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 06/30/2022
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
VINCENT TEAM ORTHODONTICS, INC. CASH BALANCE PLAN plan number
(PN) D 002
1c Effective date of plan
01/01/2018
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) 20-2264302

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

VINCENT TEAM ORTHODONTICS, INC. 2¢ Sponsor's telephone number

801-891-5177

2d Business code (see instructions)

1030 EAST 11400 SOUTH SUITE B
SANDY, UT 84094 621399

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
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. 03/28/2023 SCOTT VINCENT
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 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 453199 0
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 453199 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 -49146
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c -49146
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DENEfitS) ... ...coviviieeiieiiieeeeee e 8d 401290
€ Certain deemed and/or corrective distributions (see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 2763
g Other EXPENSES .....oueiiiiiiiiiieieieee e 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h 404053
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i -453199
] 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:
1A 1C 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? ..o 10c X
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

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)




Form 5500-SF

of the Treasury
Intemal Revenué Service

Short Form Annual Return/Report of Small Employee
Benefit Plan

OMB Nos. 1210-0110
1210-0088

This form is required to be filed under sections 104 and 4065 of the Employee Retirement

2022

income Security Act of 1974 (ERISA), and sections 6057(b) and 8058(a) of the Intemnal
Revenue Code (the Code).

This Form Is Open fo

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

Public Inspection

Annual Report identification information

0170172023 and ending

For calendar plan year 2022 or fiscal plan year beginning

06/30/2022

A This retum/report is for; @ a single-employer plan

D a multipie-employer plan (not multiemployer) (Filers checking this box must attach a

list of participating employer information in accordance with the form instructions.)

[] the first retumireport
D an amended retum/report

B This return/report is @ the final retum/report

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

C Check box iffingunder. %] Form 5558 [] automatic extension [] oFve program
[] special extension (enter description)
D f this is a retroactively adopted plan permitied by SECURE Act section 201, chackhere. .............. » D
Basic Plan Information—enter all requested information
1a Name of pian 1b Three-digit
Vincent Team Orthodontics, Inc. Cash Balance Plan plan number
(PN) P 002
1¢ Effective date of plan
01/01/2018
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Malling address (include room, apt., suite no. and street, or P.O. Box) (EN}20-2264302
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
Vincent Team Orthodontics, Inc. 2 %’:ﬂ‘i‘g; ieleSp]rgn_? nurmber
2d Busi [
1030 East 11400 South Suite B Business code (see Instructions)
Sandy UT 84094 621399
3a Plan administrator's name and address [] Same as Plan Sponsor. 3b Administrator's EIN
3¢ Administrator’s telephone number
4  If the name and/for EIN of the plan sponsor or the plan name has changed since the last return/report ftied 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
¢ Plan Name
5a Total number of participants at the beginning of the PN YEAr ................ccu e s s 5a 9
b Total number of paricipants at the 6Nnd OF e PIAN YE&I............cc..cr....cswswmessssssremssss sessiss sosismsssssss s s oo 5b 0
C Number of participants with account balances as of the and of the plan year (only defined contribution plans Sc
COMPLELE IS IBBIMY. ..o coceceeeriiians e sens st e ees e asd b aer s s s LSS AR A b
d{1) Total number of active participants at the beginning of the PIaN YEar.............cmrecrisimmcse st 5d(1) 0
d{2) Total number of active participants at the end of the PIBN YEAI ..o et §d(2) 0
e Number of participants who terminated employment during the plan year wi accrued benefits that were less Se
than 100% vested.............. 0

Gaufion: A peualty for ihe lats or Incompiets filing of this returnreport will be assessed unless reasonable cause is established.

Under penalties of perjury and cther penalties set forth In the instructions, | declare that | have examined this retum/report, including, if applicable, a Schedule

SB or Schedule MB completed a ned by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
f,
2,28 -2% |Scott Vincent
LY =
Sjgniture of plan administrator Date Enter name of individual signing as plan administrator
i Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor_|

“For Papsrwork Reduction Act Notice, see the instructions for Form 5500-SF.

Form 5500-SF (2022)
v.2204138




Form 5500-SF (2022) Page 2

Ga Were all of the plan's assets during the plan year Invested In eligible assets? (See INSLUCHONS.).uccvwwirerrrerrirsssmmmsasessssrs s E Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified publlc accounlant (IQPA)
under 26 GFR 2520.104-467 (See Instructions on walver eligibillty and condtions.)... Yes [] No

If you answered “No” to either line &a or line &b, tha plan cannot use Form 5500-SF and muat msmd use Form §500.
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ... D Yes @ No |:| Not determined
If*Yes" Is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan ysar, . (See instructions.)

