Plan administrator.

Vesting: Participants are fully vested immediately in their contributions plus actual earnings
thereon. Vesting in the Employer’s matching contributions is based on years of continuous
service, with 100% vesting after three years of credited service. Upon termination of
employment due to death or disability (approved by Social Security), a participant becomes
fully vested in their account.

Notes Receivable from Participants: Participants may borrow from their fund accounts a
minimum of $1,000 up to a maximum equal to the lesser of $50,000 or 50 percent of their
account balance. The loans are secured by the balance in the participant’s account and bear
interest at rates ranging from 4.25% to 9.50%. Principal and interest is paid ratably through
biweekly payroll deductions.

-7-



Note 1

Employee Benefit Plan of Hospice of the Chesapeake
NOTES TO FINANCIAL STATEMENTS (Cont.)
December 31, 2024 and 2023

- Description of Plan (Cont.)

Note 2

Payment of Benefits: On termination of service due to death, disability or retirement, a
participant may elect to receive either a lump sum amount equal to the value of the
participant’s vested interest in his or her account, or annual installments that do not exceed
the life expectancy of the participant or beneficiary. Eligible distributions may also be rolled
over to another qualifying plan or IRA. Hardship withdrawals are permitted in accordance
with Internal Revenue Service regulations.

Forfeited Accounts: As stated in the Plan document, forfeited accounts will be used to reduce
future employer contributions. At December 31, 2024 and 2023, forfeited non-vested
accounts totaled $38,676 and $1,462, respectively. For the years ended December 31, 2024
and 2023, employer contributions were reduced from forfeited non-vested accounts by
$17,925 and $69,228, respectively.

Administrative Expenses: The administrative expenses related to the Plan’s custodian are
paid by the Plan. The employer pays all other administrative expenses of the Plan.

Summary of Accounting Policies

Basis of Accounting

The financial statements of the Plan are prepared in accordance with accounting principles
generally accepted in the United States of America. This basis of accounting involves the
application of accrual accounting; consequently, revenues and gains are recognized when
earned, and expenses and losses are recognized when incurred.

Estimates

The preparation of financial statements in conformity with accounting principles generally
accepted in the United States of America requires the Plan administrator to make estimates
and assumptions that affect certain reported amounts and disclosures. Accordingly, actual

results may differ from those estimates.

Contributions and Related Receivables

Contributions from Plan participants are recorded in the year in which the participant
contributions are withheld from the amounts paid. The employer discretionary matching
contributions and the employer discretionary contributions are recorded in the year in which
the employer designated the contributions. All participant and employer contributions are
participant-directed.

Management of the Plan evaluates contribution receivables periodically for potential
collectible amounts based on the likelihood of collections. As of December 31, 2024 and
2023, management has determined that all contribution receivables are fully collectible, and
therefore no allowance for credit loss has been established.



Note 2

Employee Benefit Plan of Hospice of the Chesapeake
NOTES TO FINANCIAL STATEMENTS (Cont.)
December 31, 2024 and 2023

- Summary of Accounting Policies (Cont.)

Note 3

Investment Valuation and Income Recognition

The Plan’s investments are stated at fair value (except for the investment contract with the
insurance company, which is reported at contract value). Fair value is the price that would be
received to sell an asset or paid to transfer a liability in an orderly transaction between market
participants at the measurement date. See Note 4 for further disclosures of fair value
measurements.

Purchases and sales of securities are recorded on a trade-date basis. Interest income is
recorded on the accrual basis. Dividends are recorded on the ex-dividend date. Net
appreciation or depreciation includes the Plan’s gains and losses on investments bought and
sold as well as held during the year.

Notes Receivable from Participants

Notes receivable from participants are measured at their unpaid principal balance plus any
accrued but unpaid interest. Delinquent participant loans are reclassified as distributions
based upon the terms of the Plan document.

Payment of Benefits

Benefits are recorded when paid. Benefits paid to participants amounted to $5,445,624 and
$3,048,519 for the years ended December 31, 2024 and 2023, respectively.

Information Prepared and Certified by Custodians

Investment Data

Mutual of America Life Insurance Company is a Custodian of the Plan for the years ended
December 31, 2024 and 2023 and Matrix Trust Company is a Custodian of the Plan for the
year ended December 31, 2024. All data contained in the statements of net assets available
for benefits, statements of changes in net assets available for benefits, and the Schedule H,
line 41 — Schedule of assets (held at end of year) for the year ended December 31, 2024 was
summarized from information supplied and certified as complete and accurate by the
Custodians of the Plan.

Schedule of Assets Held for Investment Purposes

The accompanying Schedule H, line 4i — Schedule of assets (held at end of year) represents a
detailed listing of all investments held by the Plan as of December 31, 2024.

9.



Note 4

Employee Benefit Plan of Hospice of the Chesapeake
NOTES TO FINANCIAL STATEMENTS (Cont.)
December 31, 2024 and 2023

- Fair Value Measurements

The Plan’s investments are reported at fair value in the accompanying statements of net assets
available for benefits (except for the investment contract with insurance company, which is
reported at contract value). The methods used to measure fair value may produce an amount
that may not be indicative of net realizable value or reflective of future fair values.
Furthermore, although the Plan believes its valuation methods are appropriate and consistent
with other market participants, the use of different methodologies or assumptions to
determine fair value of certain financial instruments could result in a different fair value
measurement at the reporting date.

ASC 820-10 establishes a fair value hierarchy that prioritizes the inputs to valuation
techniques used to measure fair value. The hierarchy gives the highest priority to unadjusted
quoted prices in active markets for identical assets or liabilities (Level 1 measurements) and
the lowest priority to unobservable inputs (Level 3 measurements).

The three levels of the fair value hierarchy under ASC 820-10 are as follows:

Level 1: Inputs that reflect unadjusted quoted prices in active markets for
identical assets or liabilities that the Plan has the ability to access at the
measurement date.

Level 2: Inputs to the valuation methodology include:

e quoted prices for similar assets or liabilities in active markets;

e quoted prices for identical or similar assets or liabilities in
inactive markets;

e inputs other than quoted prices that are observable for the asset
or liability;

e inputs that are derived principally from or corroborated by
observable market data by correlation or other means.

If the asset or liability has a specified (contractual) term, the Level 2
input must be observable for substantially the full term of the asset or
liability.

Level 3: Inputs that are unobservable and supported by little or no market activity
and that are significant to the fair value of the assets or liabilities.

The asset or liability’s fair value measurement level within the fair value hierarchy is based
on the lowest level of any input that is significant to the fair value measurement. Valuation
techniques maximize the use of relevant observable inputs and minimize the use of
unobservable inputs.

-10-



Note 4

Employee Benefit Plan of Hospice of the Chesapeake
NOTES TO FINANCIAL STATEMENTS (Cont.)
December 31, 2024 and 2023

- Fair Value Measurements (Cont.)

In addition, under FASB ASC 820 the fair value of certain investments may be measured
using the net asset value (NAV) per share (or its equivalent). Such investments are not

classified in the fair value hierarchy.

Following is a description of the valuation methodologies used for assets measured at fair

value as of December 31, 2024 and 2023:

Registered investment company shares: Valued at the daily closing process as reported by
the fund. Registered investment company shares held by the Plan are open-end mutual
funds that are required to publish their daily net asset value (NAV) and to transact at that
price. The registered company shares held by the Plan are deemed to be actively traded.

Pooled separate accounts: Valued at the net asset value of the pooled separate accounts,
as reported by the Custodian and calculated in a manner consistent with Generally
Accepted Accounting Principles for investment companies. The net asset value is
calculated based on the values of the underlying mutual funds, domestic stocks,

international stocks, and other fixed securities held by variable annuity contracts.

The table below presents the balances of assets measured at fair value on a recurring basis by

level within the hierarchy as of December 31:

2024
Level 1 Level 2 Level 3 Total
Investments measured at fair value (a):
Registered investment companies $ 14,944,052 $ - $ $ 14,944,052
Pooled sepearate accounts - - 60,464
$ 14,944,052 $ - $ $ 15,004,516
2023
Level 1 Level 2 Level 3 Total
Investments measured at fair value (a):
Registered investment companies $ - $ - $ $ -
Pooled sepearate accounts - - 16,359,559
$ - $ - $ $ 16,359,559

(a) In accordance with Subtopic 820-10 certain investments that were measured at NAV per
share (or its equivalent) have not been classified in the fair value hierarchy. The fair value
presented in this table is intended to permit reconciliation of the fair value hierarchy to

the line items presented in the statements of net assets available for benefits.
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Note 4

Employee Benefit Plan of Hospice of the Chesapeake
NOTES TO FINANCIAL STATEMENTS (Cont.)
December 31, 2024 and 2023

- Fair Value Measurements (Cont.)

Note 5

In accordance with the fair value measurements and disclosure guidance, the following table
presents the category, fair value, unfunded commitments, redemption frequency, and
redemption notice period for investments for which the fair value is estimated using the net
asset value per share (or its equivalent) as of December 31:

Fair Value Unfunded Redemption
Category 2024 2023 Commitments Frequency

Pooled separate accounts (a) $ 60,464 $ 16,359,559 - Daily

(a) This category invests in equity securities and fixed income instruments in accordance
with each fund’s investment objectives. Shares are available for transactions at the
closing net asset value per share on any day the NYSE is open for business.

