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

. 1210-0089
Department of the Treasury B en eflt Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2019
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information
For calendar plan year 2019 or fiscal plan year beginning  01/01/2019 and ending 12/31/2019
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This return/report is for: list of participating employer information in accordance with the form instructions.)
|:| a one-participant plan D a foreign plan
B This return/report is ) i
P |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension |:| DFVC program
|:| special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
MERIDIAN PEDIATRIC DENTAL GROUP DEFINED BENEFIT PENSION PLAN & TRUST plan number
(PN) b 002
1c Effective date of plan
01/01/2008
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 45-5149070

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

MERIDIAN PEDIATRIC DENTAL GROUP, LLC 2C Sponsor's telephone number

601-482-8986

2d Business code (see instructions)

1922 23RD AVENUE 621210
MERIDIAN, MS 39301

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

3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN

C Plan Name

5a Total number of participants at the beginning of the plan year | b5a 12

b Total number of participants at the end of the PIAN YE&T .............cccveveviveuerieieeeeeeeeeeeeee e eeer et eeen s 5b 12

C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c
complete this ItEIM) ......ueiiiiiie e

d(1) Total number of active participants at the beginning of the plan year . 5d(1) 12
d(2) Total number of active participants at the end of the Plan YEar ...........ccccoviuiriierioeereee e 5d(2) 11
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 1

L F= YT 00T Y] (= PO PPPPPROR

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

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

SIGN Filed with authorized/valid electronic signature. 03/06/2020 J. BRITT MCCARTY, D.M.D.

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

SIGN Filed with authorized/valid electronic signature.

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2019)

v.190130



Form 5500-SF (2019) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStrUCtioNS.) .........cccuvviiiiiiiiiiiieiee e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)...........cuuiiiiiiiiiiiie e Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... D Yes No D Not determined

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

| Part lll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtaAl PIAN ASSELS ...vveveeiiiieieie et 7a 2272846 2699726
b Total plan abilities .................ccoovveverereeeeeeeerereeeeeeeeeeeeeeeeeee, 7b 0 0
Net plan assets (subtract line 7b from line 7a) .............c.cceverrne.ne. 7c 2272846 2699726
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS .o 8a(1) 140000
(2) PartiCIPANS. ......ccvieteeiriereeieeieteeteeeeet ettt en et eeveenes 8a(2) 0
(3) Others (including rolloVers).............ccccuuiiieeeiiiiiiieeeeeeciiiieaaenns 8a(3) 0
Other iNCOME (I0SS) ......ccveeereiueieeeeeeeeeeeeee e ea e e aeaeseaanans 8b 302136
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ...........c........... 8c 442136
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS) .........cveeeeeieeieeiiieiieeeeeieeeeeeeeeeeeeeeeeeeeeia 8d 0
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 15256
g Other expenses 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 15256
i Netincome (loss) (subtract line 8h from line 8¢) ..........c.cccococuu.n..... 8i 426880
j Transfers to (from) the plan (see iNStructions)...........occccvvveeeeernninnns 8j 0

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1B 3H
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
[ (0T =1 1) I OO PP TR PUPPTPTN 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
(= ol la=To Mol g I 110 TC I 0= U ST OTPPPPPPP 10b X
Was the plan covered by a fidelity bond? ... 10c | X 500000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY?.....coi ittt ettt e ettt e et e e e sbee e e anteaeanaeas 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (S INSIIUCTIONS.) .. ...uiiii ittt e e e e e 10e X
f  Has the plan failed to provide any benefit when due under the plan? ............ccccooernierinisinecnnn. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c.cccccoeeveene 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1070-3.) oottt 10h X

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




Form 5500-SF (2019) Page 3-| 1

[Part \ | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 Yes |:| No
{022 (o P TP PPPTI
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ....................... ‘ 1la ‘ 0

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

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

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

No. Other. Provide explanation

N N N |

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
= S N T OO P PO PP PPPPPPPPPPPPPPPPPNY D Yes No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

a If awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
OFANTING T8 WAIVET. ....eiiiiiiieeeiii ettt e e ettt e e e e e aatt bttt e e e e aasbbbeaeeaaaannbneeeaeesaanrnneen Month Day Year

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

b Enter the minimum required contribution for thiS PIAN YEAI ................cccccevvimeeeeesererireeeeeeesseeeereneeereeseenenns 12b

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

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
(Lo L =T 1y o TV g T T P P PP PP PPPPPPPPPPPRt

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

[Part VII | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any PIan YEar? .............ccccceevevevevereeceeeeeiee e |:| Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONEIOI OF tNE PBGC? ...ttt ettt e ettt e e ettt e e sh e e e st b e e s b e e e s st b e e eate e e e eabs e e s asb e b e sbbseessabsaesasbneesabneeens

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

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




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2019

Department of the Treasury

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

Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is O i
i . N pen to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection

Pension Benefit Guaranty Corporation

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

For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019

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

A Name of plan B  Three-digit
MERIDIAN PEDIATRIC DENTAL GROUP DEFINED BENEFIT PENSION PLAN & TRUST plan number (PN) > 002
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
MERIDIAN PEDIATRIC DENTAL GROUP, LLC 45-5149070
E Type of plan: Single D Multiple-A |:| Multiple-B F Prior year plan size: 100 or fewer D 101-500 |:| More than 500
‘ Part | | Basic Information
1 Enter the valuation date: Month __ 12 Day 31 Year 2019
2  Assets:
BUIMAIKEE VAIUE ......vvvvtiii ettt ettt s et bbbttt b bbb bbb bbb 2a 2559531
D ACIUAIIAI VAIUE ...ttt e et n st et e et e e en et et en st es et et s een e 2b 2559531
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment...........ccocvveviieeeinnnen 0 0 0
b For terminated vested PartiCipantS................cevovvrererererereeeseseseseeeeeessseeeessenesenenend 1 344 344
C FOr aCtive PartiCIPANES ......veeeiiiieeiiiie ettt ettt 11 2271487 2271487
(o 1 o1 OO U R 12 2271831 2271831
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)............c.ccccveveene.... |:|
a Funding target disregarding prescribed at-risk @SSUMPLIONS ..........ocoiiiiiiiiiiiiieie e 4a
b Fupding target reflecting at-r?sk assumptipns, but disrega}rding trgnsition 'rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............ccccccvviiiiiiiiiinninn
5 EffECHVE INEIESE FALE ....v.vvveeeeieiieieteteie ettt ettt ettt ettt s e s e s ettt e s e b et e e e e st et et eses et st etesesere e e s e sesenens 5 5.61 %
(ST V0o L= L0 2 To a0 T Lo 1= SRRSO 6 83768

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

SIGN
HERE 09/22/2020
Signature of actuary Date
DOUGLAS S. LANE 20-04376
Type or print name of actuary Most recent enroliment number
NEWPORT GROUP ACTUARIAL SERVICES 515-453-8589
Firm name Telephone number (including area code)

1075 JORDAN CREEK PARKWAY
SUITE 270
WEST DES MOINES, IA 50266

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see |:|
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2019

v. 190130



Schedule SB (Form 5500) 2019

Page2-[ 1]

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
=T L) ISR 0 68286
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
Y= RO 0 0
9  Amount remaining (line 7 minus line 8) 68286
10 Interest on line 9 using prior year’s actual return of -4323
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ..........ccccovcveeeiinn. 102083
b(l) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.82 %............. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
(=200 o PP PP P U PP PO PR TRPOPPRRPPN 0
C Total available at beginning of current plan year to add to prefunding balance 102083
d Portion of (c) to be added to prefunding balanCe...........c.cccceveveveviccererereeeeeeeeennd 0
12 Other reductions in balances due to elections or deemed elections ..........................., 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) ................., 0 63963
Part 1lI Funding Percentages
14 Funding target attaiNMENt PEICENLAGE. ..........ovvereerreesieiesssieseessessesssssesesssssssessssesssssssessssesssessssesssesessessssesssessssesssessssesssensssansssesssssssessssnssessssnees 14 109.69 %
15 Adjusted funding target attaiNMENt PEFCENTAGE ...........eveeveueeeteeeteeeeeteeeeteeeteeeetese et eseete e es et esetesseteseetese et eseeseseeseaessesesseseseeseteeseae s eeeanen 15 114.48 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEA'S TUNGING TEQUITEIMENL.............ooovoeeoeeeee oottt ee s e e s eees s eeeeser e sereeeseesees e sereen 101.39 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............c.ccccccceveun.... 17 %
Part IV Contributions and Liquidity Shortfalls
18 cContributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
09/14/2019 10975 09/04/2020 20500
03/06/2020 39414 09/17/2020 2111
04/07/2020 13000
06/03/2020 13000
07/19/2020 20500
08/07/2020 20500
Totals » | 18(h) 140000 | 18() | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years. ...........cccccoeveverieeennnn. 19a 0
b Contributions made to avoid restrictions adjusted to VAIUAON GALE ................ceeeiveeeeeeeeeeeeeeeeeee e 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19c 137224
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding Shortfall” for the PrIOr YEAI? ........cooiiiiiiiiie ettt e e e et e e abeeee s D Yes No
b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?................ccoceveeveveeeerenereneenenns D Yes D No
C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2019

Page 3

Part V

Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:
a Segment rates:

1st segment:

2nd segment:

3rd segment:

