Form 5500-SF

Department of the Treasury

Short Form Annual Return/Report of Small Employee OB Nos. 2 e
Benefit 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

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

Public Inspection

| Partl | Annual Report Identification Information

For ca

lendar plan year 2022 or fiscal plan year beginning

01/01/2022

and ending 12/31/2022

A This return/report is for:

B This return/report is D the first return/report

D an amended return/report

C Check box if filing under: D Form 5558

D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

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.)

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

D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1a Name of plan

LAKESIDE ANESTHESIA ASSOCIATES PROFIT SHARING PLAN

1b Three-digit
plan number
(PN) » 001

1c Effective date of plan
05/11/2000

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)

LAKESIDE ANESTHESIA ASSOCIATES PLLC

30400 TELEGRAPH RD SUITE 405
BINGHAM FARMS, MI 48025

2b Employer Identification Number
(EIN) 38-3530938

2c Sponsor’s telephone number
248-430-2394

2d Business code (see instructions)

621111

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

LAKESIDE ANESTHESIA ASSOCIATES PLLC

255 W MICHIGAN AVENUE PO BOX 1009 3c

JACKSON, MI 49204

3b Administrator’s EIN
38-3530938

Administrator’s telephone number
517-787-6440

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 6
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 5
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) 5
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
ENAN 100% VESTEA. ... etttk st ekttt e e et er e et ee ek st nh e eke e skt e er ekt eer e e r e e neeneereereenn e

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 DR. STEVEN GREJDA
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
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 (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 6446674 5527128
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 6446674 5527128

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) 81457

(2) Participants......................... 8a(2) 57500

(3) Others (including rollovers).. 8a(3)
b Other iNCome (I0SS)..........oovovoveveeeeeeeeeeeeeeeeeeeeeeeeeeeeerean 8b -1017224
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c -878267
d Benefits paid (including direct rollovers and insurance premiums

to provide benefits) .........occviioiiiiiiiiiii 8d
€ Certain deemed and/or corrective distributions (see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 41279
g Other EXPENSES .....oueiiiiiiiiiieieieee e 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h 41279
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i -919546
] 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 2R 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 500000
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 D Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes 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 Short Form Annual Return/Report of Small Employee OME Nos. 12100110
. Doparment of he Tromaury Benefit Plan
Imomal Revenue Servico This farm is tequired to be filed under sections 104 and 4065 of the Employes Retrement 2022
Dapariment of Lator Income Security Act of 1974 (ERISA), and sections G057(b} and 6058(a) of the Internat
Benielts Seeurity Adminlsration Revenue Code (the Code). T‘g’-" l;?’f;* s Eg“ to
- ublic tngpection
Penaien Baasfl Gusrenly Gorperation » Bomplete all entries in accordance with the Instructions to the Form 5500-SF. i
[ Part] | Annual Report Identification Information
For calandar plan year 2022 or fiacal plan year baginning 01/01/2922 and anding xe/alriez2e
A This retumireport Is for: a single-amployer plan [:[ a tultiple-amployer plan {not mulamployer) (Fllars checking this box must atiach o
list of participaing employer infarmation In sacardance with the farm instructions.)
B “his return/report Is D the fisst return/report D the final retumirepon
' D an amendad returnireport D a short pian year relumirepon (less than 12 tugsnths}
C Chack box If fiing under: [ Form 5558 [ automatic extension U DFVC program
D special extension (enter description)
D tfthis is a retroactively adopted plan permitted by SECURE Act seetion 201, chack here. . ... ... . o 1]
[ Partll | Basic: Plan Information-—enter all requestad information
1a Name of plan 1b Three-digit
LARESIDE ANESTHESIA ASSOCIATES PROFIT SHARING BPLAN plan number
‘ {FN) 001
16 Effective date of plan
65/11/2Q00
23 Plan sponsars name (employer, If for & single-amployer plan) 2b Employer Identification Number
Malling address (inciude room, apt,, sulte ne. and street, or P.O, Box) {EIM38-3530938
City or town, state of provinge, cauntry, and ZIP or fereign postal code {If foraign, sea instructions) % S .
LARESIDE ANESTHESIA ASSOCTATES PLLC & wponsor's telephone nurmier
24B8~-430~2394
30400 Telegraph Rd Suite 405 2d Business code (see Instructions)
Bingham Farms MI 48025 £21111
3a Plan adminlstrator's name and address |_|same as Plan Sponsor. 3b Administrator's EIN
LAKESIDE RANESTHESIA ASSOCIATES PLLC 38-3530338

3¢ Administrator's telaphone number
255 W Michigan Avenue PO Box 1009

Jackson MI 49204 517-787~6440

4 ifthe name andfor EIN of the plan sponsor of tha pian name has changed since the last return/report filed for 4b N
this plan, enter the plan sponsors name, EIN, the plan name and the plan number from the last rafuenfraport,

8 Sponser's name 4d PN
£ Plan Name
5@ Total number of participants at the DEGINAING 0T N8 PIIN YBAT..vuu,..reverssrmmecmrsrresesssssmeessesssoseston s e 5a &
b Total number of participants at the end of the plan year . sessss s e - 5b 6
€ Number of participants with account balances as of the end of the plan yoear {only defined contribution plans sc
complete this tam)...... AR £ s s ARttt 3
(1) Totai number of active participints at the beginming of the PIM YORT........cwmersmrseseerosmesseesies W - [} 6
d(2) Total number of active PARICIRANS 3t the nd O e PIEN YER cvr.vmmesssmenmrmsmsmmsns | SAL) 5
€ Number of participants who terminated employment durlng the plan year with accrued benefits that were less Eg
than t00% vested......... e AL L e VAR 4 oSV b 011 AR AL 1 A Y 0082 E e o 0
Caution: A panatty for the late or incomplete filing of this returnireport will bo assessed unless reasenabie cauge |6 established,
Under panalties of perjury and other penalties set forth in the instructions, | daclare that | have sxamined this retuen/raport, Including, if applicable, a Scheduls
SB or Schedule M8 completert and signed by an enrolied actuary, as well as the electronic version of this stumiraport, and 1o the best of my knowledge and
SIGN:! %E (s é! '4“ Dr. Steven Greida
HERE Signature of plan adminlétrator Date ﬁlgx 3@ Enter name of individual slaning a3 slan administrator
SIGN
Hliiﬁ, Signature of amplayeriplan sponsor | Bate Enter name of individual slaning ¥s empiover or plan sponser |
For Faparwork Reduction Act Notice, see the instructions for Form S500-SF, Form 5500-5!;{22341;2;
. k'

€/2 d 0099626919 << [89156Y98G GUODRY USJBION %01l 82-80-£20¢