Investment Contract with Insurance Company

The Plan entered into a benefit-responsive investment contract with Mutual of America Life
Insurance Company. Mutual of America Life Insurance Company maintains the contributions
in a general account. The account is credited with earnings on the underlying investments and
charged for participant withdrawals and administrative expenses. The contract is included in
the financial statements at contract value as reported to the Plan by Mutual of American Life
Insurance Company.

The guaranteed investment contract is fully benefit-responsive; contract value is the relevant
measurement attribute for that portion of the net assets available for benefits attributable to
the guaranteed investment contract. Contract value, as reported to the Plan by Mutual of
American Life Insurance Company, which approximates fair value, represents contributions
made under the contract, plus earnings, less participant withdrawals and administrative
expenses. Participants may ordinarily direct withdrawal or transfer of all or a portion of their
investment at contract value.

There are no reserves against contract value for credit risk of the contract issuer or otherwise.
The fair value of the investment contract at December 31, 2024 and 2023 was $-0- and
$467,004, respectively. The crediting interest rate is based on a formula agreed upon with the
issuer.

The guaranteed investment contract does not permit the insurance company to terminate the
agreement prior to the scheduled maturity date. Under the terms of the contract, the
guaranteed minimum rate is 3.00%.

The value shown, is the redeemable value of the fund; there are no deferred sales charges,

load assessments or interest rate adjustments that would affect the value of a withdrawal
request.
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Note 6

Employee Benefit Plan of Hospice of the Chesapeake
NOTES TO FINANCIAL STATEMENTS (Cont.)
December 31, 2024 and 2023

- Reportable Transactions

Note 7

A reportable transaction is a transaction, or series of transactions, exceeding five percent of
the current value of the Plan’s assets at the end of the year. During the Plan years ended
December 31, 2024 and 2023, there were no reportable transactions.

Party-in-Interest Transactions

Note 8

Note 9

The Plan’s auditor, who audits the Plan’s financial statements, and third-party administrator
who provides accounting and administrative services are paid directly by the Plan sponsor.
These fees are not reflected in these financial statements.

Certain Plan investments are managed by the Custodian as defined by the Plan, and therefore,
these transactions qualify as party-in-interest transactions. Fees paid by the Plan for the
investment management services amounted to $104,106 and $4,165 for the years ended
December 31, 2024 and 2023, respectively.

Plan Termination

Although it has not expressed any intent to do so, the Employer has the right under the Plan
to discontinue its contributions at any time and to terminate the Plan subject to the provisions
of ERISA. In the event of Plan termination, participants will become one hundred percent
vested in their accounts.

- Tax Status

Effective January 1, 2024, the Plan adopted a standardized form of prototype plan. The
prototype plan obtained its latest opinion letter on June 30, 2020 from the Internal Revenue
Service as to the prototype plan’s qualified status. The prototype plan opinion letters have
been relied upon by this Plan. Although the Plan has been amended since receiving the
determination letter, the Plan administrator believes that the Plan is designed, and is
currently being operated, in compliance with the applicable requirements of the IRC and,
therefore, believes that the Plan is qualified, and the related trust is tax-exempt.

Accounting principles generally accepted in the United States of America require Plan
management to evaluate tax positions taken by the Plan and recognize a tax liability (or
asset) if the Plan has taken an uncertain position that more likely than not would not be
sustained upon examination by the Internal Revenue Service. The Plan administrator has
analyzed the tax positions taken by the Plan, and has concluded that as of December 31,
2024 and 2023, there are no uncertain tax positions taken or expected to be taken that would
require recognition of a liability (or asset) or disclosure in the financial statements. The Plan
is subject to routine audits by taxing jurisdictions; however, there are currently no audits for
any tax periods in progress.
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Note 10

Employee Benefit Plan of Hospice of the Chesapeake
NOTES TO FINANCIAL STATEMENTS (Cont.)
December 31, 2024 and 2023

Risk and Uncertainties

Note 11

The Plan invests in various investment securities. Investment securities are exposed to
various risks such as interest rate, market, and credit risks. Due to the level of risk associated
with certain investment securities, it is at least reasonably possible that changes in the values
of investment securities will occur in the near term and that such changes could materially
affect participants’ account balances and the amounts reported in the statement of net assets
available for benefits.

Subsequent Events

The Plan has evaluated the impact of significant subsequent events. There have been no
subsequent events through October 10, 2025, the date the Plan’s financial statements were
available to be issued, that require recognition or disclosure.

-14-



SUPPLEMENTAL SCHEDULE



Employee Benefit Plan of Hospice of the Chesapeake
#52-1181448 Plan 002

SCHEDULE H, LINE 4i-SCHEDULE OF ASSETS (HELD AT END OF YEAR)

December 31, 2024

(c) Description of Investment
Including Maturity Date,

Column (a) * denotes a party-in-interest.

Column (d) is blank as all investments are participant directed.

-15-

(b) Identity of Issue, Borrower, Rate of Interest, Collateral, (e) Current

(a) Lessor, or Similar Party Par, or Maturity Value (d) Cost Value
Registered investment companies
Dimensional Fund Advisor DFA Global Allocation 60/40 I $ 6,858,468
Vanguard Vanguard Target Retirement 2045 Inv 1,083,855
Vanguard Vanguard Growth Index Admiral 741,837
Schwab Schwab S&P 500 Index 732,766
Vanguard Vanguard Target Retirement 2030 Inv 690,465
Vanguard Vanguard Target Retirement 2035 Inv 619,974
Vanguard Vanguard Target Retirement 2025 Inv 563,333
Dimensional Fund Advisor DFA Global Equity 499,277
Vanguard Vanguard Target Retirement 2050 Inv 387,262
Vanguard Vanguard Mid Cap Index Admiral 385,994
Dimensional Fund Advisor DFA Global Allocation 25/75 1 338,576
Vanguard Vanguard Target Retirement 2055 Inv 337,859
Dimensional Fund Advisor DFA US Large Cap Value Fund 302,563
Vanguard Vanguard Target Retirement 2040 Inv 280,232
Schwab Schwab Total Stock Market Index 266,575
Schwab Schwab US Aggregate Bond Index 247,577
Schwab Schwab Small Cap Index 167,227
Vanguard Vanguard Target Retirement 2060 Inv 146,288
Vanguard Vanguard Short Term Bond Admiral 107,642
Nuveen Nuveen International Equity Index 56,195
Dimensional Fund Advisor DFA International Core Equity 50,325
Dimensional Fund Advisor DFA TIPS 30,723
Dimensional Fund Advisor DFA US REIT 26,031
Dimensional Fund Advisor DFA Intermediate Gov Fxd Income 15,393
Vanguard Vanguard Target Retirement 2020 Inv 7,615
Total registered investment companies 14,944,052
Pooled separate accounts

* Mutual of America Retirement Income Fund 60,464
Total assets held for investment purposes $ 15,004,516
Participant loans 4.25% - 9.50% $ 284,343




Form 5500

Deparimant of the Treasuwry
Internal Revenue Servico

Department of Labor
Employse Beneflts Securily
Administration

Pensicn Benafit Guaranty Corparation

Annual Return/Report of Employee Benefit Plan

OMB Nos. 1210-0110
1210-0089

This form Is reguired to be {lled for employee benefit plans under sections 104
and 4065 of the Employee Retlremant Income Security Act of 1974 (ERISA} and
sactions 6057(h) and 6058(a) of the Internal Ravenue Code {the Code).

¥ Complete ali enfries in accordance with
the instructions to the Form 5800,

2024

This Form Is Open to Public

Inspection

Annual Report Identification Information 7
For galendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024

D a multiemployer plan |:] a multiple-employer plan (Filers checking this box must provide participating
employer information In accordance with the form instructions.)

[] a DFE (specify) ___
[] the final retumireport
D a short plan year returnfreport {less than 12 months)

A This returnfreport is fot:

{?_E] a single-employer plan
[l the first retumn/report
|:| an amended return/report

B This retumn/report is:

C If the plan is a collectively-hargaingd Plan, Chaok KBS, . ..\ttt ettt v st iar e ve et e e

K| Form 5558
D special extension (enter description)

D Check box if flling under: D autematic extension

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

Basic Plan Information—enter ali requested information

1a Name of plan 1h Three-digi plan
' nurnber {PN) » 002
Employee Benafit Plan of Hospice of the Chesapeake ;
1¢ Effective date of plan
01/01/2002
2a Plan sponscr's name (employer, if for a single-employer plan) 2b Employer Identification
Malling addrass {include room, apt,, suite no. and street, or P.O. Box) Number {EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instrugtions) 52-1181448
Hospice of the Chesapeake, Inc. 2¢ Plan Sponsor's telephona
number
(410) 987-2003
80 Ritchie HWY 2d Business code {see
Instructions)
Pasaadena, MD 21122-4303 624100

Caution: A penalty for the late or incomplete flling 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 returnfreport, including accompanying schedules,
statamants and attachments, as well as the electronic version of this return/report, and 1o the best of my knowledge and belief, it is true, corract, and complete.