D N/A, full yield curve used

3.74 % 5.35 % 6.11 %
b Applicable month (enter code) 21b 2
22 Weighted average retirement age 22 63
23 Mortality table(s) (see instructions) Prescribed - combined |:| Prescribed - separate |:| Substitute
Part VI |Miscellaneous Items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
EE U £ Tod 1 1 =T | SO TP PP PO TP U PR PUPPTPPP D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment...............c.cccceveveveven. D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ D Yes No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
FE e To] 1 1 =T o | P PP TP
Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contrioutions for all PrOK YEAIS ............c.cueeiriirivererereieeise et 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(LTS - ) PSSR
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS iN@ 29) ..........c.ccveveeeveeereeeereennae 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (IN@ B)......uivriiiieeeieiiitit e ee e sttt e e e e et e e e e e e st eeeesas s taeeaeeesasstabeeeaeeesssseeaeaeesannssnseeeeeesannnres 3la 83768
b Excess assets, if applicable, but not greater than liNE 31a ..........cccevvevevevevireveeceeeeeieeee e es s 31b 83768
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallment ..o, 0
b Waiver amortization iNStallMENt....................cc.covveveveererieeieeeeeeeeeeeeeeeeeee e,
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............ccceeeeeiiiiiiiieieneiies 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUITEMENT ...ttt enenen s 0 0 0
36 Additional cash requirement (line 34 MINUS INE 35) .........ccvoveurrieieeeeeetieeeeiee e eseesees et ense s esenesaeseeesesenes 36 0
37 fgn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 137224
[0) IO TR U PR UU PR
38 Present value of excess contributions for current year (see instructions)
a Total (eXCesS, if any, Of [INE 37 OVET NE 36) ......c.cvvieieeeeeieeeeeeeee et eees e et e s ee ettt es et en st en s 38a 137224
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ...........c.ccccceveu.... 39 0
40 Unpaid minimum required contribUtions fOr @ll YEAIS ...........ccveueeveueeeeeeeeeeeeeeeeeee et eae s 40 0
Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
E STt gL To [0 FC T[T or 1o OSSR D 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in line 418 Was MAE ..............cceeeeverevereeeeeeeee e D 2008 D 2009 D 2010 D 2011




DocusSign Envelope ID: CD032D4E-C92E-49A8-86EE-D961C39ACB5A
Short Form Annual Return/Report of Small Employee

Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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

OMB Nos. 1210-0110
1210-0089

2019

This Form is Open to
Public Inspection

Part | | Annual Report Identification Information

For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending

1273172019

a single-employer plan
A This return/report is for:

|:| a one-participant plan D a foreign plan

B This return/report is

|:| the first return/report D the final return/report

|:| an amended return/report

C Check box if filing under: Form 5558

|:| special extension (enter description)

D automatic extension

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

D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)

|:| DFVC program

Part Il | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
Meridian Pediatric Dental Group ‘ﬁﬁ”tmbm 002
Defined Benefit Pension Plan & Trust ( ).
1c Effective date of plan
01/01/2008
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number

Mailing address (include room, apt., suite no. and street, or P.O. Box)

City ar town, state or province, count nd ZIP or foreign postal code (if foreign, see instructions
Meridian Peglat?lc Bental &ro anp ( 9 )
LLC

1922 23rd Avenue

Meridian MS 39301

(EIN)45-5149070

2c

Sponsor's telephone number
(601) 482-8986

2d

Business code (see instructions)

621210

3a Plan administrator's name and address lﬂ Same as Plan Sponsor.

3b

Administrator's EIN

3c

Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan nhame and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the plan year 5a 12
b Total number of participants at the end of the PIAN YEA ...........ccccevevevvrereeceieeieteeeee et en s 5b 12
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c
complete thiS IteIM) .......cooi i
d(2) Total number of active participants at the beginning of the plan year . 5d(1) 12
d(2) Total number of active participants at the end of the PlIaN YE&T ..............cc.vrvevereevereeeeieeeee e 5d(2) 11
€ Number of participants who terminated employment during the plan year with accrued benefits that were less
5e 1
TNAN LO0Y0 VESTEM ...ttt ittt ettt e skttt e st e e e st e e e ehs e e e sab st e e shb s £ e s b e e e e shb e e e s bbb e e ssbb b e e ssbbesanbbnasaibeeeas

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

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

belief. it igTrud GBI HWhd complete.

SIGN U)V ). Bt Mo arty 3767202013 " Britt McCarty, D.M.D.

HERE ﬁ?ﬁ%ﬁ%"?@’ﬂ%an adminisltrator Date Enter name of individual signing as plan administrator

SIGN

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

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

Form 5500-SF (2019)
v.190130




DocuSign Envelope ID: CD032D4E-C92E-49A8-86EE-D961C39ACB5A

Form 5500-SF (2019) Page 2
6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INStUCHONS.) ............ccveeeeiuereeeeeeeieeeeeeeeeeienas Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)...........ccviiiiiiieiiiie e Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... D Yes No D Not determined

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

| Part lll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan ASSELS ....ccoiiiiiiiiiiiiiiiiiie e 7a 2,272,846 2,699,726
D Total Plan BADIHES .............oovveovvveeeeereeeeereeeeeeseereeeeeeseeeereseeereeseens 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ................cccccceee. 7c 2,272,846 2,699,726
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ottt e s ae e 8a(l) 140,000
(2) PArtiCIPDANTS. ...eeiiiiiiiiiiiie et e e e e 8a(2) 0
(3) Others (including rolloVErs)............cocvuvuiiieeeiiiciiieeeeeeiieaeens 8a(3) 0
Other iNCOME (I0SS) ....cccoiiiiiiiiiiiiiiiii e 8b 302,136
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c 442,136
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFIES) ......uviie e 8d 0
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 15,256
g Other expenses 89 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 15,256
i Netincome (loss) (subtract line 8h from line 8c)..............c.............. 8i 426,880
j Transfers to (from) the plan (see inStructions)...........ccccceeevceeeinnee. 8] 0

