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

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

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning  01/01/2022 and ending 10/24/2022
A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report the final return/report
D an amended return/report a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ............. » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
HEALTHY PETS OF ROME HILLIARD 401(K) PLAN plan number
(PN) D 002
1c Effective date of plan
10/01/2018
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) 31-1651746

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

HEALTHY PETS OF ROME HILLIARD 2¢ Sponsor's telephone number

614-204-0864

2d Business code (see instructions)

2194 HILLIARD ROME ROAD
HILLIARD, OH 43026 541940

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

3c Administrator’s telephone number

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

C Plan Name

5a Total number of participants at the beginning of the PIAN YEar................ccveveveveeeeeieceeeeeeeeeee e 5a 27
b Total number of participants at the end of the PlAN YEAT ...........c.coueueueuieceeeeeeeeeeeeeeeeee e eeeeeaeens 5b 0
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 0

COMPIETE TIS IEEIM) ...ttt et b e et e et e et e et e et e e e st e e b e e ninee s
d(1) Total number of active participants at the beginning of the plan Year ............c..cccc.cceveueeeeeeereeeseee e, 5d(1) 25
d(2) Total number of active participants at the end of the plan Yar..............cc.c.cvevevcueveeecceeeeee e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

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

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

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

SIGN Filed with authorized/valid electronic signature. 01/14/2023 MICHAEL KELLEHER, TRUSTEE

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

SIGN Filed with authorized/valid electronic signature. 01/14/2023 MICHAEL KELLEHER, TRUSTEE

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2022)

v.220413



Form 5500-SF (2022) Page 2

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

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

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSetS.......ccuiiiieieiiieieeee e 7a 443846 0
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 443846 0

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

(1) EMPIOYEIS .c.viieeieieiieeee e 8a(1) 33922

(2) Participants......................... 8a(2) 71599

(3) Others (including rollovers).. 8a(3)
b Other iNCome (I0SS)..........oovovoveveeeeeeeeeeeeeeeeeeeeeeeeeeeeerean 8b -108215
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c -2694
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DENEfitS) ... ...coviviieeiieiiieeeeee e 8d 18730
€ Certain deemed and/or corrective distributions (see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other EXPENSES .....oueiiiiiiiiiieieieee e 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h 18730
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i -21424
] Transfers to (from) the plan (see instructions) ................cccceeeie 8j _422422

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

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction
PrOGIAM) ... .ottt ettt ettt ettt e 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
(=TT T Yo e o 11T - U OO 10b X
C Was the plan covered by a fidelity bond? ... 10c | X 45000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ... 10d X
@ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the plan? (S INSIIUCHIONS.) ........ii ittt 10e X
f Has the plan failed to provide any benefit when due under the plan? .............cccococoeveieeeee 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ......................... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.107-3L) o e 10h 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..........c.ccceiiiiiiiiiiiiciicce, 10i




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

[Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes |:[ No
oL (o T PP PP TP TP T PP T TP TP TP P PP PP P PP TP PP TP PP TP PP PP PP TP PP TP PP TP PP PP P PP TP PO PP PP P TP PP P P PP PP PPTPPPPTRPPN
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40..................... l 1lla ‘

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
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

I B |

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

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
Granting the WaAIVET. ....coouuiiiiiiie et e et e e e ettt e e ettt e e ettt e e e e e e e e eaneeeas Month Day Year

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

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

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

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
negative amount)

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

‘Part VI | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @Ny Plan YEar? ............c.ccoceovoeieeeeeeeeeeeeeeeee e Yes D No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............c.ccocoiiiiiiiiiiiiniine 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Yes D No
[ole]pYige) et 1 AN d = T O T P P P PP PP PPPPPRTIRt

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)