“Part 1. | Financial Information
7 Plan Assets and Liabilities {a) Beginning of Year (b) End of Year
a Total plan assets.... 453,199 0
b Total plan liabllities... reereretirneeneres
C Net pian assets (sublract line 7b from line Ta) 453,199 0
8 Income, Expanses, and Transfers for this Plan Year {a) Amount
a Contributions recelved or receivable from:
(1) EMDIOYBIS oo sz | 82(1)
{2) Participants.... 8a{2)
(3} Cthers (Includl_g;lovers) 8a(3)
b Other iNCOME {IO88).........correerecrernecsessensesa: eeeveeveeeenecsieees | B _ -49, 146}
G Total Income {add lines aa(1) 83(2)Laa(3) and ab) o | B b )
d Benefits paid (lncludmg direct roliovers and insurance premiums
to provide benefits).... - .| 8d 401,290
@ Certain deemed and/or correctlva distributions (see |nstruct|ons). 8e '
f Administrative service providers (salaries, fees, commissions)..... af 2,763}
__g Otherexpenses............... cevserirserniessneeies | 88 el
h_Total expenses (add lines 8d, 8e, 8, andgh... 8h 404,053
I Netincome (loss) {subtract line 8h from fin@ BE).....ooerroon oo 8i -453,199
j Transfers to (from) the plan (6@ INSUCONS) ..covvvocvvssssssssscnsi- - 8

£\ | Plan Characteristics

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1C 3D

b |ifthe plan provides welfara benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructiona:

:| Compliance Questions
40  During the ptan 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 DCL's Voluntary Fiduciary Comrection

PROGIBIMY ¢.vvr v oseessosssosseess s ommscs bbb oo st b Re e TP 10a X
b Were there any nonexempt fransactions with any party-in-interest? (Do not include transactions

reported on line 10a.).... et aasseassiserassesessesseesenssssesssnecassesessrensereessessnsssserss | 10D
€ Was the plan covered by a fidality bond?......cccocciinc i 10
d Did the plan have a loss, whsther or not reimbursed by the pian's fidelity bond, that was caused

Y FrBUG OF GISNONBBYP e v e 10d X

e Waere any fees or commissions pald to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organlzatlon that provldes some or all of the benefits under
the plan? (See instructions.) ... SO wirernnmrneees | 108

Has the plan failed to provide any benefit when due under the plan? 106
10g X

Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ... N
If this is an individual account plan. was there a blackout period? (See instructions and 29 CFR
2520.101-3) ... 10h

i K10hwas answered "Yas check the box |f you either prowded the requlred nalice or one ul' the
excaptions to providing the notice applied under 28 CFR2520.101-3......oreeecirinnnsr i cana 101

=2k -]




Farm 5500-SF (2022) Page 3- | |

i Pension Funding Compliance

11 1s this a defined benefit pian 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 pensnon plan. leave line 11 blank and complete line 12 D Yos @ No
BIOIOW. cooooenooseeeeeesensmssmermenccceecastatss aressanaTas semse e oeoch e ERE AR LSS aeee s eL TR LR eee ML IR TN OO

a Enter the unpald minimum ions for all years from Schedule SB (Form 5500) line 40 ..............ooe..e. 11a

b PBGC missad contribution reporting requirements. If the plan is coverad 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) andfor 303(k)(4)7 Check the applicable box:

Yes.

No. Reporting was walved under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution weare 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 anded, and the sponsor intends to make a contribution equal to or exceading the
unpaid minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation

R o |

12 |8 this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

ERISA? .. [ ves X No
(If "Yes,” oompiete |Ine 123 or lines 12b 12c 12d and 129 below as applicable ) If thls |s a deﬁned beneﬁt penslon plan Ieava Inne

12 blank and complete line 11 above.
a If a waiver of the minimum fundung standard for a prior year is belng amortized in this plan year, see instructions, and enter the date of the letter ruling

granting the waiver. ... Month Day Year
If you completed line 1E comglehe lines 3, s, and 10 of Schedule MB (Form 5500), and sklp to line 13.
b Enter the minimum required contribution for this plan year .. iiressemneariiarrrreeatee it s arrn 12b
¢ Enter the amount contributed by the employer 1o the plan for this plan year ..o s iinsins e 12¢
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus slgn totheleftof a 12d
negative amount) .. s o -

@ Will the minimum fundi _ngLamount reporled on line 12d be met by the fundmg deadiine?...