Part IV | Plan Characteristics

9a

If thisla:rg]'_gl)rovides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

b

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

‘ Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
oo T 1 1) SO 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
(= ol la=To Mol g I 110 TC I 0= U ST OTPPPPPPP 10b X
Was the plan covered by a fidelity DONA? .........cooiiiiiiiii e 10c X 500,000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY FIAUT OF GISNOMESTY?.....vveeveeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeseeeeeeesseeeeeeseesseeeseesseeeseteseesseseeeeeeesseseseesrenees 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (S8 INSIIUCIONS.).....uuiiie e e ittt ettt e e e e e e e e s e taaeaee e e e asaaaaeaeenaas 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........ccccccococeeveeiveverererenene. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c.cccccoeeveene 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.001-3.) oottt ettt ettt ettt n et et et et et et e et en et et et n ettt nenteae e enns 10h X

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




SCHEDULE SB
{Form 5500)

Department of the Treasury
Intemal Revenue Service

Single-Employer Defined Benefit Plan
Actuarial Information

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

OMB No. 1210-0110

2019

This Form is Open to Public

Depart tof Labor i i i 5
iy Benem;“;gcuﬁw o Retirement Iracomf:)i Stz;?xgltngsé 2:; ; ggjdLE(Ft{Iﬁ% oac?ed) ‘sectu:m 6059 of the Inspection
Fension Benefit Guaranty Corparation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2019 or fiscal plan year beginning UT/01/2019 and ending 1273172013
» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B  Threedigit
Meridian Pediatric Dental Group plan number (PN) 3 002

Defined Benefit Pension Plan & Trust

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF
Meridian Pediatric Dental Group,
1.0

L

L

£5-5149070

D Employer ldentification Number (EIN)

E Typeofplan: [¥] Single D Muttiple-A D Multiple-B

F Prioryear plan size: @ 100 or fewer D 101-500 D More than 500

[ Part | ‘ Basic Information

1  Enter the valuation date: Month __ 12 Day 31 Year 2919
2 Assels:
A Market VAIUE ... coovereeeeeeeeee i 2a 2,569,531
B ACHLIATIA] VAIUS 1ovvoevsvsss oo eee ot e eeeesessmmsoossatesassaesssas s s seeesee e ccmecet a4 R SRR e 2b 7558531
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment...........nns 0 a
b For terminated vested paricipants. oot e 1 344 344
€ FOr ACHVE PAMICIPAINES «ovvvvvveveeeeeeeitrteetsasertermeene e ssessesseess sttt ses e 1. 2,271,487 2,271,487
Co o 2= USSP OO PP POUPPRESS O 12 Zaagl 83l 2,271,831
4  |Ifthe planis in at-risk status, check the box and complete lines (@) and (B)e D
a Funding target disregarding prescribed at-risk asSUMPHONS ... da
b Funding target reflecting at-risk assumptions, but disregarding transition _ru!e for plans that have been in 4ab
at-risk status for fewer than five consecutive years and disregarding loading factor...........ooovenieeecniensees
A ——————————————— 5.61%
B TAIG NOMMA COSE.ooorssssuserroroscersssseresssseseees ettt o et et 6 83,768

Statement by Enrolled Actuary

Ta the best af my knowledge, the informatian supplied in this schedule and accompanying schadules, st
accordance with applicable law and regulations. In my opinion, sach other assumption is reasonable (tak

comhinatian, offer my best estimate of anticipated experience under the plan,

stements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
ing into account the experignce of the plan and raasonakie expectations) and such other assumptions, in

SIGN
HERE

CR T .

?/a‘-'-.z,/&a

Douglas 3. Lane

&,
4

Signature of actuary

Date

20-04376

Type or print name of actuary

Newport Group Actuarial Services

Most recent enroliment number

(515)453-8589

1075 Jordan Creek Parkway

Suite 270
West Deg Moines

Firm name Telephone number (including area code)

Address of the firm

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

instructions

d see

[

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

Schedule SB (Form 5500) 2019

v. 180130



Schedule SB (Form 5500) 2019

Page2-[ |

Part lI Beginning of Year Carryover and Prefunding Balances
{a) Cammyover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior :
T AT s S B R R N B B s e s 0 68,286
8 Portion elected for use to offset prior year‘s fundlng requirement (I1ne 35 from prior
year) .. s e e R RS R - 0
9  Amount remaining (line 7 mMinUS NS 8) ... e e srnns 0 68,286
10 Interest on line 9 using prior year's actual return of —6. 33% 0 -4323
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ... 102083
b(1) Interest on the excess, if any, of line 38a over line 38b from %wéﬁe
Schedule SB, using prior year's effective interestrate of __ - ~= % 0
b{2) Interest on line 38b from prior year Schedule SB, using prior year's actual
retum .. : 0
C Total avaﬂable at begmnmg of currer!t ptan year 10 add tD prefundlng balanoe 102083
d Portion of () to be added to prefunding balance ... ..o 0
12 Other reductions in balances due to elections or deemed elections ................cccc.vu.... 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) ..c.cvcevveveee. ¢ 63963
Part 11l Funding Percentages
14 FUNAing target AtAINMENT PEICEIMAGE o.vvvevvveceeeereeeeeeeeeoeeeeee oo oeoeeeeeeeoeee oo o oo oot ees s e s e s e e e e et 14 | 105.65%
15 Adjusted funding target attainment PErCENTAGE ... oo eieeesieseesseneeessiiesseseessensesinmsnraesieneesnrserennsnnrrneeeereeee| VD | 114 .48 %
16 Prior years funding percentage for purposes of determining whether carryoverfprefunding balances may be used to reduce current 16 . @
year's funding requirement... e e T R D e b e e S S R B 101.35%
17 If the current value of the assets of the p[an is less than 70 percent of the fundmg target, enter such percentage... 17 %

