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 12/31/2022
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 D the final return/report
D an amended return/report D 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
SAN DIEGO NERVE STUDY CENTER 401(K) PLAN plan number
(PN) D 003
1c Effective date of plan
01/01/1996
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) 33-0576174
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) X
JONATHAN A. SCHLEIMER, M.D. 2c Sponsor’s telephone number

858-554-1644

2d Business code (see instructions)

9850 GENESEE AVENUE, SUITE 750 621111
LA JOLLA, CA 92037

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 3
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 3
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) 3
€ 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. 08/17/2023 JONATHAN A. SCHLEIMER

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

SIGN Filed with authorized/valid electronic signature. 08/17/2023 JONATHAN A. SCHLEIMER

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 4112237 3610845
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b 0 0
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 4112237 3610845

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) 74579
(2) Participants...............c........ 8a(2)
(3) Others (including rollovers).. 8a(3)
b Other iNCome (I0SS)..........oovovoveveeeeeeeeeeeeeeeeeeeeeeeeeeeeerean 8b -575971
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c -501392
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
g Other EXPENSES .....oueiiiiiiiiiieieieee e 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i -501392
] 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:
2A  2E 2H 2J 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 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)




08/17/2023 THU 12:52 FAX Qooa/00a
SAN DIEGO NERVE STUDY CENTER 401(k) PLAN
33-0576174/003
For Plan Year (1/01/2022 through 12/31/2022

[/We, the undersigned, understand that a 5500 Series filing for the plan listed above must be prepared,
electronically signed and electronically transmitted to the EBSA Electronic Filing Acceptance System

(EFAST).

1/We authorlze Butterfield Schechter LLP to electronically sign the 5500 Series filing on my/our behalf
and to transmit that signed form to EFAST on or before the filing due date.

I/We understand that by granting this authority:

* A manually signed and dated Form 5500-SF that has been provided must be retumed ta Bulterfield
Schechter LLP before they can begin the electronic filing process. I/We will retain a copy of this
manually signed form and any schedules and attachments in the plan records.

v Buiterfleld Schechter LLP will not be responsible for any late filing penalty assessed under ERISA
should I/we not retum the manually signed and dated Form 5500-SF prior to the filing due date,

¢ An elecironic copy of the manually signed and dated Form 5500-SF showing my/our signatures
will be included in the electronic filing and will be posted by the EBSA to the Intemet for public
disclosure.

* Butterfield Schechter LLP will maintain a copy of this written authorization in its records.

* Butterfield Schechter LLP will notify all signers about any inquiries and correspondence it receives
about this filing from EFAST, EBSA, IRS or PBGC,

* Butterfield Schechter LLP shall not be deemed to be a plan fiduciary with respect to this plan solely

aocount of providing the electronie signature and filing of the 5500-SF for the plan year listed

# Iin,
flan&v%? l/ (6 /ZO ?/)7

Date
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Form 5600.SF Short Form Annual Return/Report of Small Employes geeungn
Dupartmant of the Trassury Benefit Plan
oo e 'rn‘is form s raq:g;nd o bo fled (léngrsr gections 104 and 4085 of the Employea Retirement 2022
ncome Security Act of 1974 A), and section 6057(b) and 6058(a) of the Internal
Empioys Beaail Secur Adiisiraion Revanus Coda (tha Cods). T':z;;"; Lﬂp Gpuito
Panakon Bansfil Quereely Oorporaion | w_Gomplete all entries In accordance with the Instructions o the Form 5500-SF.

Emﬁ Annual Réﬁn Identification Information

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
A This raturn/rapor Is for: [ = singte-employer pian [] & multiple-employer ptan (not multiempioyer) (Fllers checking this box must attach
a list of parlicipating emplayer information in accordance with the form Instructions.)
B This raturnfraport la: [:] the first raturn/report [] the final ratum/report
D an amended retum/raport [:I a short plan yaar return/report (less than 12 months)
C Check box if filing under: [#] Form 5558 D aulomatic extenslon D DFVC program
D speclal extansion (onter description)
D Hthis Is o ratroactively adopled plan permitted by SECURE Act section 201, check here ——— D

