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

' 1210-0089
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 07/31/2022
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: 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

ADVANTAGE CHIROPRACTIC CLINIC OF GREEN BAY, S.C. RETIREMENT PLAN E’l'jar\:‘)“‘;mber 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) 39-2012689
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) S X
ADVANTAGE CHIROPRACTIC CLINIC OF GREEN BAY, S.C. 2¢ Sponsor's telephone number
920-432-7774
RETIREMENT STRATEGIES, LLC 2d Business code (see instructions)
107 W MAIN ST
2131
LITTLE CHUTE, WI 54140 621310
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 9
b Total number of participants at the end of the PlAN YEAT ...........c.coueueueuieceeeeeeeeeeeeeeeeee e eeeeeaeens 5b
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 .............coccoiiiiiiii 5d(1)
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. 02/09/2023 CHERYL METZLER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L L
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.......cccuuviiiiiiiiieieeee e 7a 947222 0
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 947222 0

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

(1) EMPIOYEIS ..o 8a(1)

(2) Participants...............c........ 8a(2)

(3) Others (including rollovers).. 8a(3)
b Other iNCome (I0SS)..........oovovoveveeeeeeeeeeeeeeeeeeeeeeeeeeeeerean 8b -136184
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c -136184
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DENEfitS) ... ...coviviieeiieiiieeeeee e 8d 809540
€ Certain deemed and/or corrective distributions (see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 1498
g Other EXPENSES .....oueiiiiiiiiiieieieee e 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h 811038
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i -947222
] Transfers to (from) the plan (see instructions) ................cccceeeie 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 2R 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 2510.3-102? (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 250000
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 [0 A PP PP P PP PPPPPPPPPPIN
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

I B |

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

12

Is 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
NEGALIVE GIMOUNT) ... eieiiiiie ettt ettt e e ettt e e e ettt e e s ettt e e e aasseeeeaaameeeeasaasseeaesanneeeaeaannseeeesanneeeasaannreeaean
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..................cccoeveverennene.... 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
CONEIOl OF the PBGIC . ...ttt ettt ettt et et e et es e sttt sh e et e e st t et e ekt ess e et e st et eaneseneeh s e seneabeenenesbeenbeenreenneeas
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)




From:Advantage Chirepratic 19204327784 02/15/2023 13:55 #4894 P.004/0086

Form 5500-SF Short Form Annual Return/Report of Smalt Employee B oS, 1
Daparimant of the Traagury BenEﬁt Pian
fntemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2022
Department of Labor ncome Security Act of 1974 (ERISA), and seclions §057(b) and 6058(a) of the Internal i
Employee Serwity Administration Revenue Code {the Code), This Form is Open to
. . Pubtic Inspection
Pensian Beneht Gusranty Coraoration +_Complete all enlries in accordance with the instructions to the Form 5500-SF.

Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning 01/01772022 and ending 07/31/2022

A This return/repor is for: @ a single-employer plan Da multiple-employer plan (not mulliemployer) (Filers checking this box must atlach a
list ot participating employer information in accordance with the form instructions.)
B This return/repor is D the first returnfreport Ethe final relurn/repart
D an amended return/report @ a shor! plan year returnfreport {less than 12 manths)
C Check box if filing under: D Form 5558 D autornatic extension D DFVC program
D special exlension (enter description)
D i this is a retroactively adopted plan permilled by SECURE Act section 201, check here. . A D
&Ball = Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
ADVANTAGE CHIROPRACTIC CLINIC OF GREEN BAY, S.C. RETIREMENT PLAN plan number
{(PN) P 001
1c Effective date of plan
0:1/01/2007
2a Plan sponsor's name (employer, if for a single-amplayer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and streal, or £.0. Box) (EIN)39~2012689
City or town, stale of province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢c S < 1ol ba
ADVANTAGE CHIROPRACTIC CLINIC OF GREEN BAY, S.C. € >ponsor’s lelephone number