Ferald KV [0/ 74/2 S | eraia v
Sig%{ure of plan administrator Date Enter hame of Individual sighing as plan administrator
- e
QM% A /@/ /‘/ #’5 Gerald Hill
Signgture of amployer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Signature of DFE Date Entar name of individuat signing as DFE

Form 5500 (2024)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500,
v, 240311



Form 5500 (2024) Page 2

3b Admnistrator's EIN

3a Plan administrator's name and address Same as Plan Sponsor
3¢ Administrator's telephone
number
4 |fihe 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 numbsr from the last returnireport:
a Sponsor's name 4d PN
€ Plan Name
5  Tolal number of participants at the baginning of the plan year L I 619
§  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only fines 6a{1),
Ga(?2), 6b, B¢, and Bd).
a(1) Total number of active participants at the beginring of the Plan Year ... s, 6a{1) 316
af2) Total number of active participants at the and of the plan Y8ar ... ———————— 6a(2) 350
Retired or separaled particlpants recelving banefits.. ... e 6b 11
¢ Other retired or separated pariicipants entitled to future benefits .o b 6c 274
d Subtatal, Add INes Ba{2), 61, ANU G errrrrrrrrsrrernes s errrrrt syt e e eb e b ea s RS S R S R S Ry 6d 535
e Deceased participants whose beneficiaries are receiving or are enlilled to recaive benefits. .., e 0
f Total, Add 68 B8 QNG BO. .cvcvrvirriesvsrirsmr s svstes syt v s s fektetebeb it ettt bt e s 6f 835
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution ptans 6g(1) ‘
9 GOMPIBLB this HEMY cvsivieiiiin s s Prrtresanses e bt i feesnesenns fven 9 569
(2) Number of participants with account balances as of the end of the plan year (only definad contributiori plans
92 gomplete this BEITE) 1t iu bbb B RSOOSR Rt bbb 16g(2) 622
h Number of participants who terminated employment durlng the plan year with accrued henefits that were :
less than 100% vested,.........coeieee. L L LR L LR L b4 £ § b £ PR E LRSS R4S E b (T SRR RN LRGSR T R gh 52
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item).......| 7

8a Ifthe plan provides pension benefits, enter the applicakle pension feature codes from the List of Plan Characteristics Codes in the instructions:

26 3D 2J 2K 28 2T 2A 2ZE 2F

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes In the Instructions:

8a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
{1 X Insurance {1} [nsurance
(2) Code section 412(e}(3} insurance contracts {2) Cade section 412(s)(3} insurance contracts
3) X Trust (3) Trust
{4) General assets of the sponsor (4) General assets of the sponsor
10 Check all appicabls boxes in 10a and 10b to indicate which schedules are attached, and, where indicaled, snter the number attached. (See Instructions)
a Pension Schedules b General Schedules
(1) R (Retirement Plan information} {1} B} H (Financlal Information)
2 Inf - 1Pl
@ [] W™B (Multemployer Defined Benefit Plan and Certain Money @[] 1 (Financial Information ~ Small Pan)
Purchase Plan Actuarlal Information) - signad by the plan {3) A (Insurance Information) ~ Number Attached __1__
actuary @ C (Service Provider Infarmation)

{3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

{5) D (DFE/Rarticipating Plan Information)

{4) D DCG (Individual Plan Infermation) — Number Attached {6) D G (Financlal Transaction Schedules)

5 [] MEP (Multiple-Employer Retirement Plan Information)



Form 8500 (2024) Page 3

1 Form M-1 Compliance Information {to be completed by welfare benefit plans)

11a If the plan pravides welfare benefils, was the plan subject to the Form M-1 filing requirements during the plan year? (See Instructions and 28 CFR
25201012} svvrensreverisemmmnessesenenssesinane [] Yes No

if “Yes" Is checked, complete lines 411b and 11c,

11b Is the plan currently in compliance with the Form M-1 flling requirements? (See Instructions and 28 CFR 2520,101-2.) ... [1Yes [] No _

11 Enter the Recelpt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required 1o fite the 2024 Form M-1 annual repori, enter the
Recelpt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. {Fallure to enter a valid
Receipt Confirmation Code will sublect the Form 5500 filing to rejection as incomplets.}

Receipt Confirmation Code




SCHEDULE A i
Insurance Information M No. 1210.0116
(Form 5500) -
Dopartment of the Treasury This schadula is required to be filed under sectlon 104 of the
Internal Revanua Service Employse Retirement Income Securlty Act of 1974 (ERISA). 2024
Department of Lel
Employee Benefts gg}::arlly Adminisuation b File as an attachment to Form 5500,
Penslan Benefit Guaranty Corparaton ¥ Insurancs companles are required to provide the Information This Form is Open to Public
pursuant to ERISA section 103{a)(2). Inspection
For calender plan year 2024 or fiscal plan year beginning 01/01/2024 ‘ and ending 12/31/2024
A Name of plan B Three-digit 002

number (PN) P

Employee Benefit Plan of Hosplce of the Chesapeake

C Plan sponsor's nams as shown on ling 2a of Form 5500 D Employer Identification Number (EIN)
Hospice of the Chesapeake, Inc. 52-1181448

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 || and JIl can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

Mutual of America

Apprbximate number of Pollcy or contract year
NAIC {d} Conlactor (e) -
(b} EIN (o) L persons covared at end of

code identification numper poliey or contract year {# From (g) To
13-1614399 88668 £9338 01/01/2024 12/31/2024

2 Insurance fee and commisslon information, Enter the total fess and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amounit paid.

{a) Total amount of commissions paid {b) Total amount of fees pald

3 Persons recelving commisslons and fees. (Complste as many eniries as needed to report all parsens).
{a} Name and address of the agent, broker, or other person to whom commissions or fees wera paid

Capital Area Regional Office 1306 Concourse Drive
Sulte 200
Linthicum, MD 21090

{b) Amount of sales and base Fees and other commissions pald
commissions paid {¢) Amount {d} Purpose {e) Organlzation code

TTELE

T Gy~ g | ot AP LT PR Tt S e TR At B BT R T TR

{a} Name and address of the agent, broker, or gther person to whom commisslons or fees were paid

(b) Amount of salas and base Fees and other commissions paid
commigsions paid (¢} Amount : (d) Purpose {e) Organization code
For Paperwork Reduction Act Notice, see the Inst.ructions for Form 5500, Schedule A (Form 5500) 2024

v, 240311



Schedule A {Form 5500) 2024

Page2—[ 1 |

{a) Name and address of the agent, broker, or other person to whom commissions o1 fees wers paid

Faes and other commissions pald {e)
{b) Amount of sales and base Crganization
cammissions pald {s) Amaunt {d) Purpose code
{a) Name and address of the agent, broker, or cther persen to whom commisslons or fees were pald
Feas and ather commissions pald {e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

{a) Name and address nf the agent broker. or other nerson lo whom commissions or feas were pa|d

{b} Amount of sales and base
commissions paid

Fess and other commissions pald

{¢) Amount

{d) Purpose

(e)
QOrganization
code

(a} Name and address of the agent broker, or other parson to whom commissions or fees were pald

{b) Amount of sales and base

Fees and other commissicns paid

(¢) Amount

(d) Furpose

(e}
Crganization
code

commisslons paid

(a) Name and address of the agent broker, or othar persan to whom ccmmlssEons or fraes were pald

{b) Amount of sales and base
commissions pald

Feaes and other commissicns paid

(e} Amount

(d} Purpose

{e)
Organization
code




Schedule A {Farm 5560) 2024

Page 3

| Investment and Annuity Contract Information

this report.

Whets individual contracts are provided, the entire group of such individual ¢confracts with each carrier may be treated as a unlt for purposes of

4 Current valus of plan's Interest under this contract In the general account af yaar end ..o 4 Y
5 Current value of plan’s Interest under this contract In separate accounts at year end.....uiiiisssiss e 5 50464
6 Contracts With Aflocated Funds:
a Stats the basis of premium rates »
b Premiums paid to CarTer . evnmrieirereens e st e e e RS b B6h
¢ Premiums due but unpaid at the end of the YEar ... bttt et 8¢
d 1t the camler, servics, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ...
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
(3) [] other (speciy) P
f i contract purchased, In whele or In part, to distribute benefits from a terminating plan, chack here » D
7 Contracts With Unailocated Funds (Do not Include portions of these contracls maintained in separate accounts)
a Typecofcontract (1) g] deposit administraticn (2) I:I Immedlate participation guarantee
{3) [I guaranteed investmant {4) D other P
b__Balance at the end of the Previous YOar ... e g e s | 7b 467004
€ Additions: {1) Contributions deposited during the Year ... e 7c(l)
(2) DIVICENUS ARG CHEUIS . c1vvvrervessssessssessimssassersssimnsissssssnsssosssssnesmmmssesesssencs 7¢(2)
{3} Interest credited during the YeaI e rrerreeensens i 7¢(3) 1162
(4) Transforred from Separate BECOUN ... eeesessesassemsovsrmrsossssnss |1 CLA)
(5} Other (specify below).......oceiininns P 7¢(5)
¥ Account Transfers

f Balance at the end of the current year {subtract line 7e(5} from line 7d}.......c.oiiiiininen. bt sieea s enamrinir e peeanreabes I

{B)Total addifions ...
d Total of balance and additions ¢add fines 7b and 7e(6}). ...........
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by Carfier.....cecrec e
(3) Transferred to separate aCCOUNL ... s
(4) Other {specify below)
4

(5) Total deductions

12868
470872

479449 |-

479872
7t 0




Schedule A {Form 5500) 2024 o Page 4

1 Welfare Benefit Contract Information

1 If mare than one contract covers the same group of employees of the same smployer(s) or members of the same smployee organize'ntions{s).
1 the information may be comblned for reporting purpoges if such contracts are experience-rated 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 report.