HEALTHY PETS OF OHIO, INC. 401(K) PLAN 31-1651128 001




Form 5§500-SF | Short Form Annual Return/Report of Small Employee OMBNos 22100110
Dapariment of the Treasury Benefit Plan : ol
Intomel Reweruss Senice | - This form is required to be filed under sections 104 and 4065 of the Employee Retirement | 2022
Deparimend of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal
Employes Beriefis Sectaty Admi Revenue Code (the Code). T‘gf‘:l?";‘ ;sp g}%":ﬂm
P , , : c In ;
Pension Corporath » Complete ali entries in accordance with the instructions to the Form 5500-SF.
{_Partl [ Annual Report Identification Information o
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 10/24/2022
A This retumireport is for; @ asingle-employer plan - D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
; e list of participating employer information'in accordance with the form Instruclions.)
B This retumireport is [] the first retumvreport ] the final return/report

an amended return/report @ a short plan year rétum/report (less than 12 months)

C Check box if filing under: D Form 5558

D special extension {enter description)
D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here.. ..., vuis o e 5 D

D automatic extension D DFVC program

| _Partli [ Basic Plan Information—enter all requested information

1a Name of plan ; ;
HEALTHY PETS OF ROME HILLIARD 401(K) PLAN

1b  Three-digit ,
plan pumber |

(PN) b 002

| 1c Effective date of plan

10/01/2018

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
HEALTHY PETS OF ROME HILLIARD

2194 ‘HILLIARD ROME ROAD

‘HILLIARD OH 43026

2b Employer Identification Number
(EIN)31-165174¢6

2c Sponsor's telephone number
614-204-0864

2d Business code (see instructions).

541940

3a Plan administralor’s name and address [x| Same as Plan Sponsor.

3b Administrator's EIN

3¢ Administrator's telephone number

4 |fthe name and/or EIN of the plan sponsor or the plan name has changed since the last returnlrepon 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‘riumber of participants at the beginning of the plan year...........c.eu . 5a : : : 27 :
b Total number of participants at the end of the plan year. ; 5b. , 0
€ Number of participanis with account balances as of the end of the plan year (only defined contribution plans 5¢ S
‘complete this ifern) A i , ; , : , o
d(1) Total number of active participants at the beginning of the plan year, 5d(1) | - 25
d(2) Total number of active participants at the end of the plan year , 5d(2) S 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less | 5e e ; P
than 100% vested........ ' : ; 0

Cautlon: A penalty for the late ar incomplete filing of this return/report will be assessed unless reasonable cause Is established,

Under penalties of perjury and other penalties sel forth in the Instructions, | declare that | have examined this retumireport, including, if applicable, a Schedule
§B or Schedule MB completed and signed by an enrolied actuary, as well as the electronic version of this return/report, and lo the best of my knowledge and
lete., :

belief, it is true, @‘4 rrect, and complele

sioN  |[FFPF : /- /%+ 23 |MICHAEL KELLEHER, TRUSTEE

‘HERE Signature of plan administrator Date | Enter name of individual signing as plgn administrator

SIGN k- /. /¢4/. 23 |MICHAEL KELLEHER, TRUSTEE

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. k . Form 5500-SF (2022)

v.220413



Form 5500-SF(2022) Page 2

B6a Were all of the plan’s assets during the plan year invested.in eligible assets? (See instructions.)........, Cereatensapeesnesns eneees E Yes D No
b Are you claiming a waiver of the annual examination and repart of an independent qualified public accountant (IQPA) — S
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.) K ves D No

{f you answered “No” to elther line 8a or line 6b, the plan cannot use Form 5500-SF and must instead use Form §500.
C Ifthe plan is & defined benefit plan, Is it covered under the PBGC Insurance program (see ERISA section 4021)7...... D Yes D No D ‘Not determined
i "Yes" Is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year, x - (See instructions.)