AL Baslc Plan Informat ter all ragusstad information

1a Name of plan 1b Threedigit
plan humber
BAN DIEGOC NERVE STUDY CENTER 401 (k) FLAN (PN) 003
1¢ Effectiva dale of plan
01/01/1996
2a Plan spohaor's hame {employar, if for a single-employer plan) 2b Employer Identification Number
Mailing Addrass (include room, apl., suite no. and street, or P.0. Box) (EIN) 33-0576174
Cilly or town, state or province, country, and ZIP or foreign posial code (if foreign, ses instructlons)
JONATHAN A. SCHLEIMER, M.D, 2¢ Sponsor's telophone numbor
(B58) 554-1644
2d Businass code (see Instructions)
9850 GENESEE AVENUE, SUXITE 750 621111
US Lh JOLLA CA 92037
3a Plan administrator's name and addross  1X1Same as Plan Sponsor 3b Administrator's EIN

3G Administrator's telephone number

If dfor EIN of tha plan sponsor or the plal ad sl 1 it filed
4 for‘l?nlgf;:m lgmgr lhe plan apgnsorgoname. EIN, Pmnp?aaa'lmn‘anh%sr?«? 3?9 plnr?%et;nhgeﬁ}om Ltlr'g{{gg? - 4b EIN
raturn/raport.
a Sponsor's name Ad PN
€ Plan Name
Ba Total number of pariicipants at the beginning of the plan year 5a 3
b Total number of participants at the end of tha plan year 5b 3
G Number of participants with account balances as of the and of the plan yaar (only defined conlributlon plans 5c
complete this ltem) 3
d(1) Tolal number of active perticipants at the beginning of the plan year 5d(1) 3
d{2) Tolal number of acitve paricipants ot the end of the plan yoar 5d(2) 3
8 Number of participants whe lerminated employment during the plan ysar with accrued benefits that were lese
than 100% vasted il PRI 0

Caution; A penalty for the late or incomplate filing of this return/raport will be assesaed unless reasonable cause Is estoblished.
Under panalties of perury end other penalties set forth In the Instructions, { declare that I have examined this returnirepert, including, If applicable, 2 Schedule

SB or Scheduls MB completed and signed by an enrolled actuary, as well as the electronlc version of this rélurn/raport, and io the best of my knowladge and
belie d completa. 2 e
A\ (VO [T U79] qonamaan a. scuremven
admirjistrator Ds { Enter name of individual signing as plan adminisirator
=) > .\/-8_!![ 7] 222 | sonnwann 2. scazenmER
i€ Slgnature of employef/gfian sponsor Date Enter name of individual signing as emplayar or plan sponsor

For Paparwork Raduction Act \ljaco. s00 the Inatructions for Form 5500-8F. Form 5500-SF (2022)
v. 220413



08/17/2023 THBU 12:52 FAX Qooz/004

e R 5600-SF 2022 Paga 2
Ba Were all of the plan's assets during tha plan year Invested in eligible assote? (Sea instructions.) Xlves [Ino
b Are you claiming a walver of the annual examination and report of an Indepandent qualified public accountant {IQPA)
under 29 CFR 2520.104-467 (Sea Instructions on walver sligibillty end conditions.) w [X]Yes [INo

If you answerad "No" to elther ling 8a or line 6b, the plan cannot use Form 5500-SF and must Instead use Form $500.
¢ Iftha plan Is a defined benefit plan, Is it coverad undor the PBGC Insurance program {sae ERISA section 4021)7 [ClYes [JNo []Not determined

If *Yas" is checked, sntar tha My PAA confrmation number from the PBGEC premium filing for this year . (See |natructions.)
2 Financlal Information
7 Plon Assats and Liabllities (a) Beginning of Yaar {b) End of Year
8 Total plan assels Ta 4,112,237 3,610,845
b Totel plan liabiitles 7b 0 0
¢ Not plan assats (subtract line 7b from ling 78) st 76 4,112,231 3,610,845
8 Income, Expenses, and Transfers for this Plan Year (@) Amount {b) Total
a Contribullons recelved or recaivable fram: T
{1) Employers wmsissn .14 ) 74,578 at&
2) PIrCIDANLS eoveeissneroisissessiobisiaie 1100081 19115054 L1138 0008 4030 b9nbessatsssanwravare 83{2} ; .-. il
{3) Others {including rallovers) Ba(3) : 3
b Other income (loss) 8b {575,971) Vs
€ Total income {add lines 8a(1), Ba{2), 8a(3), and 3b) 8e (501,392
“d_Benefla pald (including direct rollovers and Inauranca premiums L
lo provide benefils) s 8dl S
@ Cerlain deemed and/or correctiva distributions (sse instructions) .| 86 iy
f__Adminlstrative service providers (salarles, fees, commiasions) ... 8t Sl
_f Other expanses .. 8g | D
h Total expenses {add lines Bd, 80, 8f, and 8g)  .eeensnnusmunin | _Bh
Nnt income (joss) (subtract line Bh from lNG BE) _ wwsssisesssss| Bl (501,352)