Part IV

Contributions and Liquidity Shortfalls

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

(a) Date (b) Amount paid by {c} Amount paid by (a) Date {b) Amount paid by (c) Amount paid by
{(MM-DD-YYYY) employer(s) employees {(MM-DD-YYYY) employer(s) employees
09/14/2019 10,975 09/04/2020 20,500
03/06/2020 39,414 09/17/2020¢ 2111
04/07/2020 132,000
06/03/2020 13,000
07/19/2020 | 20,500 =
0B/07/2020 20,500

| Totals > | 18(b) 140, 000] 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from PHOT YEars. _....oeveeereessnienins 19a 0
b Contributions made to avoid restrictions adjusted to valuation date .............coovwoveeeeeeeeo oo 19b 4]
¢ Contributions allocated toward minimum required contribution for current year adjusted to valuation date................_| 19¢ 137,224
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the DrOr YEar? e e e e e e r e e o e e m e emeemmeenceanbeieeens

b Ifline 20a is "Yes,” were required quarterly instaliments for the current year made in a fimely Manner?. ... ..o seereseerenns

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

D Yes @ No
D Yes D No

Liquidity shortfall as of end of quarter of this plan vear

() st

2) 2nd

3)

3rd

(4) 4th




Schedule SB (Form 5500) 2019 Page 3

PartV |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

as - 1st segment: 2nd segment: 3rd segment: ,
egment rates g o 329 5 o llg 5 [JNiA, full yield curve used
B T I (BB BT s o et ot s S o T o o Bt s 5 21b
22 Weighted average retir@mMent 808 ...oo.cooio oo oes s vesreeeseeeenesere st eesaesseseseseesseessen e s s reienned| | B2 63

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

D Substitute

Part VI |Miscellaneous ltems

24

Has a change been made in the non-prescribed actuarial assumptions for the cument plan year? If “Yes,” see instructions regarding required
1A= ot 1T U SO

D Yes No

25

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

[] ves K No

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment.......................,.D Yes @ No
27 Ifthe planis sub;ect to alfernative fundlng rules, enter appl:cable code and see instructions regarding 27
attachment... :
Part VIl | Reconciliation of Unpald Minimum Required Contributions For Prior Years
28 Unpaid minimum required comtrbutions fOr all PrOT YEAIS ..........oc.ecvciieeereieis s iesseies st iereses s seteeeseen o] 28 Q
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
IS PR s s s s 0 o L L s s s B s S35 B a2y
30 Remaining amount of unpaid minimum required contributions (line 28 minus INe 29) ..o, 30
Part VIl |Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
& Target normal COSE NG 6).uuisime i v e s i e o L S e ] 1@ 23,768
b Excess assets, if applicable, but not greater than N 318 ...c.cceeceiieciee s essessse e erses e 316 83,768
32 Amortization installments: Outstanding Balance Installment
@ Net shortfall amortization installment .. 0 0
b Waiver amortization installment. ... a 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............cocovvivicinerieecse 33
34 Total funding requirement before reflecting carryoverfprefunding balances (lines 31a-31b+32a+32b-33)..] 34 0]
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
O E T s s 0 0 0
36 Additional cash requirement (ne 34 MINUS N8 35} .ov.vveioeeieeeeeeeeeeeeeereesecesssseesesiene s s ssesesrens s esres et OO 0
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (fine 37 el
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, Of INE 37 OVETTINE 36) .....co.ccceiivieireerereeesiesisssssessesesaetesesesssssassssasessasessasessstssssssssses 38a 137,224
b Portion included in line 38a atiributable to use of prefunding and funding standard carryover balances .........| 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 overline 37) ..............| 39 0
40 Unpaid minimum required contributions for all years .. 40 8]

Part IX

Pension Funding Relief Under Pension Rehef Act of 2010 (See !nstructlons)

41 If an election was made to use PRA 2010 funding relief for this plan:

A SCHEUAUIE GIECTEA ...eeeeeiiiii it cee it eece e trrr e et e e asaareeaeesesaasnsseees e nessneteeeeaan smssrsaseesean ne s amsaneesean s nnmaaneeaseranansnnne

D 2 plus 7 years

D 15 years

b Eligible plan year(s) for which the election in ing 418 WaS MAAE .......oceei i ee e

[ ]2008 []2009 []2010 [] 2011




Attachment to 2019 Form 5500
Schedule SB, line 22 - Description of Weighted Average Retirement Age

Plan Name mMeridizn Pediatric Dental Group Defined Benefit Pension 2lan & Trust EIN: 45-514%070
Plan Sponsor's Name  Meridian Pedistric Dental Group, LLC PN: 002
The weighted average retirement age is equal to the normal retirement age of 63 .

List the rate of retirement at each age and describe the methodology used to compute the weighted average
retirement age, including a description of the weight applied at each potential retirement age.