| Partlll | Financial Information
7 Plan Assets and Liabilities

() Beginning of Year (b) End of Year

a Total plan assets 7a 443,846 L 0
b_Total plan liabiltes......... i 7b - G ‘
C_Net plan assets (subtract line 7b from line 7a)......u..cuew: i 7c 443,846 , -0
8  Income, Expenses, and Transfers for this Plan Year o {(a) Amount __(b) Total
a Contributions received orreceivable from: DI
(1) _Employers o | 8a(1) 33,9221 o oo s b
(2) Parlicipants : iivvere . 8a(2) T1,599) Frin i
(3)_Others (including rolfovers).. e e 8a(3) ; Dot e
b Ol ncome (068).c. o s ST R
€ _Total Income (add lines 8a(1), 8a(2). 8a(3), and 8b).....ccooruweee | B¢ S ‘ _ -2,694
d Benefiis paid (including direct rollovers'and insurance premiums CREEE LA i
to provide benefits)...... veesase 8d 18,730
e Certain deemed and/or correcttve distributions (see instructlor\s). 86
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other expenses ~ 8g
h Total expenses (add fines 8d, 88, Bf, ANd B)............ccoemmersercreerees 8h
i Netincome (loss) (subtract line 8h from line 8C)......c.eresvinese v - R -
] Transfers to (from) the plan (see lnslmctions).. - 8) ~422,422
{ 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 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 fallure 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
PROGIAIMY 1ivvivesisimisniseirssesiummsssssessssiossisasestsrasisiassasnsssaessasss issstassarsssssssses 10a X
b ‘Were there any nonexempt transactions with any party~in-mterest? (Do not include transactions o
reporied on line 10a.) eversre s g bt et Ve v aY SR cRNbbe e hd g eaneheabensrensbee sraeatr wvie s ainnens PRI 10b X :
C Was the plan covered by a fidelity bond? . 10e | X 45,000

d Did the plan have a loss, whether or not retmbursed by the plan’s fidelity bond, that was caused ) %
by fraud or dishonesty? 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

the plan? (See instructions.) 3 10e X
f Has the plan failed to provide any benefit when due under the p\an? .............. rressisrane s RN 101 X
g Didthe plan have any parﬁclpant loans? (If "Yes," enter amount as of year-end.) .....o.iemeinen -] 10g. X
h It this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.093) covvveevevreeversreeoreeeetertress e eseereesesossorsoressssoeesenesmresssresesreeseons S S 10h X

if 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions te providing the notice applied under 28 CFR 2520,101-3...cciviveiivene e 1101




Form 5500-SF (2022) Page 3-{ ‘ ]

{Part Vi I Pension Funding Comp!iance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see Instructions and complete Schedule SB s : :
(Form 5500) and lines. 11a and b helow.) If this is a defined ccntrihution pension plan, leave line 11 blank and complete !Ine 12 e D Yes D No
DBIOW. ottt ries i s eabesesesaensees basansetsismrne :

a  Enter the unpaid minimum required contﬂbutions for all years fmm Schedule SB (Form. 5500) line 40 ........ ] 113 l

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) andlor 303(k){4)? Check the applicable box:
Yes.

D No. Reporting was waived under 28 CFR'4043,25(c)(2) because contributions equal to or excaeding the unpaid minimum required contribution were made
by the 30th day after the due date.

No. The 30-day period referenced in 20 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contrlhuﬂon equal 1o or exceeding the:
unpald minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation _

12  is this a defined contnbution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

ERISA? ..

(If “Yes," complete line 12a or lines 12b, 12c, 12d,  and 12e below, as applicable.) If thisis a defned benefit pension plan, leave line D Yes @ No
12 blank and complete line 11 above.

a Ifawalverof the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the let!er ruling
granting the walver. . :

Month Dav R Yaar
if you complated line 123, camplete lines 3, 9, and 10 of Schedula MB (Form 5500), and skip to lina 13. S
b Enter the minimum required contribution for this PIan Year .. , 12b
C _Enter the amount contributed by the employer to the plan for this plan Year ..........cewecermeriereens seinssisecosasasenses 12
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result {enter a minus sign to the lefl of 2  42d ,
negative amount) : ,
@ _Will the minimum funding amount reported on line 12d be met by the funding deadling?..................... [|Yes [|nNo []NA
Part VIl | Plan Terminations and Transfers of Assets : -
13a Has aresolution to terminate the plan been adopled inany plan year? . ; @ Yes D No .
If "Yes," enter the amount of any plan assets that reverted to the employer this year. iesvin % 0

b Were all the plan assets distributed to parﬁclpants or beneficiaries, transferred to another plan, or brought under the Yes D No
control of the PBGC?.... L NI RO PTIcH U T O SO O = ;

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

13c(1) Name of plan(s): 13¢(2) EIN(s) -+ 13c(3) PN(s)
Healthy Pets of Ohio, Inc. 401(k) Plan 31-1651128 001

..........