8 Beneflt and contract type (check all applicable boxes)

a |:] Health (other than dental or vision) bD Dental c D Vision d I_—_| Life Insurance
& [] Temporary disabiity (accident and sickness)  f [] Long-term disabilily g [] Supplemental unemployment  h [ | Prescription drug
[] stap loss (targe deductibte) J [] HMO contract k[] PPO contract I[] indemnity contract

m D Other (specily) P

9 Experlence-rated contracts:
a Premiums: (1) AMOUNE reCeIVEd .....ceeiiiiis s, a(1)
(2) Increase (decrease) in amount due but UNPaid .. v, fa(2)
(3) Increase (decreasa) in unearned Premium r@SEIVE ... vveveereennns 9a(3)
{4) Earmed {{1) + (2) = {3)) .o.vvveeoerrmoeseommmmmteossssionnnenes e eeeeaee e ee o8 b ettt ez ]
b Benefit charges (1) ClAIMS PAIt.........ccrveeeerrrrerrrerermrers orseseeseesssssessansens ab{1}
(2} Incroase (decrease) In claim rESEIVES......cvmiermss e 9h(2)
(3} Incurred claims (add (1} and (2]).vovevrvrvrvnmnnnns bt e o e Y _9b(3)
(4} ClAINS GHATGEC .. 1vvereeerarearaneesesserstrtaritiesiassts it st 1 bbb e bebas setem b dssm 1o b eb s b s ea et ab st s saetersmssosessessesbebasen s 9h{4)
¢ Remainder of premium: (1} Retention charges (on an accrual basls) -
(A COMMISSIONS w..v.vvivcvereessesencnt s crserseseseserssesssssssensasstessrererscasmssess 9c(1)(A)
(B} Administrative service or ofher 885 .. PR 9c{1}B)
(C) Other specific Acquisiion oSS ... 9¢(1)(C}
(D3] ONET BXPBISES vevvereasessasessessesssvessssenesssssssssssassesssssssssesessassansieon 9¢c{1){D}
(E) Taxes... venssnnsissssensnnisnns | SSUINE)
(F) Charges for nsks or other contlngencles ...................................... 9c(1)}F)
{GY Other retention ChargeS c o snssees st sssessisns 9¢c{1){G) ‘
(H) Total retantion.......iceeeeeeecescreeens vereereennnes | 9C{1){H})
(2} Dividends or retroactive rate refunds (These amounts wera D pa:d In cash, or D credlled ) ................ “ 9¢(2)
d Status of policyholder reserves at end of vear: (1) Amount held to provide banefits after retirement....oune... 9d(1)
(2) ClAIM FESBIVOS .....oovvisiasmssresmersmmsssstsss e sesesesesesrrss s sss seassnssssssas rsssasasesasassseserenanst et tabs e s e bsseadsbsaseitabinnnas 2d(2}
(B) CHNOE FEBEIVES 1vttirusisirsisstsries ittt eeeesesesaesaesesease st sa e as et essesbsne s s e passp s e res s d e Fesban A e b eren s san A pe s R a bbb 9d(3)
@ Dividends or retroactive rate refunds due, (Do net Include amaunt entered in tine 8e(2). )., 9¢
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges paid to GAITION............c.cceeeee e ceerve v e s e senssransans 10a
b if the carrier, service, or other organization Incurred any specifis costs in connection with the acquisition or
retention of the contract or poliey, other than reported In Part |, line 2 above, report amount. ... 10b

Specify nature of costs.

| Provision of Information

11_Did the insurance company fail fa provide any informatian necessary to complete Schedule A7 ............. D Yes D No
12 If the answer to line 11 Is "Yes," specify the Information not provided.




SCHEDULE C Service Provider Information oW No, 2100110

{(Form 5500)

Depariment of the Treasury This schedute is required to be filed under section 104 of the Employee 2024
Infernat Revenug Service Retiremant Income Security Act of 1974 (ERISA).
D
Employsa i g:t:gilba;g;\inislmuon b File as an attachment to Form 5500, This Form Is Open to Public

Inspection.

Penslon Banefit Guaranty Corporatlon

For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending  12/31/2024 o
A Name of plan B Three-diglt 002
Employee Banefit Plan of Hospice of the Chesapeake olan number (PN) )

C Plan sponsor's name as shown on {ine 2a of Farm 5500 D Employer Identification Number (EIN)
Hospice of the Chesapeake, Inc. 52-1181448

*| Service Provider Information (see Instructions)

i

You must complete this Part, in accordance with the Instructions, o report the infarmation raquired for each person who received, directly or indirectly,
$5,000 or more in total compensation (L.a., money or anything else of monstary value) In connection with services rendered to the pian or the person's
pesition with the pian during the plan year. If a person received only eligible Indirect compensation for which the plan received the required disclosures,
you ara required to answer line 1 but are not required to include that person when completing the remalnder of this Pari.

1 Information on Persons Receiving Only Eligible Indirect Compensation

& Chack "Yes" or "No" to Indicate whether you are excluding a person from Lhe remainder of this Part because they recelved only eligible
indirect compensation for which the plan recelved the required disclosures (see instructions for definitions and canditions).. . ............. Yeos D
No

b If you answered line 1a “Yes," enler the name and EIN or address of each persen providing the requirad disclosuras for the setvice providers who
received only aligible indirect compensation. Complete as many entries as needed (see instructlons).

{b} Enter name and EIN or address of parson wha provided you disclosures on sligible Indirect compensation
DWS 210 West 10th Street
Kansas City, MO 64105

T e T 1§ ROt n Ty

!N or address of person wha provided you disclosures on eligiblea in

82 Devonshire Street
Boston, MA 02109

S ST

PRED T T R R

rname and EIN or address of person who provided you diselosures on sligible Indirect compensation

Goldman Sachs 200 Wast Street
New York, NY 10282

T

M R e e

(b) Enter name and EIN or address of persan wha provided you disclosures on eligible Indirect compensation

Neuberger Berman 1290 Avenue of the Americas
New York, NY 10104

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b} Enter name and EIN or address of person who provided you disclosures on eligible Indirect compensation
Invesco 11 Greenway Plaza
Ste, 2500

Houston, TX 77046

(b} Enter narme and EIN or address of parson who prowdsd you dlsclosures an ellgib|e indirect compensation

T. Rowe Price 100 East Pratt Street
Baltimora, MD 21202

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

Vanguard 100 Vanguard Boulevard
Malvern, PA 19355

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

Amarican Century Investments P.O. Box 419200
4500 Main Street
Kansas City, MO 64141

(b) Enter name and EIN or address of parson who provided you disclosures on eligible indirect compensailc}n

MFS 111 Huntington Avenue
Boston, MA 02198

(b) Enter name and EIN or address of parson who prowded you disclosures on eltglble Indirect compensat?

Delaware Funds by Maquarie PO Box 9878
Providenca, Rl 02940

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

Victory Capital Management Inc. 16935 La Cantera Parkway
Building Two
San Antonio, TX 78256

(b) Enter name and EIN or address of person who provlded you dlsclosures on eilglble indirect compensatlon

PIMCO 840 Newport Center Drive
Suite 100
Newport Beach, CA 92660
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B R L T T N s R A i o A e e S I N Y

(b) Enter name and EIN or address of person wha provided you disclosures on eHgibIe Indirect compansatlon

American Funds 333 Soulh Hope Street
Los Angeles, CA 90071-1406

(b) Enter name and EIN or address of person who prowded you dlsclosures an eligibls indirect compensation

Calvert Research and Management 1825 Gonnecticut Avenue NW
Suite 400
Washington, DC 20009

e B S Do s S e LA R U O e et i

(b) Enter name and EIN or address of person who provlded you dlsclosures on eligible Indirect compensatlon

Mutual of America 320 Park Ave
New York, NY 10022

(b) Enter name and EIN or addrass of person who prcwclad you dlsclosures one |g|b¥e indirect compensation

Matrix Trust Company
33-11512%1

(b) Entar name and EIN or address of person who provided you discfosures on efigible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yas” to line 1a above, complete as many entries as needed to list each person receiving, directly or Ingirectly, $5,000 or more In total compensatlon
{lL.e., money ar anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

{a) Enter name and EIN or address (see Instructions}

Mutual of América Investment Corp 320 Park Avenue

New York, NY 10022

(b) (c) (d) (e} U] g (h)
Service Relationship to Enter direct Did service provider Did Indlrect compensation Enter total indiract Did ihe servica
Code(s) |employer, employee | compansation pald racelve indirect Include eligible indirect compensation reseived by |provider give you a

organization, ¢r  [by the plan. I none,| compensation? (sources | compensatlen, for which the | service provider excluding | formula instead of
parson known to be anter -0-, other than plan or plan plan received the required ellgibla indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you | estimated amount?
answerad “Yes" to element
(f). If hone, enter -0-,
121537 65 Record Keeper 586 7494
Yes@ Nol] YesE] No[] Yes[‘ No[]

Rogers Wealth Group

1330 Summit Avenue
Fort Worth, TX 76102

(b) {c) {d) (e} ~{h}
Service Relationship 1o Enter direct Did service provider Did indirect compensation Entar total indirect Did the service
Code(s) |employer, employes | compensation paid receive indirect include eligible indirect compensation received by

organization, or
persan Xnown to be
a party-in-interest

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

compensation? (sources
other than plan or plan
sponsar)

campensation, for which the
plan received the required
disclosures?

service provider excluding
eligible Indirect
compensation for which you
answered "Yes" to element
{H. If none, enter -0-,

provider give you a
formula instead of
an amount or
estimated amount?