Schedule SB, Part V - Statement of Actuarial Assumptions

Target Assumptions:

Male Nonannuitant: 2019 Nonannuitant Male

Female Nonannuitant: 2019 Nonannuitant Female
Male Annuitant: 2019 Annuitant Male

Female Annuitant: 2019 Annuitant Female

Applicable months from valuation month: 2
Probability of lump sum: 100.00%
Use pre-retirement mortality: No

st 2nd 3rd
Segment rates: 2.79 3.90 4.35
High Quality Bond rates: N/A N/A N/A
Final rates: 3.74 5.35 6.11
Override: 0.00 0.00 0.00

Salary Scale

Male: 0.00%

Female: 0.00%
Withdrawal

Male: N/A

Female: N/A
VWithdrawal-Select

Male: N/A

Female: N/A

Early Retirement Rates

Male: N/A

Female: N/A
Subsidized Early Retirement Rates

Male: N/A

Female: N/A

Name of Plan: Meridian Pediatric Dental Group DB 1
Plan Sponsor's EIN: 45-5149070

Plan Number: 002

Options:

Use optional combined mortality table for small plans:

Use discount rate transition:

Lump sums use proposed regulations:

Actuarial Equivalent Floor

Stability period: plan year
Lookback months: 2
Nonannuitant: N/A
Annuitant: 2019 Applicable
st 2nd 3rd
Current: 343 4.46 4.88
Override: 2.04 3.09 3.68
Late Retirement Rates
Male: N/A
Female: N/A
Marriage Probability
Male: 0.00%
Female: 0.00%
Expense loading: 0.00%
Disability Rates
Male: N/A
Female: N/A
Mortality
Male: N/A
Female: N/A

Page 1

Yes

Yes

Setback
0

Setback

0
0



Schedule SB, Part V - Summary of Plan Provisions

Eligibility Requirements Service/Participation Requirements
Age (yrs) : 21 Definition of years: Hours worked
Age (months) : 0 Continuing hours: 1,000
Wait (months) : 12 Excluded classes: Salaried employee
Two year eligibility : No Other
Earnings
Total compensation excluding : 415 prior to participation
Retirement Normal Early Subsidized Early Disability Death
Age: 63
Service: 0
Participation: 10
Defined: Plan year start
nearest

Benefit Reduction / Mortality table & setback

Male: Actuarial Equivalence Actuarial Equivalence N/A 0

Female: Actuarial Equivalence Actuarial Equivalence N/A 0
Rates - Male: N/A N/A N/A
Rates - Female: N/A N/A N/A
Use Social Security Retirement Age: No REACT Benefits Percentage: 50.00%
Vesting Schedule: 2/20 Pre-retirement death benefit
Vesting Definition: Hours Worked Percentage of accrued benefit: 100.00%

Death Benefit Payment method: PVAB
Annuity Percent Years

Normal: Life only 0.00%
QISA: Joint and contingent 50.00%

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: Meridian Pediatric Dental Group DB PP&T
Plan Sponsor's EIN: 45-5149070
Plan Number: 002

Page 1



Schedule SB, Part V - Summary of Plan Provisions

Benefits
Pension Formula: Benefit formula
Type of Formula: Unit benefit non-integrated
Effective Date: 01/01/2019
Unit type: Percent
Unit based on: Accrual
Maximum total percent: 0.00%
Tiers based on: None
First tier: 0.50% for 1st None
Second tier: None for next None
Third tier: None for remaining yrs
Maximum credit:
Past years: 12
Future years: 99
Total years: 15
Averaging
Projection method: Current Compensation Apply exclusion to accrued benefit: No
Based on: Final Average Annualize short compensation years: No
Highest: 3 Annualize short plan years: No
In the last: 99 Include compensations based
Excluding: 0 on years of: Accrual
Accrual
Frozen: No

Hours worked Fractions based on: N/A

Definition of years:

Accrual credit: Continuing Died Disabled Retired Terminated Precision: N/A
100 100 100 100 100 Limit current credit
to: N/A
Years based on: Participation Cap/floor years: 10
Maximum past accrual years: 0.0000 Cap or floor: Cap
Method: Unit accrual Accrual % per year: 0.00%
Apply 415 before accrual: No

Name of Plan: Meridian Pediatric Dental Group DB PP&T
Plan Sponsor's EIN: 45-5149070
Plan Number: 002

Page 2



Schedule SB, Part V - Summary of Plan Provisions

Benefits
Pension Formula: SH/Pres of McCarty P.A.
Type of Formula: Unit benefit non-integrated
Effective Date: 01/01/2019
Unit type: Dollar
Unit based on: Participation
Maximum total percent:
Tiers based on: None
First tier: $400.00 for 1st None
Second tier: None for next None
Third tier: None for remaining yrs
Maximum credit:
Past years: 12
Future years: 99
Total years: 15
Averaging
Projection method: Current Compensation Apply exclusion to accrued benefit: No
Based on: Final Average Annualize short compensation years: No
Highest: 3 Annualize short plan years: No
In the last: 99 Include compensations based
Excluding: 0 on years of: Participation
Accrual
Frozen: No
Definition of years: Hours worked Fractions based on: N/A
Accrual credit: Continuing Died Disabled Retired Terminated Precision: N/A
1000 1000 1000 1000 1000 Limit current credit
to: N/A
Years based on: Participation Cap/floor years: 0
Maximum past accrual years: 0.0000 Cap or floor: Floor
Method: Unit accrual Accrual % per year: 0.00%
Apply 415 before accrual: No
Frozen Benefits
Fresh Start Date: 12/31/2018 Fresh start approach No wear away
Apply increase to frozen compensation: No Reduce years and/or caps Yes
Selected Formula: N/A by frozen years:

Name of Plan: Meridian Pediatric Dental Group DB PP&T
Plan Sponsor's EIN: 45-5149070
Plan Number: 002

Page 3



Schedule SB, Part V - Summary of Plan Provisions

Benefits
Pension Formula: Other HCE
Type of Formula: Unit benefit non-integrated
Effective Date: 01/01/2019
Unit type: Dollar
Unit based on: Participation
Maximum total percent:
Tiers based on: None
First tier: $1.00 for 1st None
Second tier: None for next None
Third tier: None for remaining yrs

Maximum credit:

Past years: 12
Future years: 99
Total years: 15
Averaging
Projection method: Current Compensation Apply exclusion to accrued benefit: No
Based on: Final Average Annualize short compensation years: No
Highest: 3 Annualize short plan years: No
In the last: 99 Include compensations based
Excluding: 0 on years of: Participation
Accrual
Frozen: No
Definition of years: Hours worked Fractions based on: N/A
Accrual credit: Continuing  Died Disabled Retired Terminated Precision: N/A
1000 1000 1000 1000 1000 Limit current credit
to: N/A
Years based on: Participation Cap/floor years: 0
Maximum past accrual years: 0.0000 Cap or floor: Floor
Method: Unit accrual Accrual % per year: 0.00%
Apply 415 before accrual: No
Name of Plan: Meridian Pediatric Dental Group DB PP&T
Plan Sponsor's EIN: 45-5149070
Plan Number: 002

Page 4



Schedule SB, Part V - Summary of Plan Provisions

Benefits

Pension Formula: Shelley W Ellis DMD PC

Type of Formula: Unit benefit non-integrated
Effective Date: 01/01/2014
Unit type: Dollar
Unit based on: Participation
Maximum total percent:
Tiers based on: None
First tier: $600.00 for 1st None
Second tier: None for next None
Third tier: None for remaining yrs
Maximum credit:
Past years: 6
Future years: 99
Total years: 9
Averaging
Projection method: Current Compensation Apply exclusion to accrued benefit: No
Based on: Final Average Annualize short compensation years: No
Highest: 3 Annualize short plan years: No
In the last: 99 Include compensations based
Excluding: 0 on years of: Participation
Accrual
Frozen: No

Hours worked Fractions based on: N/A

Definition of years:

Accrual credit: Continuing Died Disabled Retired Terminated Precision: N/A
1000 1000 1000 1000 1000 Limit current credit
to: N/A
Years based on: Participation Cap/floor years: 0
Maximum past accrual years: 0.0000 Cap or floor: Floor
Method: Unit accrual Accrual % per year: 0.00%
Apply 415 before accrual: No

Name of Plan: Meridian Pediatric Dental Group DB PP&T
Plan Sponsor's EIN: 45-5149070
Plan Number: 002

Page 5



Schedule SB, Part V - Summary of Plan Provisions

Name of Plan: Meridian Pediatric Dental Group DB PP&T
Plan Sponsor's EIN: 45-5149070
Plan Number: 002

Page 6



SCHEDULE SB Single-Employer Defined Benefit Plan OVB No. 1210:0119
(Form 5500) Actuarial Information 2019

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee This Form is Open to Public
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the I i
Employee Benefits Security Administration Internal Revenue Code (the Code) nspection

Pension Benefit Guaranty Corporation

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

For calendar plan year 2019 or fiscal plan year beginning and ending

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

A Name of plan B  Three-digit
plan number (PN) 4
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
E Type of plan: D Single |:| Multiple-A D Multiple-B F Prior year plan size: |:| 100 or fewer |:| 101-500 |:| More than 500
‘ Part | | Basic Information
1 Enter the valuation date: Month Day Year
2  Assets:
BUMAIKEE VAIUE ..ottt ee ettt e et et et e e et eae et e s e et et et eae e e te s eseseeseae s eae s etensetesseaeanssetennetenneeenea 2a
D ACHUBIAI VAIUE ...t s s se et en e en e en e seen e 2b
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment..........c.ccocovieeeeennnnnd
b For terminated vested PartiCipants................ccoceueieeeeeerireeeeeeeseeeeeeeeesenen e
C FOr active PartiCIPANTS ......c..ueeiiieeeieeiiie ettt e e e e e e e e s inee e e e e e e e e eenee
(o i Y OO T PO
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (D).............ccceevrvvenees |:|
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........ccoiiiiiiiiiie e 4a
b Fur_]ding target reflecting at—r_isk assumpti_ons, but disrege_lrding trs_ansition _rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor...........cccccccceeeviiciiinneneiinnn
D EffECHVE INLEIESE FALE ......o.eeeeeeeeeeeeee ettt ettt ettt e e e e et e e et et e ee et et ete s et eae s eteeneteaseaesnetenneaeseenetenseeens ] 5 %
B TAIGEL NOMMAI COSL.......oovieeeeeeeeceeeeee ettt ettt et e e e et e e et et e et et e s etese et eaeeseteesete s eae e etenseteseenesenseeenn ] 6

