Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 0008

Department of the Treasury B en eflt Pl an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2020
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 2020 or fiscal plan year beginning  01/01/2020 and ending 12/31/2020
A This return/report is for: a single-employer plan |:| a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report Dthe final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 |:| automatic extension D DFVC program
D special extension (enter description)
| Part 1l | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
COOLEY MEDICAL EQUIPMENT, INC. 401(K) RETIREMENT SAVINGS PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2007
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) 61-1015690

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

COOLEY MEDICAL EQUIPMENT, INC. 2C Sponsor's telephone number

606-886-9267

2d Business code (see instructions)

1184 SOUTH LAKE DRIVE 621610
PRESTONSBURG, KY 41653-1349

3a Plan administrator’s name and address D Same as Plan Sponsor. 3b Administrator's EIN
61-1015690
COOLEY MEDICAL EQUIPMENT, INC. 1184 SOUTH LAKE DRIVE — -
PRESTONSBURG, KY 41653-1349 30 Administrator’s telephone number

606-886-9267

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 hame 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.............c.ccccveeoveeeeeeeeeeeeeeeee e 5a 50
b Total number of participants at the end of the PIAN YEAT ............ccceueveveveveeeeeeeeeeeee et 5b 43
C Number of paﬁicipants with account balances as of the end of the plan year (only defined contribution plans 5c 19

[odo]aa] o] L= (= (a1 N1 (=] 0 ) PP PP PUPTUUPPPPPTPN
d(2) Total number of active participants at the beginning of the Plan YEar............ccco.ourrrirriireeceneseeeeeeenas 5d(1) 37
d(2) Total number of active participants at the end of the Plan YE&ar ..............cccevrvevieeieeeeeieieeee e, 5d(2) 30
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

ThAN L00Y0 VESTE ...ttt e e e e e e e e e e e e e e e et e e e e e e e eeeeeeteaeaeaaaaaaaeaaaaaaaaaaaeaaaaaaaaaaaaaaaaaaaes

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

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

belief, it is true, correct, and complete.
SIGN Filed with authorized/valid electronic signature. 10/12/2021 KIMBERLY CHILDERS
HERE ) L L L L
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature.
HERE } L o
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 (2020)

v.200204



Form 5500-SF (2020) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtiONS.) .........ccceevviiiiiiiiie i Yes |:| 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.)...........coouiiiiiiiiiiiiie 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 D 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 PIAN ASSELS ....veveeeiiceieieeiieie et 7a 278501 255980
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) .................c.c..oo.... 7c 278501 255980
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ... 8a(1)
(2) PartiCIDANES ... 8a(2)
(3) Others (including rolloVers).............cueceeeccuiiiiieeeiiiiiieeeeeeiins 8a(3)
Other iNCOME (I0SS) ....vveeveeeeeiueeeeeeeee e e e 8b 31500
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 31500
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFILS) ........c.veueeuieeierieeieiieeieieeeeeee et 8d 51385
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 2636
g Other expenses 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 54021
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i -22521
j Transfers to (from) the plan (see instructions)...........ccoccvvveeeeennn. 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2K 2T 3D
b [If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
(e (0T =1 1) I PP PO PP UPTPRPT 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
L= sl lnc=To Mol g I 110 TC I 0= U OO PPPP 10b X
Was the plan covered by a fidelity bond? ... 10c | x 100000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? .....coiiiiii ettt ettt e ettt et e e e b e e e snaeaeannees 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (S INSIIUCHIONS.)......uuiiii ittt e e aaa e 10e X 963
f Has the plan failed to provide any benefit when due under the plan? ..........c.c.ccccoceveeveveveveerrnnnn. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c..cccceevene 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1071-3.) 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 ..........ccoviiiieiniieeniiieiiieeenne 10i




Form 5500-SF (2020) Page 3-| 1

[Part \ | Pension Funding Compliance

11 Isthis 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 D No
L= [0
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... ‘ 1la ‘

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
B RIS A 7 oo oo oo oA e oo e oo oo e e Ao Ao oo e e e e e e e et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aaeaaaaaaeaaaaaaaaas 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. ....eiiiiiiiieieie ettt ettt e e e e e aat bttt aeeaaanbebeaeeaaaansbneeeaeesaannreneen 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 ................ccccvivreeeiererirerereeeeeeeeeeeeeeersseeseesenenens 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoviiiiiiiiiiiiiiiiiic s 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
NEGATIVE @IMIOUNT) .. eiieeiiee et ee ettt e e e ettt e e e e e ekttt et e e e e e ettt e et e e e e 4 st e b e e e e e e aastbe et e aeeaansnesbeeeeessaneneeeeaessannnenres

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.................c.c.c.c.ccccevernrnn... 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? .............ccccoeeveveveveueeeeeeeeeeeeeeeeeeeee e |:| Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year...........cccccccoiiiiiiiiiieniiiiiineeeen. 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 e e ettt e sttt e e sttt e sttt e e s se e e s bbb e e estseeesabseeeasbsbessbseeesabaeesbreeessbneeas