10  During the pian year: Yoo | No Amount
a Was thare 2 fallure to transmit to the plan any pardicipant contributions within the tme period
described in 23 CFR 2510.3-1027 (See Instructions end DOL's Voluntary Fiductary Corraclion

Progtam) .. rT— . | 104 X
Iy Were there any nonexempl transactions with any party-in-Interest? (Do not Includs transactions

reparied on line 10a.) TR 10b X
¢ Was the plan covered by a fidelity bond? 10c X
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, thal was caused

by fraud or dishonesty? . 10d x

€  Werm any fees or commisslons paid 10 any brokers, agents, or cther persons by an Insurance
cartlar, Insurance service, or other organization that providas some or all of the benefits under

tha plan? (See Instructions.) 108 X
f Hasthe plan falled 10 provide any bansfit whan due under the plan? fren wen | 10f b4
¢ Did the plan have any participant leans? (If "Yas," entsr amount as of year end.) ——————— |
h I this ie an Individual account plan, was thers a blackout parod? (See Instruetions and 20 CFR

2520.101-3,) SP—— - 10h

I If 10h was answered "Yes," chack the box if you elther provided the required nollce or one of the
exceplions to providing the nolice applled under 29 OFR 2520.101-3 s 108




08/17/2023 THU 12:52 FAX @oo3/o0e

Form 3500-8F 2022 Page 3 - | ]

Penslon Funding Compliance

11 Is this a defined benefit plen subject to minimum funding raquiremants? (It "Yes," see instructions and complste Scheduls

lss (Form 5500) and linac 11a and b befow.) if this 1s a defined contribution pemlon phn lsave line 11 blank and complate ] ves Xl Ne
e 0B 12 DOIOW, | svssversrmmesnsssssssepsass s s voine borees ere
a_Enter the unpald minimum faquired contdbutions for all yaars from Schedule S8 (Form 5500) N0 40 wremrens [ 11a |

b PBGC missed contribution reporting requirements. If the plan is covared by PEGC and the amount raported on line 11a Ie greater than $0,
has PBGC been nolified as required by ERISA sections 4043(¢)(5) and/or 303(k){4)7 Chack the applk:d:ln box:

1 ves.
[] Ne. Reporting was walvad under 28 GFR 4043.25(c)(2) bacause contributions aqual to or exceeding the unpaid minimum required contribution
were made by the 30th day aftar the due data.

[C] No. The 30.day period teferenced in 29 CFR 4043.26(c)(2) has not yet andad, and the sponsor Intends to maka a coniribution aqual to or
exceeding the unpaid minimum required contributlon by the 30th day after the due dats,

1 No. Othar. Provide explanalion:

12  Isthis a dafined contribution plan subjact ta the minimum funding requirements of section 412 of the Dode or saction 302 of
ERISA? [ ves [X] No
(if*Yea," complete fine 12a or lines 12b, 12c, 12d, and 12e bolow, aa applicable.) I his Is a defined benefit ponslon plan,
leave line 12 blank and complete line 11 above,

a Ifuwaw-r of the minimum funding standard for a prior year I8 being amorized in this plen year, see insliuctions, and enter the date of the letter

ettt sibise R s« _Manth Day Yaar

Il‘]nu emleted line 12a, complete lines 3, 9, and 10 of smuuln MB (Form 6600), and skip to Ilnn 13.
Enter the minimum required contrbution for this plan year. 12b |

©  Enter the amount contributed by the emgployer to the plan for the plan year . 12¢

d Subtract the smount In line 12c from the arnount inling 12b. Entar the result (anter a minus sign to the left 12d
of a negative amount -

@ Wil the minimum funding amount roeported on Ilna 12d be mat by the funding deadifne? [ ves[J Ne [ nia

1IZ2| Plan Terminatlons and Transfers of Assets

134 Has a resolulion fo terminate the plan been adopted In any plan year? O ves No
If *Yes," enter the amount of any plan assels that reverted to the employer this year 13a

R TR e O B e Dt e L L B

C If, during this ptan year, any assels or flabilltlos ware {ransfesrad from (his pian (o another plan(s), identify the plan(s) 1o
which assets or liabllities were transferrod. (See Instructions.)

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