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

SIGN
HERE
Signature of actuary Date
Type or print name of actuary Most recent enrollment number
Firm name Telephone number (including area code)
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see |:|
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2019

v. 190130



Schedule SB (Form 5500) 2019 Page2-[ |

Part Il Beginning of Year Carryover and Prefunding Balances

7

(a) Carryover balance

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior
L= 10 PP PP PPPPPPPPPPT

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
D LT 10 PP POPPPPPPP

Amount remaining (line 7 minus line 8)

10

Interest on line 9 using prior year’s actual return of

11

Prior year’s excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year) ..........cccccceveeeeennnnnd

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of L/ J

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEUUPN 1ottt st s st e e s s e e s e e st es e et s e e s eeeten st en e

C Total available at beginning of current plan year to add to prefunding balance

d Portion of (c) to be added to prefunding balance...............coovoveeeeoeeeeeeeeeeeeeeeenn)

12

Other reductions in balances due to elections or deemed elections ..........c.cccccceveeen

13

Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) ..................

Part Ill Funding Percentages

14

FuNding target attaiNMENT PEICENTAGE ......c.coveueueu ittt sttt ettt eb ettt b b s e e b e st E e e b s st e ne b e s e e e e b ehea b e b b et e e e e b b st et b et s b see st

14 %

15

Adjusted funding target attaiNMENT PEICENTAGE ... .....utieitrie ettt bt e bt e e bt e e aa b et e e bbb e e e aae e e e bb e e e ebb e e e s nr e e e aabeeeennnes

15 %

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
N R Vg (o 1ol C=To [N TI =T (=T oL S PP PP

%

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage

............. 17 %

Part IV Contributions and Liquidity Shortfalls

18

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

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

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

Totals »

| 18(0)

18(c) |

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

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

b Contributions made to avoid restrictions adjusted to VAIUALION AL ................ceeeeeveveeereeeeeeeeseeeeeeeeceeee e 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date

.................... 19c

20

Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding Shortfall” for the PrIOr YEAI? ........cooiiiiiiiiie ettt e e e et e e abeeee s D Yes |:| No

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?................ccoceeveveveeerrerereneenenns D Yes |:| No

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

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3) 3rd

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

21 Discount rate:

a Segment rates: 1st segmen;/:0 2nd segmenot/:0 3rd segmenot/; D N/A, full yield curve used
b Applicable month (enter code) 21b

22 Weighted average retirement age 22

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

Part VI [Miscellaneous ltems

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
U E= Tod 1 1 =T o | ST PO TP PO PO P T T RO PPPPPP D Yes |:| No

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

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ D Yes |:| No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHTACHIMENT ...t
Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for @ll PriOF YEAIS ...........coevrviirireieieieiiie et 28
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(LTI R - ) PO PP
30 Remaining amount of unpaid minimum required contributions (line 28 MiNus liN€ 29) ..............cccooeveeeeveveveverenene. 30
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMEI COSE (N8 B).....c...veueeieeeieeieeeteee et e et et et e e et e e et e e ete e et et e e et essete s e et eae et e s e en et et eaese et eaeeseteenetenseteseaeens 3la
b Excess assets, if applicable, but not greater than iNE 31a ............ccceeeeveveieeeireeeeeeee e e eneeeaeen 31b
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallment ..o
b Waiver amortization iNStallMENt ................c.c..cereerereieriieeeeeeeeteteres e
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............cceeeeeriiiiiiieeieneiiins 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUITEMENT ...eiiiieiieiiiiiie ettt e e
36 Additional cash requirement (liNe 34 MINUS INE 35) .........c.cvieurvieieeeeeieeeeesseseee s eees et en s s es s ees e sesnes 36
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
1 o) SRRSO
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, Of NE 37 OVET INE 36) .....cvoveveeeeeeeeeeeeeeeeeeeeeeeeeee et ee e 38a
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ..........c.ccccocuee.... 39
40 Unpaid minimum required CONtribULIONS fOF @l YEAIS ............c.ceeeveivereeeeeeieeeeeeeteeeeeeses et eeses e essessseseaes 40

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41 If an election was made to use PRA 2010 funding relief for this plan:

E STt gL To [0 FC T[T or 1o OSSR

[]2plus 7years [ ]15years

b Eligible plan year(s) for which the election in line 41a Was MAE .............cccveveuereeeeererieeeeeeee e es e e

[ ]2008 []2009 [ ]2010 [] 2011




Attachment to 2019 Form 5500
Schedule SB, line 22 - Description of Weighted Average Retirement Age

Plan Name Meridian Pediatric Dental Group Defined Benefit Pension Plan & Trust EIN: 45-5149070

Plan Sponsor's Name Meridian Pediatric Dental Group, LLC PN: 002

The weighted average retirement age is equal to the normal retirement age of 63 .

List the rate of retirement at each age and describe the methodology used to compute the weighted average
retirement age, including a description of the weight applied at each potential retirement age.