2831611537
5064

i

None

20652

Yes [I No Er

Yes D No D

P % A

(a) Enter nam

(b) {c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did tha service
Code(s) |employer, employee [ compensation paid receive Indirsct

organization, or
person known to be
a party-In-interest

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

compensation? (sources
other than plan or plan
SpPONSOr

include eligible indirgot
compensation, for which the
plan recelved the required
disclosures?

compensation regeived by
servlce provider excluding
eligible indirect
compansation for which you
answered "Yes” to element
(f). If nane, enter -0-,

provider give you a
formula instead of
an amount or
estimated amount?

Yes D Na D

Yes [ | No[]

Yes [ | No[]
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Service Provider Information {continued)

3. If you reported on line 2 recelpt of Indlract compansation, other than eligible Indirest compensation, by a service provnder and the service provider is a flduciary
or pravides contract administrator, consulting, custodial, investment advisory, Investment managemant, 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) sach source for whom the service
provider gave you a formula used to determine the indirect compansation instead of an amount or estimated amount of the Indirect compensation. Complete as

many enfries as needed to report the required information for each source.

(a) Enter service provider nams as it appears on line 2 (b) Service Codes {C) Enter amount of indirect
{08 Instructions) compensation
(d) Enter name and EIN (address} of scurce of indirect compensation (&} Describe the-indirect compensation, Including any

formula used 1o determine the service providar's eligibility
for or the amount of the indirect compansation.

i ; I : S T S T
{a) Entor s seivice provider name as it appears on line 2 {b} sarvics Codes (€) Enter amcunt of indirect
{see instructions) compensation
{d) Enter name and EiIN {address) of source of indlract compensation {e) Describe the indirect compensation, including any

formula used to datermine the service provider's eligibility
for or the amount of the indirect compensation,

(a} Enter service provlder nama as |t appears on line 2 (b) Servlce Codes (c} Entor amount of Ind!rect
{see instructions) compensation
(d) Enter name and EIN (addrass) of source of indirect campensation {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 1l | Service Providers Who Fail or Refuse to Provide Information

74 Provide, to the extent posslble the following information for each service provlder who failed or refused to provide tha information necessary to complete

this Scheduls,
(a) Enter name and EIN or address of servics provider (see {b) Nature of | {€)} Describe the Information that the service provider failed or refused to
instructions) Service pravide
Code(s)
LEi; - i R sttt B A T T G e e S tadr st U D e e A

{a) Enfer name and EiN er address of setvice provider (see '

instructions)

(b) 'Nat'ure of
Service
Cods(s)

(c) Descrlbe the tnformatlon that the service provader falled or refused to
provide

B R R L

(a} Enter name and EIN or address of service prowder (see

e TG

(b) Nature of

(c) I}escrlbe the information that ths service prowderfailed or refused to

instructions) Service provide
Cods(s)
T T R e R T T T BRI T T S G S 0 MG S
(a) Enter name and EIN or address of service providcr (see (b) Nature of (c) Dcsnrlbc the lnfermatlon that the service pfowder falled or refused to
instrustions) Service provide
Coda(s)
e S e e T A S T I S e C i et e
(@) Enter name and EIN or address of service provider {see (b) Nature of (c) Describe the lnformanon that the semvice provlder fallod o refused to
instructions) Service provide
Code(s)

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

insiructions)

{b) Nature of

Service
Code(s)

(c) Descnbe the Information that the service prowder faited or refussd to
provide
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Termination Information on Accountants and Enrolled Actuaries (see instructions)
{complete as many entries as needed)

& Name: b EIN:
€ Position;

d  Address: & Telephone:

Explanation:

T T T
a  Name:
¢ Posifion:
d  Address:

Explanation:

a Name:
C  Posiiion; 8 T
d Address: @ Telephone:

Explanation:

a Néme.

€ Position: e

d  Address: € Telaphone:
Explanation:

R e e TR

a
C  Posilion;
d

Address: e Telephone:

Explanation:




SCHEDULE D - DFE/Participating Plan Information

OMB No. 1210-011¢

{Form $500)
This schedule Is required lo be filed under section 104 of the Employee
Depariment of the Treas :
Intarnal Reventia Service. Retirement Income Security Act of 1974 (ERISA). 2024
Depariment of Labor } Fils as an attachment to Form 5500,

Etnployea Bensfits Security Adninlstration
This Form is Open to Public

Inspection,
For calendar plan year 2024 or fiscal plan vear beginning 01/01/2024 and ending 12/31/2024
A Name of plan ‘ B Three-digit 002
Employae Benefit Plan of Hospice of the Chesapeake plan number (PN) 3

C Plan or DFE sponsor's name as shown on line 2a of Form 8500 D Employer Identification Number {EIN)
Hospice of the Chesapeake, Inc. 52-1181448

Information on interests In MTIAs, CCTs, P8As, 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:  Seperate Account Number SA1

b Name of sponsor of entity listed in (a): Mutual of America

d Entty

code

€ Dollar value of interest in MTIA, CCT, PSA, or
i 103 12 IE et end of year {see mstructlons_ o

T P A o S e i L

¢ EIN-PN 13-1614399 002

a Name of MTIA CCT, FSA or 103-12IE

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, GCT, PSA, or
code 103-12 |E at end of year {see instructions)

o P e S e R A B G e R R

a Name of MT%A COT PSA of 103-12 IE:

b Name of sponsor of antity listed in (a):

c EIN-PN o Entity € Dollar value of inferest in MTIA CCT, PSA, or
code 103 12 EE at end of year (see Instmctlons)

a Nama ofMTlA CCT F’SA or 103 12IE

b Narme of sponisor of entity listed in (ak

¢ EIN-PN d Entity & Dollar value of interest in MTiA, CCT, PSA, or
code _ 103 12 IE at end of year (see Instructlons}

2 Nams of MTIA, CCT, PSA, or 10312 IE:

R i ] T

b Name of spenscer 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 instructlons)
R L o L e e R T g o T P L T o R R TR =

a Name of MTIA, CCT, PSA, or 103-12 IE

b Name of sponsor of enity fisted In (a);

¢ EINPN d Entity @ Dollar value of Interest In MTIA, CCT, PSA, ot
cade 103 12 IE at end of year (see mstructlons)
) g L e e = R ¥ e e i
& Name of MTIA, CCT, PSA or 1{}3 12 IE:
b Name of sponsor of entity isted in {a):
¢ EIN-PN d Entity € Dollar vaiue of interest in MTIA, CGT, PSA, or
code 103-12 |E at end of year (see inslructions)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. , Schedule D (Fortn §500) 2024

v, 240311
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a Name of MTIA, CCT, PSA, or 103-12 [E:

b Name of sponsor of entity listed In (a):

d Entity € Dollar value of Interast In MTiA, CCT, PSA, or
- code 103-12 |IE at end of year (see Instrucfions)

SR R S i b ™ b TN T R o BT ST AN L T Wy MR
N T RN i iy T B R s R R Mo

a Name of MTIA CCT PSA, or 103 12 IE

b Name of sponsor of entity listed In (a):

d Entity e Dollar value of Interest In MTIA, GCT, PSA, or
103«12 IE ai en 70f car _seel

e

¢ EIN-PN

a Nama of MTIA CCT, PSA ar 103 12 IE

b Name of sponsor of entity listed In (a):

d Entity e Doliar value of inferast in MTIA, CCT, PSA, or
code 103 12 IE. at and of year (see mstructlons)

7 s Tps . = DRI TS R i
G n gt o e R S U L e WA T TS T Gt e e SO L L T N RETES A T 0TI S 0k e AR el e et S ke T

a Name of MTIA, GCT_ PSA. or 10312 IE:

¢ EIN-PN

b Name of sponsor of entity listed fn {a):

Fd Entity e Dollar value of interest in MTIA, CCT, PSA, or

P e L

a Name Of MTIA CCT PSA or 103 12 IE

b Name of sponsor of entity listed In (a):

d Entity
code

€ EIN-PN

“a Name of MTiA, CoT, PSA or 10313 IE:

b Name of spensor of eniity listed In (a):

e Dollar value of inferest in MTIA, CGT, PSA, or
103-12 | ai er\d or ear se8 instructlons)

T VT TR T o TR e L p

Narmo of MTIA‘CCT Yy b or 10812 |:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 10312 IE at end of year {ses instructions)
B o Fo L G LT e T T R R g

a Name of MTIA CCT PSA, or 103 12 E:

b Name of sponsor of enlity listed In (a);

- d Entity e Dollar value of Interast in MTIA, GCT, PSA, or
G EIN-PN
l —12 IE at end of year (sea mstructlo _

a Name ofMTIA CCT, PSA, or ‘503 12IE

b Name of spensor 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) .