920-432-7774

RETIREMENT STRATEGIES, LLC

107 W MAIN ST 2d Business code ({see instruclions)

LITTLE CHUTE WI 54149 621310

3a Plan adminisirator's name and address @ Same as Plan Sponsor, 3b Adminisirators EIN

3¢ Administralor's telephone number

4 i ihe name andfor EIN of the plan spansor 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 returnfreport.
a Sponsor's name 4d PN
€ Plan Name
58 Total number of participants al the beginning of the plan year, 5a

b Total number of participanis at the end of the plan year. ., [T 5b 0
€ Number of paruc:panls with account balances as of the end nf the plan year (only defned contrlbutuon plans 5¢

comnplete this item).... 0
d(1) Total number of active participants at the beginning of the plan year 5d(1) 8
d(2) Total number of active parlicipants at the end of (Ne PIBN YEAF..............coooooooooeee oo scees e e s 5d(2) 0
e Number of participants who terminated employment during the plan veer wilh accrued benelils that were less 5e b

than 100% vesied ..

Caution: A penalty for the lata or incomplete flhnﬂ of ihis returnlreport wrll be assessed unless reascnab!e cause is established.

Under penalties of parjury and olher penaities set forth in the instructions, | declare that | have examined this returnfreport, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled acluary, as well as the electronic version of this return/report, and to the best of my knowiedge and
bellef it is true egl. and complete,

e m CHERYL METZLER
4
Signature df plan administrator DaieImZaZ; Enter name ol individual signing as plan adminisirator
M -
HREEEEEEEY Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
plan sp ] ploy
For Paperwork Reduclion Act Notice, ses the Instructions for Form 5500-SF. Form 5500-5F (2022}

v.220413




19204327784

02/15/2023 13:56

#4904 P.005/008

From:Advantage Chiropratic
Formn 5500-SF {2022) Page 2
Ba were all of the plan’s assels during the pian year invested in aligible assets? (See INStUCtions ). v, @ 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 inslructions on waiver eligibility and conditions.)........ceeeriv e

if you answered “No" to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500,

@ Yes D Ne

If the plan is a defined benefil plan, is it covered under the PBGC insurance program (see ERISA section 4621)? ... | Yes No Nat determined
|

if "Yes” is checked, enter ihe My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions }

Financial Information

7 Pian Assels and Liabilities (a) Beginning of Year {b) End of Year
B TOl PlAN BSSEIS e e sessers oo 247,222 0
b Total plan BDilHIes ww......oocovocosmiirre oo 7b
€ Net plan assels (sublracl iine 75 from line 7a).........ocooovceervnn... 947,222 0
8 Income, Expenses, and Transfers for this Plan Year {a) Amount b) Total
a Contributions received or receivable fram:

(1) EMPIOVETS o.ovirietiee e e eae e

{2) Parlicipants............cocvnvemnennnnne....

{3) Others (including rolloversy..............,

b _Other incoms (1088)........ccooor.ooo...

4]

Tolal income (add lines &a(1), Ba(2), 8a{3}. and Bb)_..

Benefils paid {including direcl rallovers and insurance premiums
to provide benelils). ..................... .

Certain deemed and/or corrective distributions (see instruciions),

Administrative service providers (salaries, fees, commissions).....

g Other expenses......c..uvvseeeeicrerecncenn..

i

811,038

-547,222

e

2E 2F 2G 23 2R 2T 3D

If the plan provides pension banefits, enter the applicable pension fealure codes from the List of P

lan Characteristic Codes in the instructions:

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

'_ Compliance Questions

During the plan year:

Yes | No Amount

A Was there a failure to transmit fo the plan any participan! contributions within the time period

described in 28 CFR 2510.3-1027 (See instructions and DOL's Vaoluntary Fiduciary Correction

B OBIAM) ettt et oottt oo e 10a X
b Were there any nonexempt transactions wilh any party-in-inlerest? (Do not include transactions

@pOred On B F0R.) oo iiriisicicceececeeet v cees st entent e e e reeeeesnenees | 10 X
€ Was the plan covered by & fidelily DONO? ..........ccoovuuriremsicossie oo e sss et eeeee o 10¢c | X 250,000
d Did the plan have a Ioss, whether or not reimbursed by the plan's fidelity bond, that wes caused