13a Has a resolution o terminate the plan been adopted In ANY PN YBAI? ... .c..ce.....iceuesissssssrsenss st eees E Yas D No
if “Yes," enter the amount of any plan assets that reverted to the employer this year .. SRR I kT 0
b Were all the plan assets distributed to parllclpants or beneficiaries, transferred to another plan or brought under the @ Yos D No
control of the PBGC? ... ——

¢ If, during this plan year, any assets or Ilabilitlas were transferred from this plan to another plan(s), Identlfy the plan(s) to
which agsets or liabilities were transferred. (See instnictions. )

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




-~5558 Application for Extenslon of Time ONB No. 1645-0212

To Flie Certaln Employee Plan Returns

(Rav. September 2018)
mentofthe T » For Privacy Act and Paperwork Reduction Act Notice, see instructions. Flle With IRS Only
Depart TeAsUry
ntomal Revenus & » Qo to www.irs.gov/FormS558 for the latest information.
Identification
A Name of filer, plan administrator, or plan sponsor {see instructions) B  Filers identifying number {see instructions}
Vincent Team Orthaodontics, Inc Employer identification number (EiN) (9 digits XX-X0G0C000)
Numbesr, sireat, and room ot sufts no. (if a P.O. box, sea instructions) 20-2264302
1030 East 11400 South Suite B Social sacurity number (SSN) (9 digits J00{-XX-X3000
City or town, state, and ZIP code
Sandy, UT 84094
c Plan Pian year ending—
Plan name number MM DD YYYY
. ] 0 0 2 06 30 2022
incent Team Qrthodontics, Inc. Cash Balance Plan

Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

1

] Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series retum/report for the plan listed
in Part 1, C above.

I request an extension of tme until 04 7 15 42023 to file Form 5500 series. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 5500 series.

I request an extension of timeuntit 04 7 15 /2023 to file Form 8955-8SSA, See Instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 8955-8S8A.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if (a} the Form 5558 Is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested; and (b} the date on line 2
and/or line 3 (above) is not later than the 15th day of the 3rd month after the normal due date.

Extension of Time To File Form 5330 (see instructions)

| request an extension of time untit / / to file Form 5330.
You may be approved for up to a 6-month extension to file Form 5330, after the normal due date of Form 5330.

Enter the Code section(s) imposingthetax . . . . . . . . . . . W | a |
Enter the payment amountattached. . . . . . . . . . . . . . . . . . . . . . P> |Db
For exclse taxes undsr section 4980 or 4980F of the Code, enter the reversion/amendmentdate. . . » | ¢

State In detall why you need the extension:

Undapsnalﬁasahy’)ﬂadm tha best of my knowledge and bellef, the statements made on this form are true, comrect, and compiate, and that | am authorized

I éy/ﬁé oater T -5 - = X

/ Cat. No, 12005T Form 5558 Rev. 8-2018)




Form 5500-SF

of the Treasury
Intemal Revenué Service

Short Form Annual Return/Report of Small Employee
Benefit Plan

OMB Nos. 1210-0110
1210-0088

This form is required to be filed under sections 104 and 4065 of the Employee Retirement

2022

income Security Act of 1974 (ERISA), and sections 6057(b) and 8058(a) of the Intemnal
Revenue Code (the Code).

This Form Is Open fo

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

Public Inspection

Annual Report identification information

0170172023 and ending

For calendar plan year 2022 or fiscal plan year beginning

06/30/2022

A This retum/report is for; @ a single-employer plan

D a multipie-employer plan (not multiemployer) (Filers checking this box must attach a

list of participating employer information in accordance with the form instructions.)

[] the first retumireport
D an amended retum/report

B This return/report is @ the final retum/report

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

C Check box iffingunder. %] Form 5558 [] automatic extension [] oFve program
[] special extension (enter description)
D f this is a retroactively adopted plan permitied by SECURE Act section 201, chackhere. .............. » D
Basic Plan Information—enter all requested information
1a Name of pian 1b Three-digit
Vincent Team Orthodontics, Inc. Cash Balance Plan plan number
(PN) P 002
1¢ Effective date of plan
01/01/2018
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Malling address (include room, apt., suite no. and street, or P.O. Box) (EN}20-2264302
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
Vincent Team Orthodontics, Inc. 2 %’:ﬂ‘i‘g; ieleSp]rgn_? nurmber
2d Busi [
1030 East 11400 South Suite B Business code (see Instructions)
Sandy UT 84094 621399
3a Plan administrator's name and address [] Same as Plan Sponsor. 3b Administrator's EIN
3¢ Administrator’s telephone number
4  If the name and/for EIN of the plan sponsor or the plan name has changed since the last return/report ftied 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
¢ Plan Name
5a Total number of participants at the beginning of the PN YEAr ................ccu e s s 5a 9
b Total number of paricipants at the 6Nnd OF e PIAN YE&I............cc..cr....cswswmessssssremssss sessiss sosismsssssss s s oo 5b 0
C Number of participants with account balances as of the and of the plan year (only defined contribution plans Sc
COMPLELE IS IBBIMY. ..o coceceeeriiians e sens st e ees e asd b aer s s s LSS AR A b
d{1) Total number of active participants at the beginning of the PIaN YEar.............cmrecrisimmcse st 5d(1) 0
d{2) Total number of active participants at the end of the PIBN YEAI ..o et §d(2) 0
e Number of participants who terminated employment during the plan year wi accrued benefits that were less Se
than 100% vested.............. 0