T L i AR

a Name of MTIA, CCT, F'SA or 103 12 IE

b Name of sponsor of entlty listed in (a);

¢ EIN-PN d Entity e Dollar value of Interest in MTIA, GCT, PSA, or
code 103-12 |E ai end of vear (see instruciions)
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| Information on Participating Plans {to be completed by DFEs, other than DCGs)
(Complete as many entries as needed to report all participating plans. DCGs must report sach participating plan using Schedule DCG.)

a Plan name

b Name of
plan sponsor

EhpAA

& Plan name

b Name of
plan spensor

W

Plan name

T

Name of

a Plan name

C EIN-FN

BRI e Yt

b Name of ¢ EIN-PN
plan sponscr
By e T L g o e R
& Plan name
b Name of

plan sponsor

g

a Planname

b Name of

¢ EIN-PN

AT TR
a Planname
b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of

plan sponsor

e

a Plan hame

b Name cf
p!a_n sponsor

e B TR

a Plan name

b Name of
plan sponsor

AR T,

a Plannama

b Nameof
plan sponsar

a Plan name

b Nameaof
plan sponsor

¢ EIN-PN




) . . . OMB No. 1210-0110
SCHEDULE H Financial Information °
(Form 5500)
Department of the Traasu This schedule s required to he filed under section 104 of the Employes 2024
rarmal Reverio Sersics Retfirement [ncome Security Act of 1974 (ERISA), and section 6058(a} of the
Internal Revenue Cade (the Code).
Department of_Laber
Employes Bonoflts Security Administration b File as an attachment to Form 5500. This Form is Open to Public
Penslon Benefit Guaranty Corporatlon ) Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
Employee Benefit Plan of Hospice of the Chesapeake plan number (PN} > 002

C Plan spangor’s name as showh on line 2a of Form 5500 D Employer Identification Number {EIN)

Hospice of the Chesapeake, Inc.
52-11814438

Asset and Liability Statement

1 Current value of plan assets and liabllities at the beginning and end of tha plan year. Gombina the valus of plan assets held in more than one trust. Report
the value of the plan’s interest In a commingled fund centaining the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1¢{14). Do not enter the value of thal portien of an insurance contract which guarantees, during this plan year, to pay a specific dotlar
banefit al a future date, Round off amounis to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete [ines 1b{1), 1b{2), 1c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 |E§ also da not complete lines 1d and 1e, See instructions.

Assels {a) Beginning of Year {b} End of Year

a Total noninterest-bearing cash ..., b . | 1a 41487
b Recelvables {less allowance for doubtful accounts);
(1) Employer ContriBULONS v ismisisscsssiessese s i, 1b{1) 17442
(2) Participant contributions......, 1b(2) 47559
) 113 OO TSSO 1h{3)
¢ Genaral investments:
{1} Interest-bearmg cash (inchide money market accounts & certificates 1e(1) sg737
of deposit) ... L NeseEer st rar b e s b e et e Re e e ap e pranet bRt e e e te s
(2} U8, GOVOMMBAL SEOUMIGS 11vvvreirsisssssesssssesssssesesssnesssssssrssersssssssesss 16(2)
(3} Corporate debt instruments {cther than employer securities):
(A) PPOMGITEH e seersectvnssisesssnsssssssnssssssscssmsinnninnns | JCEONA)
(B) Al OHOF coovevecmsresvvressssrssrssssesessssisssssesssssssssssssssssssssseremssessssssss 1e(3)(B)
(4} Corporate stooks {ciher than empioyer securities):
NI OO | 10(4)(‘\} 0
{B) Common . . 1c(4)(B) 0
(5} Partnership/oint VENIUTE INTEIEBES ....v..iiceerersssseeesseensseensensnenseessssaeess 1¢(5) 0
(6} Real estate (olther than employer real ProPerty) ... oo reoseeeerienes 1e(6) 0
(7} Loans (0ther 1han 16 PACITANES ... oovee e oo teeeeesesesseeeemeesersesenes 1e(7) 0
(8) Participant l0ans ....vuueuiveis oo eoscieieneennnns 1¢(8) 196164 284343
(9) Value of interest in commMOon/CoHBCEVE TrUSIS .....vererereeeeeseereererssessrsssnes 16{9) 0
(10} Value of interest in pooled separale aceOUMS ..o 1¢(10) 16350558 60464
(11) Value of-interest in master trust INVestment ACCOUNIS v eeeseereanes 1e{11) o
{12) Value of interest In 103-12 investment entities 1¢{12) 0
13 \f/alue of interest In registered investment companies (e.g., mutual 16(13)
UNGS) covrcrererrrerssrsrinsisssssassessseraensens e o 14944052
{14) ‘gg:]ut?ac;z Sf;mds held in insurance gompany general account {unaliccated 1e{14) 467004
{15) DHNBE.....oev oo ss s s ss s s s s s s sres bbbt 1e(15) 0
For Paperwork Reduction Act Notice, see the [nstructions for Form 5500, . Schedule H {Form 5500} 2024

v. 240311
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1d Employer-related Investments: o , (5) Beginning of Yaar (1)} End of Year
{1) EMPIOYET SECUTHIES 11vuvcvvvieriessceerssevcsserresresescsirserssrsssssssssssssesseesesens 1d(1) .
{2) EMPIOYET [88] PIOPETLY c.vvvevteeeeiereesinrrsssrsermsssssesssessssssesassrssssssssssssessons 1d(2)
€ Buildings and other property used N PN OPeration ... aee s 1o
f Total assets (add all amounts In llnes 18 through 18) . ossens 1f 17087728 15380083
Liabilities ‘ -
g Benefit ciaims payable ........... eere eSS eSS AAA bbb s 19
11 Operating PAYBDIBS .......v..ccvvveveieresscesssseessnssiass erssssre e sseseasesasssssssesserosnse 1h
i ACQUISTION INABBLEUNGES . .ov.cveceerecs et ettt sesssssesses e eenennsemnes 1i
J  Other lIabllities. ..o, e 1) 15545 2811
k Total llabilities (add all amounts In e 1g throughi]) ..emmmerusmmmesess Sk | 15545 2811
Net Assets '
| Net assets (Sublract 18 1K oM 18 1H)er.errerrerserserrorrsessemsssserssse [ u | 17072183 | 15386272

| [ l Income and Expense Statement

2 Plan Income, expenses, and changes In net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any paymenis/recelpts toffrom insurance carrlers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |Es do not
complete lines 2a, 2b(1)E), 28, 2f, and 29.

Income (a) Amount {k) Total
a Contributions: : ey
{1) Recsived or receivable in cash from: (A) EMPloyars . | 28(1HA) 538071
(B} PATIGINANES .vvvvvvrrncrcvensreesseesioeeesrsessss s semssssesssss s sssssssranes 2a(1}B) 1558713
{C) Others (including FHOVEIS}.....viveeviecvecererereeeesrens e snasesnsssens 23(1}(0) - 263808
{2) Noncash contributions...................... 2a(2)
(3) Total contributions. Add ines 2a(1}(A), (B}, (C), and line 2a(2) e | 28(3) } 2350692

b Earnings on investments:

(1) Interesi:

(A} Icr:::stirf?:.’t&bearing caslj (including money market accounts and Zb{1)(A)
ates of deposill.... e e ea

(B) .S. GOVEIMIMENN SEOUIES 1vrereeerensensessesscss s oo 26{1)(B)

(C)  Carporate dabl iNSirUMEnts ..o, e 2b{1)(C}

(D) Loans (other than 10 particifants) ..o oo seersersessessessesns 2b(1}D}

(E) 2b(1)(E)

(F) 2b(1)(F)

(G) Total interast, Add lines 2B{1)(A) throUGh {F)euewreereriririreesresnens 2b(1HG)
(2) Dividends: (A) Prefarret SE0CK. c..ummammimmssisesimesreeseeeteeesereerseessmssssssns 2b(2)(A)

{B) Common stock 2b{2)(B)

{C) Registerad Investmant company shares (e.g. mutual funds) ......... 2b(2){C) - 697501

{D} Total dividends. Add lines 2b{2)(A), (B}, and {€) 2b(2}(D) 697501
(B) REALS 1ot ctie e cssmsssssss s sttt eeeee s as bttt ban s an e 2b(3}
(4) Net gain (loss) on sale of assets: {A) Aggregate proceeds ..o, 2b(4)(A)

(B} Aggregate carrying amount (sea instructions)... R 2103 ()]

(€) Subtract line 2b{4){B) from line 2b{4)}{A) and enfer result .............. 2b(4)(C) :

{5) Unrealized appreciation {depreciation) of assets: {A) Raal estate ... | ZB{B)HA)

(B} OB vt ceecercvennirinesien st sssst st ements a3 eeeeseeren 2b{5)(B)

(C) Total unrealized appreciation of assels,
A 1S 2B(SHA) A1 {B) .cvrerssreseeseessssssesseesoe s 2b{S)(C)
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{8) Net investmant gain {loss) from common/collective trusts........c.cvveeee
{7} Netinvestment gain (loss) from pocled separate accounts

(8) Netinvestmant gain (loss) from master trust investment accounts.........
(9) Netinvestment gain (loss) from 103-12 Investment entities .....c.vne.e

{10} Nat investment gain (loss) from registered investmant
companles (8.9., MUUALE FUNAS) ..o s

C OthAriNCOME ...ocvveiii e s sres s s b e os
d Tolal income. Add all Income amounts In caluimn (b) and enter totak..................
Expenses

e Benefit payment and payments to provide benefits:
(1) Directly to parilcipants or beneficiaries, Including direct rollovers...........
{2) To insurance carrlers for the provision of bensfits .............. et
{31 BB ittt i e e rrr e
{4} Total benefit payments. Add lines 2Ze(1} through {3) ...ce.eeeeeereenvvereneas
f Corractive distribuUtions (588 INSTUGHONS] ...vvesurv.veiveeereeeeereemseeeseeeesseeesesereeees
d Certain deemed distributions of participant loans (see Instructions)
B INLEIESE GXDONGE...oevessrrrsersseseeerssss e sesssss e s esssssssesasss i asesesesess e eeens

i Administrative expenses:

{1) Salaries and alloWANCES ...t irico i ———————
{2) Contract adminiStrator FEES .........ivisercrnearerinessssrssssseesesserssr essers
{3) Recordkeapifih FEBS ... ivevree e v s et r s
{4) 1QPA aUAR TBES .11iiiiiiiii e e e s ais s sssresesesrereeee
(5} Investment adviscry and investment management 186s ......iins
{6) Bank or trust company trustes/custodial fees......cvereinniniirrnnns
{T) ActUamal fERS .o i
(B) LOQAI RS vttt ace e s sere e e e sr oo
(9) Valualion/appralsal fEES ....cuuieceerieecee s s rersse s
{10} Other trustee fees and expenses ...,
(11} Other expenses..... i Verre e
(12} Total administrative expenses. Add linas 2i(1) through (11) .....ccemerne,

J  Total expenses. Add all expense amounts In column (b) and enter total ...