DY FaUG OF GISTOMESY? - ooorverrimreriieeer oo o neenress e neeens e ssesss s s st e 10d X
€@ Were any fees or commissions paid to any brokerss, agents, or other persons by an insurance

carrier, insurance service, or ather organization that provides some ar all of the benefits under

the: plan? {SEe iNSIUCHOMNS. ) cc.orvveecvoerrereeeeieceeeeieeeee s eses e et e eesseeee e 10e X
f Has the plan failed to provide any benefil when due under the PIENT i 10f
9 Did the plan have any participant loans? (If “Yes," enter amount as of year-end.} ..., 10g
h ifthis is an Individual account plan, was there a biackout period? (See instructions and 29 CFR

2520.101-3.) ...... TS BT X
i If 10n was answered "Yes,” check the box if you either provided tha required nolice or ane of the

exceplions fo providing the nofice applied under 28 CFR 28201013 .o oo | 403




From: Advantage Chiropratic 192043227784 02/15/2023 13:57 #4994 P.0OQG/006

Form 5500-5F {2022} Page 3-

Pension Funding Compliance

11 Is this a defined benefil plan subject te minimum funding requirements? {Ii “Yes," see instructions and complele Schedute SB
(Form 5500) and lines 11a and b below.) If this is a defined contribulion pension plan leave line 11 blank and comp!ete line 12 D Yes D No
below.. e n—————— R

Enter the unpaid minimum required coniribulions for all years from Schedule SB (Form 5500} line 40 ............ [ 11a I

o &

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

Yes.

No. Reponing was waived under 28 CFR 4043,25(c)(2) because conlributions equal to or exceeding the unpaid minimum required contribution were made
by the 30th day after the due dale.

No. The 30-day period referenced in 28 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends fo make a contribution equal to or exceeding the
unpaid minimum required contribution by the 30th day after the due date.

D Na. Ofher. Provide explanation

L S

-

12 15 this 3 defined conirbution plan subject Io the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? ... D Yes L)g No
(If "Yes," compleie Ima 12a or I|nes 12b 12c 1?_d and 12e beluw as appl:cable ) Iflh:s isa dafned benem pensmn plan ieave Ime
12 blank and complete line 11 above.

a i a waiver of the minimum lunding standard for a pr‘lur year {s being amoriized in this pian year, see instructions, and enter the date of the lelter ruling
granting the waiver, .. Manth Day Year

If yau completed line 12a, cumplete lines 3, 9, and 10 of Schedule MB (Form 5500) and skup to line 13.

b Enter the minimum required contribution for this PIAN YBAT Lot ctaaa it eanece s s paar e e s s aaa et b e b bbbt st b aaarres 12b

€ Enter the amount contributed by the employer lo the plan for this plan year .. 12c

d Subtract the amount in line 12c from Lhe amount in line 126. Enter the result (anter a minus sign o the leftof a 12d
negalive amount) | 5 ..

€ Wil the minimum funding amount reported on line 12d be met by the funding deadlingT.....cu. o .oeeereeeeeeeereeeereeeen, D Yes D No I[:I N/A

Plan Terminations and Transfers of Asseis
D Yes No

13a Has a resolution to terminate the plan been adopled in any PIBN YEAIT .....ccvivirvne e s vecere s .

i *res,” enter Ihe amouni of any plan assels thal reverted to the employer IS Y8R .............c.covvieeeeriseresens e 13a

b Were all the plan assels distribuled lo participants or beneficiaries, fransferred to another plan, or broughl under the D Yes @ No
CONIIDl Of the PR G Y i it it ettt e et m e e cas et e et aasaessenansstaesmnssessenmtesrnmaeesresnsssreans

€ If, during this plan year, any assels or liabilities were transferred from this plan lo another plan(s), identify the plan(s) to
which assels or liabilities were transferred. {See instruclions.)

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