Gaufion: A peualty for ihe lats or Incompiets filing of this returnreport will be assessed unless reasonable cause is established.

Under penalties of perjury and cther penalties set forth In the instructions, | declare that | have examined this retum/report, including, if applicable, a Schedule

SB or Schedule MB completed a ned by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
f,
2,28 -2% |Scott Vincent
LY =
Sjgniture of plan administrator Date Enter name of individual signing as plan administrator
i Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor_|

“For Papsrwork Reduction Act Notice, see the instructions for Form 5500-SF.

Form 5500-SF (2022)
v.2204138




Form 5500-SF (2022) Page 2

Ga Were all of the plan's assets during the plan year Invested In eligible assets? (See INSLUCHONS.).uccvwwirerrrerrirsssmmmsasessssrs s E Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified publlc accounlant (IQPA)
under 26 GFR 2520.104-467 (See Instructions on walver eligibillty and condtions.)... Yes [] No

If you answered “No” to either line &a or line &b, tha plan cannot use Form 5500-SF and muat msmd use Form §500.
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ... D Yes @ No |:| Not determined
If*Yes" Is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan ysar, . (See instructions.)

“Part 1. | Financial Information
7 Plan Assets and Liabilities {a) Beginning of Year (b) End of Year
a Total plan assets.... 453,199 0
b Total plan liabllities... reereretirneeneres
C Net pian assets (sublract line 7b from line Ta) 453,199 0
8 Income, Expanses, and Transfers for this Plan Year {a) Amount
a Contributions recelved or receivable from:
(1) EMDIOYBIS oo sz | 82(1)
{2) Participants.... 8a{2)
(3} Cthers (Includl_g;lovers) 8a(3)
b Other iNCOME {IO88).........correerecrernecsessensesa: eeeveeveeeenecsieees | B _ -49, 146}
G Total Income {add lines aa(1) 83(2)Laa(3) and ab) o | B b )
d Benefits paid (lncludmg direct roliovers and insurance premiums
to provide benefits).... - .| 8d 401,290
@ Certain deemed and/or correctlva distributions (see |nstruct|ons). 8e '
f Administrative service providers (salaries, fees, commissions)..... af 2,763}
__g Otherexpenses............... cevserirserniessneeies | 88 el
h_Total expenses (add lines 8d, 8e, 8, andgh... 8h 404,053
I Netincome (loss) {subtract line 8h from fin@ BE).....ooerroon oo 8i -453,199
j Transfers to (from) the plan (6@ INSUCONS) ..covvvocvvssssssssscnsi- - 8

£\ | Plan Characteristics

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1C 3D

b |ifthe plan provides welfara benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructiona:

:| Compliance Questions
40  During the ptan 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 DCL's Voluntary Fiduciary Comrection

PROGIBIMY ¢.vvr v oseessosssosseess s ommscs bbb oo st b Re e TP 10a X
b Were there any nonexempt fransactions with any party-in-interest? (Do not include transactions

reported on line 10a.).... et aasseassiserassesessesseesenssssesssnecassesessrensereessessnsssserss | 10D
€ Was the plan covered by a fidality bond?......cccocciinc i 10
d Did the plan have a loss, whsther or not reimbursed by the pian's fidelity bond, that was caused

Y FrBUG OF GISNONBBYP e v e 10d X

e Waere any fees or commissions pald to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organlzatlon that provldes some or all of the benefits under
the plan? (See instructions.) ... SO wirernnmrneees | 108

Has the plan failed to provide any benefit when due under the plan? 106
10g X

Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ... N
If this is an individual account plan. was there a blackout period? (See instructions and 29 CFR
2520.101-3) ... 10h

i K10hwas answered "Yas check the box |f you either prowded the requlred nalice or one ul' the
excaptions to providing the notice applied under 28 CFR2520.101-3......oreeecirinnnsr i cana 101

=2k -]




Farm 5500-SF (2022) Page 3- | |

i Pension Funding Compliance

11 1s this a defined benefit pian 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 pensnon plan. leave line 11 blank and complete line 12 D Yos @ No
BIOIOW. cooooenooseeeeeesensmssmermenccceecastatss aressanaTas semse e oeoch e ERE AR LSS aeee s eL TR LR eee ML IR TN OO

a Enter the unpald minimum ions for all years from Schedule SB (Form 5500) line 40 ..............ooe..e. 11a

b PBGC missad contribution reporting requirements. If the plan is coverad 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) andfor 303(k)(4)7 Check the applicable box:

Yes.