Net Income and Reconciliation
K Netincome {lose). Subtract ing 2J from line 2. eereesssssesess

1 Transfers of assats:
{1) TO IS PlAN..... e bt sas s st et tas e et
(2) Fromthis Plan ..ot e seessere e

{b) Total

2b(6})

2b(7)

1162

2b(8)

2b(9)

2b{10)

831776

2C

2d

3903800

2e(1)

5446624

2e(2)

26(3)

2¢(4)

2f

2g

5446624

2h

40071

2i(1)

2i(2)

2i(3)

214

21(5)

2i{6)

2i(7)

2i(8)

2i{9)

2i{10)

2i(11)

2{12)

104106

2]

5589801

2k

-1685911

21(1)

21(2)
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i Accountant’s Opinion

3 Complete lines 3a through 3c If the opinlon of an independent qualified public accountant is attached to this Form 5500, Complete Jine 3d if an opinion [s nof
attached,

A The attached opinlon of an indepﬁendent qualified public accountant for this plan is (see Instructions):
(1} [ Unmodified  {2)[] Qualified  (3) [ ] Disclaimer  {4) [ | Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a}(3)(C) audit. Check both boxes {1) and (2) if the audit was
performed pursuant to both 28 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3} if pursuant to neither,

(1) ¥ DOL Regulation 2520.103-8 (2) D DOL Regulation 2520,103-12{d) {3} D neithar DOL Regulation 2520.103-8 nor DOL Regulation 2520,103-12(d).
€ Enter the name and EIN of the accountant (or accounting firm) below: s = ] s
(1) Name: Mullen, Sondberg, Wimbish, & Stone {2} EIN: 52-1187902
d The opinion of an Independent qualified public accountant is not attached as part of Schedule H because:
(N D This form is filed for a GCT, PSA, DCG or MTIA.  (2) |:| It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

J Compliance Questions

4  CCTs and PSAs do not complete Part IV, MTIAs, 103-12 IEs, and GlAs do not complete lings 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5,
103-12 IEs also do not complete lines 4] and 41. MTIAs also do nof complete line 41, DCGs doe not complste [ines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part |V collzctively for all plans In the DGG, except as otherwlse provided (ses instructions).

During the plan year: Yeas No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 Continue to answer "Yes" for any pricr year failures until
fully corrected. {See Instructions and HOL's Voluntary Fiduclary Correction Program.) ..o

b Woere any loans by the plan of fixed Income obligatlons due the plan In default as of the
close of the plan year or classified during the year as uncollectible? Disragard participant loans
secured by participant's account balance. (Aftach Schedule G (Form 5500) Part 1 if “Yes” is
BRECKA. v iiiiias it e s e e e e e e e eRe

C  Were any leases o which the plan was a parly in default or classified during the year as
uncellectible? (Attach Schedule G (Form 5500) Part || if “Yas" is checked.) ..,

d  Ware there any nonexempt transacticns with any party-in-interest? (Do not include transactions
reportad on line 4a. Attach Schedule G {Form 5500) Part Il if "Yes" Is
chetked. b i i e B

@  Was this plan covared by a fidslity DONA? ceevicieonn i e X 500000

f  Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused
DY fraud oF dISRONOSIY? oo revereeren i e v e e e e ey e e sy YT

g  Did the plan hold any assets whose current value was neither readily determinable on an :
established market nor set by an independent third party appraisar? ..........coonininooi.

h  Did the plan receive any noncash coniributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?...............

I Did the plan have assets held for investment? (Attach schedule(s) of assets If *Yes” Is checked,
and see Insiructions for format reQUIFEMENTS.) . errvrii e s ese e s

}  Were any plan transactions or series of transactions In excess of 5% of the current
vatue of plan assets? (Attach schedule of transactions if “Yes” is checked and
see Instructions for format raqUIrSMENES.} ... e s

k  Woere all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC?

| Has the plan falled to provide any benefit when due Under 1he PLENRT ... eeesesee e

m  [{this is an individual account plan, was here a blackout period? (See Instructions and 29 CFR
25823.101-8.) i FEL e e L R RS SERERE RS R R A b ed O,

N if 4m was answered "Yes,” check the “Yes" box If you either provided the required notice or cne ¢
of the exceptions to providing the notice applied under 29 CFR 2520,101-3, v s n| X

5a  Has = rasclution to terminate the plan been adopted during the plan year or any pricr plan year?..... [] Yes No
If"Yes," enter the amount of any plan assets that reverted to the employer this year
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8b  If, during this plan year, any asssts or liabilities wers transferred from this plan te another prlan{.s), Idéntify the plan{s) o which assats or llabilitiss were
{ransferrad. {See instruczions.} _

5b(1) Name of plan(s) ' ' ' 56(2) EIN(s) 5b(3) PN(s)

B¢ Was the plan a defined benefit plan coverad under the PBGC insurance p}ogram al any time during this plan year? {See ERISA section 4021 and
HIBHTUGTIGIIS.) 1 cueirtivrasicrsiesstis s ee et testsbe st stes o ee et e tereeresee st anseraensseta e st seseveatetsssensetesaasses L] Yes []No []Not determined
If *Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year .




SCHEDULE R Retirement Plan Information OMB Mo, 1210-6110
(Form 5500) 2024
Department of tha Traasury This schedule Is required 10 be filed under sections 104 and 4085 of the
it R G TR
Employse g:r?:i[é?g:lcziltfxgrnin\atration b File as an attachment to Form 5500 This Form;;eoc}:g;'w Pubiic
Penslan Benefit Guaranty Corporaflon
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
Employee Benefit Plan of Hosplce of the Chesapeake plan number
PN b 0oz

1

C Plan sponsor’s hame as shown on line 2a of Form 6500 D Employer Identification Number (EIN}
Hosplce of the Chesapeake, Inc, 62-1181448
: Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distribufiens pald In property othes than In cash or the forms of property specified In the 1
instructions........... Hrre e e Feer i e e e T e e e eenrae s i re e e vt oL fmar s e e renennre e sentes 0

2 Enler the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (If more than twa, enter EINs of the
two payars wha paid the greatest dollar amounts of benefits):

EIN{s): 13-3580259 33-11512%
Profit-sharing plans, ESOPs, and stock honus plans, skip line 3,
3 Number of participanis {living or deceased) whose benefits were distributed In a single sum, during the plan 3
YOBI wvvvrai vttt ers s Vet ey reL e TR R AR AR 4Lt e s enren

Funding Information (If the pfan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Cade of
ERISA section 302, skip this Part.)

4 Is the plan administrator making an elestion under Code section 412{d)2) or ERISA section 302d)(2)7 s [1 Yes [] Ne [] na
If the plan is a defined benefit plan, go to line 8.

8§ IFawalver of the minimum funding standard for a pricr year Is beling amorfized in this
_ plan year, ses instructions and enter the date of tha ruling letter granting the waiver, Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedufe MB and do not complete the remainder of this schedule,
6 a Enterthe minimum required contribution for this ptan year {include any prior year accumulated funding
deficiency riot waived )

6a

Enter the amount coniributed by the employer to the plan for this Blan YBAF ... eeeriseresesssessnneenes 6h

Subtract the amount in line &b from the amount in line 8a, Enter the result
{enter a minus sign 1o the Jefl of 8 NEGAIVE BMOUNE. vt seesns s eeseesssessstestestensssssesessessssn s B

If you completed line 6¢, skip lines 8 and 9.
Will the minimum funding amount reporied on line 6c be met by the funding deadiine?........... s D Yes D No D N/A

if a changa In actuarial cost method was made for this plan year pursuant to a revanue procedure or other

authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agres with the change? [] Yes [] No [ na

Amendments

9 Ifthis is a defined benefit penslon plan, were any amendments adopted during this plan
year that Increased or decreased the value of benafite? If yes, check the appropriate

box, If 10, check the “NO™ BSK.....ovvv....errorrsrerrorn., eee v Rt e [] increase  []Decrease  [] Both [] No
) ESOPs (see Instructions). If this Is not a plan described under section 409{a) or 4975(e{7) of the Internal Revenue Code, skip this Parl,

10 Were unallocated employer sscuritias or proceeds from the sale of unallocated securities used to rapay any exempt lean? w........... D Yes E:l No
11 @  D06S the ESOP N0l BNY PIEFOIEU SLOCK? cvo..ooeeeeceeeeeeeeseeesssesssessss s esssssssssssss e seseess 52000050t eseeeeeeeeeeeeeeeeeeeeeeseeeeeeeseseees D Yos 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 af “back-lo-back” 10an.)......ccveeeee., Srrrrrree v e e e s