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)




Form 5500-SF

Depariment of the Treasury
Intamat Revenue Service

Departmant of Labor
Empleyee Benefits Security Administration

Penslan Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee OMB Nos. 42000 1o
Benefit Plan
This form is required to be fited under sections 104 and 4065 of the Employee Retirement 2020
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Revenue Code (the Coda). This Form Is Open to
Pubtlic Inspection
» Complete all entries in accordance with the instructions to the Form 5500-SF,

[:Partl ] Annual Report Ide

ntification Information

For calendar plan year 2020 or fiscal plan year beginning 01/01/202C and ending 1273172020
A This returnfreport is for; EI a single-employer plan |:| a multiple-employer plan (not multiemployer) {Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This returnireport is D the first return/report D the final return/report
D an amended return/report |:| a shor plan year return/report {fess than 12 months)
C Check box if filing under: Form 5558 D automatic extension D DFVC program

U

special extension {enter description)

| “Partli. | Basic Plan Information—enter all requested information

1a Name of plan

1b Three-digit

COOLEY MEDICAL EQUIPMENT, INC. 401 (K) RETIREMENT SAVINGS PLAN plan number
(PN} » 001
1C Effective date of plan
01/01/2007
2a Plan sponsor’s hame {employer, If for a single-employer plan) 2b Employer identification Number
Mailing address {include room, apt., suite no, and streat, or P.O, Box) (EINY61-1015690
City or town, state or province, country, and ZIP or foreign postal code {if foreign, see instructions) :
2¢ Sponsor's telephone number

COOLEY MEDICAIL EQUIPMENT, INC. 606-886-9267

1184 SCUTH LAKE DRIVE

PRESTONSBURG

2d Business code {see instructions)

KY 41653-134% 621610

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

COOLEY MEDICAL EQUIPMENT, INC.

1184 SOUTH LAKE DRIVE

61-1015690
3¢ Administrator’s telephone number

FRESTONSBURG KY 41652-1349 606-886-9267
4 [fthe name and/for EIN of the plan sponsor or the plan name has changed since the last retum/report filed for 4b EIN
this plan, enter tha plan sponsar’s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
Ha Total number of participants at the beginning of the plan year 5a 20
b Total number of participants at the 6nd of he PIAN YEAM...e.. st ceserssossse e oeeeesess e sereaesseon 5b 43
€ Number of pariicipants with account bafances as of the end of the plan year {only defined confribution plans 5¢
COMPIBTE TS HBMY. 1 iiiiriiniitiemire s et e e et s en e st e e e s e e s e er e sae s s renaeE e e R et nat e e s 19
d(1) Total number of active participants at the beginning of the PIaN YEaM.....cu.eriiiecrisiesireeeesemseeeessssesseseessens 5d(1) 37
d(2) Total number of aclive participants at the end of the PIAN YEAT ... .. ssisear e ssessress s ereesseessssensos 5d(2) 30
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5a
than $00% VOSIEA ... i ey s eerms s s st s s e e e b e e Rt b et s s heanreRe s beaaebeafeb b b babneaeasobbosbann 0

Caution: A penalty for the late orin

complete filing of this returnireport 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 Schedute
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electroric version of this returnfreport, and to the best of my knowiedge and

behef it lsirue correct, and complete,

%&:Yﬁb‘&f}v\ 7 'ﬁui; T i“?ﬁ VE-Zh

Kimberly Childers

Signature of pla}-l administrator Date Enter name of individual signing as plan administrator

Signature of employeriplan sponsor Data Enter name of individual signing as employer or plan sponsor

For Paperwork Reduction Act Notice, see the instructions for Form 5500-SF, Farm 5500-SF (2020}

v.200204




Form 5500-SF (2020) Page 2

6a Wers all of the plan’s assets during the plan year investad in eligible assets? (S INSIUCHONS. ... rwvercerrrrrcrreereeeeresse s ssenns @ Yes D No
b Are you claiming & 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 conditfons. ... e @ Yes D No

if you answered “No” to either line 6a or line 6b, the plan cannot use Forim §500-SF and must instead use Form 5500,
C [fthe plan is a defined benefit plan, is it coverad undar the PBGC insurance program (see ERISA section 4021)7 ... D Yes D No D Not determined

If “Yes" Is checked, enter the My PAA confirmation number from the PBGGC premium filing for this plan year . {See instructions.}

| Part Il | Financial Information

7 Plan Assets and Liabilities e (a) Beginning of Year (b} End of Year
7a 278,501 255,980

a Tolal plan assels....