No. Reporting was walved under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution weare 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 anded, and the sponsor intends to make a contribution equal to or exceading the
unpaid minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation

R o |

12 |8 this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

ERISA? .. [ ves X No
(If "Yes,” oompiete |Ine 123 or lines 12b 12c 12d and 129 below as applicable ) If thls |s a deﬁned beneﬁt penslon plan Ieava Inne

12 blank and complete line 11 above.
a If a waiver of the minimum fundung standard for a prior year is belng amortized in this plan year, see instructions, and enter the date of the letter ruling

granting the waiver. ... Month Day Year
If you completed line 1E comglehe lines 3, s, and 10 of Schedule MB (Form 5500), and sklp to line 13.
b Enter the minimum required contribution for this plan year .. iiressemneariiarrrreeatee it s arrn 12b
¢ Enter the amount contributed by the employer 1o the plan for this plan year ..o s iinsins e 12¢
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus slgn totheleftof a 12d
negative amount) .. s o -

@ Will the minimum fundi _ngLamount reporled on line 12d be met by the fundmg deadiine?...

13a Has a resolution o terminate the plan been adopted In ANY PN YBAI? ... .c..ce.....iceuesissssssrsenss st eees E Yas D No
if “Yes," enter the amount of any plan assets that reverted to the employer this year .. SRR I kT 0
b Were all the plan assets distributed to parllclpants or beneficiaries, transferred to another plan or brought under the @ Yos D No
control of the PBGC? ... ——

¢ If, during this plan year, any assets or Ilabilitlas were transferred from this plan to another plan(s), Identlfy the plan(s) to
which agsets or liabilities were transferred. (See instnictions. )

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




-~5558 Application for Extenslon of Time ONB No. 1645-0212

To Flie Certaln Employee Plan Returns

(Rav. September 2018)
mentofthe T » For Privacy Act and Paperwork Reduction Act Notice, see instructions. Flle With IRS Only
Depart TeAsUry
ntomal Revenus & » Qo to www.irs.gov/FormS558 for the latest information.
Identification
A Name of filer, plan administrator, or plan sponsor {see instructions) B  Filers identifying number {see instructions}
Vincent Team Orthaodontics, Inc Employer identification number (EiN) (9 digits XX-X0G0C000)
Numbesr, sireat, and room ot sufts no. (if a P.O. box, sea instructions) 20-2264302
1030 East 11400 South Suite B Social sacurity number (SSN) (9 digits J00{-XX-X3000
City or town, state, and ZIP code
Sandy, UT 84094
c Plan Pian year ending—
Plan name number MM DD YYYY
. ] 0 0 2 06 30 2022
incent Team Qrthodontics, Inc. Cash Balance Plan

Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

1

] Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series retum/report for the plan listed
in Part 1, C above.

I request an extension of tme until 04 7 15 42023 to file Form 5500 series. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 5500 series.

I request an extension of timeuntit 04 7 15 /2023 to file Form 8955-8SSA, See Instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 8955-8S8A.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if (a} the Form 5558 Is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested; and (b} the date on line 2
and/or line 3 (above) is not later than the 15th day of the 3rd month after the normal due date.

Extension of Time To File Form 5330 (see instructions)

| request an extension of time untit / / to file Form 5330.
You may be approved for up to a 6-month extension to file Form 5330, after the normal due date of Form 5330.

Enter the Code section(s) imposingthetax . . . . . . . . . . . W | a |
Enter the payment amountattached. . . . . . . . . . . . . . . . . . . . . . P> |Db
For exclse taxes undsr section 4980 or 4980F of the Code, enter the reversion/amendmentdate. . . » | ¢

State In detall why you need the extension:

Undapsnalﬁasahy’)ﬂadm tha best of my knowledge and bellef, the statements made on this form are true, comrect, and compiate, and that | am authorized

I éy/ﬁé oater T -5 - = X

/ Cat. No, 12005T Form 5558 Rev. 8-2018)