12 Daes the ESOP hold any stock that is not raadily tradable on an established SECUMIES INAIKBE? ... oo oeoeeeseeeeeeeeeeeesesss oo D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R {Form 5500) 2024

v, 240311
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=] Additional Information for Muitiemployer Defined Benefit Pension Plans

13 Enter the following Information for sach employet that (1) contributed mare than 5% of total contributions to the plan durlng the plan year or (2) was one of
_the toj jpr] highest contrlbutors measured in doIIars) See instructlcns Compfete as many antnes s negd«_a_gi_to ort all applicable employers,

a Name of condributing employer

b EIN ¢ Dollar amount contributed by employer
d

Date collective bargaining agreement explres (if smplover contributes under more than ona collective bargaining agreement, check box D
and see insfructions regarding required attachment. Otherwise, entor the applicable date.)  Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachiment. Otherwise,
complste lines 13ef1) and 13e(2).}
(1)  Contribution rate (in dallars and cents)
_(2) Baso unit measure: D Hourly_ |:| weekly  [] Unitof production  [] Other (specify):
TR N T B A e N o I T S P s L i
a Name of contnbutlng employer _
b EIN ¢ Doltar amount contributed by employer
d  Daie collective bargaining agreement explres {if employer contributes rinder more than one colleciive bargaining egreement, check box |:|
and see Instructions regarding required atfachiment. Otherwise, enter the applicable dafe.) Month Bay Year
@  Confribution rate Information (if more than one rate applies, check this box |:| and see instructions regarding required atfachment. Otherwise,

complele ines 13e{1) and 13s(2).)
{1} Contribution rate (in doltars and aentg)

) >

a Name of contributing smployer

b EIN € Doliar amount contribuled by employer

d  Date collestive hargaining agreement expires (If employer contributes under more than one eoliective bargaining agreemant, check box |:|
and see instructions reqarding required affachment. Otherwise, enter the applicable date,) Month Day Year

€  Contribuiion rate information (If more than one rate applies, check this box |:| and see Instructions regarding regulred attachment. Otherwise,
complete fines 13a(1) and 13e(2).)
(1) Contribution rate (in dollarsand cents) _
(2) Base umt measure: [:] Hourly |:| Weekly |:| Unit of production D Other (specily):

a4  Namae of canmbuimg employer

b EIN ¢ Doliar amount contributed by employer

d  Date collective bargaining agreement expires (If employer conirlbutes under more than one collective bargeining agreement, check box D

and see instiustions regarding required attachment. Otherwise, enter the appiicable date.) Month Day Year

€  Confribution rate Information {If more than one rate applies, check this box D and see instructions regarding required aftachment, Otherwise,
complete lines 13e(1) and 13e(2).)
(1}  Contribution rate (in dotlars and cents) _ .
(2) Base ut measure: |:| Hourly ﬂ Weekly [1 uni

& Nameof contrlbuting employer _
b EIN ¢ Dollar amount contributed by employer

d  Date collective bargaining agreement explres (If employer contributes under more than one colleciive bargaining agreement, check box D
and see instructions regarding required attachment, Otherwise, enfer the applicable date.} Month Day Year

[+-]

Conlribution rate information (If more than one rate appiies, check this box D and see Inslructions regarding required attachment. Otherwise,
complete lines 13e(1} and 138(2).)
(1} Confribution rate {in dollars and cents)

(2) Base unit measure: D Hourly D Weeldy

e

a  Name of contributing employer

b EIN ¢ Dallar amount contributed by employer

d  Date collective bargaining agreement expires (If emp!oyer contributes under more than one collective bargaining agmeme-nt chetk box D
and see instructions regarding required atfachment. Otherwise, enter the applicable dafe.) _Month Cay Year

€ Contribution rate information (i more than one rate applies, check this box |:| and sse instructions regarding required attachment. Otherwise,
complate lines 13e(1) and 13a(2).}
{1}  Contribution rate (in dollars and cents}
{2} Base unit measure: |:| Hourly D Waekly D Unit of production |:| Cthar (specify):
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14  Enter the number of deferred vested and retired paricipants (inactive participants), as of the beginniag of the
plan year, whose confributing employer Is no longer making contributions to the plan for:
8 The current plan year, Check the box o indicate the counting method used to determine the number of
inactive participants: L] last contributing employer D alternativa I_] reasonable approximation (see 14a
instructions for requifed atACHMBNE). ... .c.i i st ert bt e b rererererevssressmsaeeran s

b The plan year immediately preceding the current plan year, E] Check the box if the number reported is a 14b
change from what was previously reparted (see instructions for required attachment)........c.....cceceveeeiereesecnnnans

€ The second preceding plan year. I:] Check the box If the number reported is a change from what was 14c
previously reported (seg inslruotions for required attEehment)........ s rrcres e

15 Enter the ratlo of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer conirlbution during the current plan year io:

a The corrasponding number for the plan year Immediately preceding the current plan year 15a

b The corresponding number for the sacond preceding PlAN YOAM e e 15b

16  Information with respect to any employers wha withdrew from the plan during the preceding plan year:

@ Enter the number of employers who withdrew during the precading plan YEaE  .....eisesesssssseennes 16a

b ifling 16a Is greater than 0, enter the aggregats amount of withdrawal liability assessed or estimated to be 16b
assegsed agalnst such withdrawn employers ... T U NPT U O

17 I assets and liabilitios from another plan have been transferrad to or merged with this plan during the plan year, check box and see Instructions regarding
supplemental Information fo be insluded as an attachment ..........couceeue. OO TP T Y PO PP D

| Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

1 If any liabliitles to participanis or thelr beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficlaries under two or more penslon plans as of immediately before such plan year, check box and see instructions regarding
supplemental iNformMation t0 be INGILGET 85 BN AHAGNIMBNL ....cc......eieeemeeecesssrrseseesesesssesssssassessssssesetesesressssstsosestss st bessseseessssssesssssbeeesessessseeessseseer s [:|

19  ifthe total number of parficipants is 1,000 or more, complete lines (8} and (b):
&  Enter the percentage of plan assets held as: -
Public Equity: % PrivateEquity: % Investment-Grade Dabt and Interest Rate Hedging Assets: i %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: _% Other: ____ %
b Provide the averags duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years |:| 10-16 years D 15 years or more

20 PBGC missed contribution reporting réquifements. ifthis Is a multlenﬁprloyer planora s!ngla;erﬁplayer pl.an that is not covered by PBGC, skip line 20,
a s the amount of unpaid minimum reguired cantributions for all years from Schedule SB (Form 5500} line 40 greater than zero? |:| Yes |:| No
b Ifline 20a Is “Yes,” has PBGC been nolified as required by ERISA sections 4043(c)(5) andfor 303(k)(4)? Check the applicable box:
1 ves.
|:] No. Reporting was waived under 29 CFR 4043,25(¢){2) because contributions equal to or exceeding the unpald minimum required contribution
were made by the 30th day afler the due date.
D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yat ended, and the gponsor intends to make a contribution equial to or
exceading tha unpald minimum required contribution by the 30th day after the due date.
D No. Other. Provide explanation,

| IRS Compliance Questions

21a Doss the plan satisfy the coverage and nondisorimination tests of Code sections 410(b} and 401(a}{4) by combining this plan with any other plans under
the permisslve aggregation rules?[ ] Yes KI Na

21tb Ifthis Is a Code section 401(k) plan,' check alt boxes that apply to incicate haw the plan is Intended to satisfy the nondiscrimination requirements for
employee defarrals and employer matching contributions (as applicabla) under Code sections 401(k)(3) and 401(m)(2).

D Design-based safe harbor methad
I:I “Prior year" ADP test
E’ “Current year” ADP test

AR

22 Ifthe plan sponsor is an adopter of a pre-approved plan that recelved & favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2020
(MM/DD/YYYY) and the Opinlon Letler serial number_Q703126a,




Attachment to 2024 Form 5500
Schedufe H, line 41 - Schedule of Assets (Held at End of Year)

Plan Name: THE FIRST NATIONAL BANK AND TRUST CO., CHICKASHA OKLAHOMA SAVINGS INCENTIVE AND EMPLOYEE STOCK OWNERSHIP PLAN
Plan Sponsor's Name: THE FIRST NATIONAL BANK AND TRUST CO,, CHICKASHA

LI I 2 T T T - R S T

*

{b) Identity of Issue, horrewer, fessor, ar simllar party
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Vanguard
First FDIC Insured Sweep

Flrst Independant Bancorp Ine

ic) Description of vestmant Including maturlty date, rata of Interest, collateral, par,

ar maturlty value.
Retire
Retirement Cash Account
StarCore |
StarCore (I
StarCore |1l
StarCore IV
StarCore Global Value
StarCore International
StarCore US
StarTrack Retirement Income Fund
StarTrack 2020
StarTrack 2030
StarTrack 2040
StarTrack 2050
StarTrack 2060
Short Term Bond Index (Admiral shares)
Sweep

Company Stock (8228 shares @ 2761 )

(d) Cost {e) Current Value
9,820
15,111
367,065
3,511,450
2,664,329
1,755,546
327,081
125,869
322,705
1,329,610
0
1,487,412
895,834
542,946
14,374
49,437
78,218

21,680,780 22,717,508