IR oo — 7h
€ Net plan assals {subtract ine 7b from Hne 7a).....oeeeoveeeeeeevenn. 7c 278,501 255,980
8 Income, Expenses, and Transfers for this Plan Year . {a}) Amount . (o) Total
a Confributions recefved or receivable from: R v i
(1) EMPIOVETS .oiiiiiicin it ssesss s samreresessssassmessnesresirinssnssnsneas 8a(1)
{2) Participants. ... e e 8a(2)
(3) Others {including rollovers) . s s 8a(3)
B Other INCOME (IOSSY.oo..ceeeeeeeeeeeeeeeeee e eeeeseasesien 8h 31,500 R EI s
€ Tolat income (add fines 8a(1), Ba(2), 8(3), and 8b) 8¢ | oo 31,500

=3

Benefits paid (including direct roliovers and insurance premiums

0 provide Benafits). .. s s s 8d 51,385[.
€ Caertain deemed andfor corrective distributions {see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... &f 2,636
O Other eXpenses. ... ssers s e g
h Total expenses (add lines 8d, 86, 8f, and 8G) ..coverveovecerervvraernnes 8h
i Netincome (loss) {(subtract line 8h from Hne 86)........ccccecrverneerenes 8i

j Transfers fo {from) the plan (see instructions)

“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:
2E 2F 2G 2J 2K 2T 23D
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

8

| 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 fime period
dascribed in 29 CFR 2510.3-1027 (See instructions and BOL’s Voluntary Fiduciary Correction %
LT e = 1 N 410a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions %
reported 0N N8 TOA Yo . oottt ettt e n s s s s s e 10b
€ Was the plan covered Dy a fidelity BOnd? v i s f0c | X 100,000
d Did the ptan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused ¥
by fraud or diShONESIY? i e s 10d
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under ¥ 963
the plan? {See INSHUCHONS.Y i st s 10e
f Has the plan failled to pravide any benefit when due under the plan? ......covrnenrecesnecens 10f X
g Did the plan have any parlicipant loans? {If "Yes,” enter amount as of year-end.} ........cccecceeeeee. | 10g X
h Ifthis Is an individual account plan, was there a blackout period? {See instructions and 29 CFR %
2B20.10T-3.F ctvrevereresceamrmcereresirmst s seesacases et senesmr s anee s emeeb e b s e eSS bbbt b b 10h
i If 10h was answered "Yes," check the box if you either provided the required notice or one of the
axceptions to providing the notice applied under 28 CFR 2520.101-3...cciviiininnnninninnn 10f




Form 5500-SF (2020) Page3-| |

fPartVIl Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes,"” see instructions and complete Schedule SB
(Form 65500} and tines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 B Yes D No
DYBIOM. oot eemrn o s e e s enme e re e b O AL LR LSRR EE R LY LE S AREELE L LR E L E ST E TSy A Syt et et a st nr e
a Enter the unpaid minimum required contributions for all years from Schedule SB {Form 5500) fine 40 .....oveviivrine | 11a I

by 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)7? Check the applicahle box:

D 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 GFR 4043.25(c)(2) has not yst ended, and the sponsor intends to make a contribution equat to or exceeding the
unpaid minimum required contribution by the 30th day after the due date.

D Na. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISAT .o eerecee st rte e emeemsuecebe st teesasaer e b aE b ah e eat e S A A £ EeS S EE £ R e S 4R S AR SRR SRR AR €8RS AR E SRR SRR LR SRR EA SRR E SRS SRR AR R SRS aL SRR e e Rerbereenar e e e b eante [I Yes @ No
{If “Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and compleie line 11 above. .

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letier ruling
GPANHNG ENE WAIVET, 1.vireeeirirrsstises g nse st st snam s st s eeas s s b b e ad s eE 44144 s 04 e 2 s s r s aae s sas st samr s rv s s 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 YEAF .....vc.eeeiveeinienserisriesste e sesessrsmess reessmsssssrserssasesssassens 12hb

¢ Enter the amount contributed by the employer 1o the plan for this plan year ... s e 12¢

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGAUVE SIMOUNEY .o iiiititees sttt st eies s e saesan st ssesrsreaaamsm e s e e 448 E oL ST 4SO 2E 2404 ss e e s smsnmet s sasea sns e st srnm e rabseean

@ Will the minimum funding amount reported on line 12d be met by the funding deadling?.........ciiniinnnnn. D Yas D No D NIA
' Plan Terminations and Transfers of Assefs

13a Has aresoluticn to terminate the plan been adopted in any plan year? .............. e eeeeeree e e s r b RR R s D Yes Ig] No

If "“Yes," enter the amount of any plan assets that reverted fo the employer this year......cceinicnees 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes @ No
COMMIO| OF 18 PBGC ... s ievesresrtersisarnssnsssss st st snis s s sabanassie s sese s sae s imscemsidbr 08§42 S8 1084 L8 AR £ 1 e A A8 sE S b AE s 08 2mmr s s e e naentvanrrEr e st e oneoresns

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 fransfarred. (See instructions.)

13¢({1} Name of plan{s): 13¢{2) EIN(s} 13c{3) Ph(s)




