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

! 1210-0089
Department of the Treasury B en eflt PI an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2023
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.

| Part| | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending 12/31/2023

A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans 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 D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, ChECK NETE ................ccuiveuiuiiiciiieieicteeteeee s 4 D
E 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 plan number
INTERVENTIONAL PAIN CARE, L.L.C. 401(K) PLAN (PN) P 003
1c Effective date of plan
01/01/2017
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 26-4533363
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) > s teleoh b
INTERVENTIONAL PAIN CARE, L.L.C. C Sponsor's telephone number

636-326-4414

2d Business code (see instructions)

60 BUSINESS PARK DRIVE
SUITE A 621111

TROY, MO 63379

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

3C Administrator’s telephone number

4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor’'s name
C Plan Name

5a Total number of participants at the beginning of the PIaN YEar ................ccceueuereeeeeeeeeeeeeeeeees e 5a
b Total number of participants at the end of the PIAN YE&I...........c..c.cvcuereeuerreeeeeeeeeeee e 5b 0
C(l) Number of participants with account balances as of the beginning of the plan year (only defined 5C(1) 8
contribution plans complete this ItBIM) ..........cocuiiiiiii e
C(2) Number of participants with account balances as of the end of the plan year (only defined
o e 5¢c(2) 0
contribution plans complete this ItBIM) ..........oiiiiiiiii e
d(1) Total number of active participants at the beginning of the plan Year............c..cccocceeeveeviruerereereeeennnss 5d(1)
d(2) Total number of active participants at the end of the plan YEar..............ccccceveveirereesieieeeses e 5d(2)
€ Number of participants who terminated employment during the plan year with accrued benefits that
5e 0
Were 1€SS than L0090 VESTEA. ... .uiiiiiiiiit itttk ss e et e e st e e bt e sb s e asneesbnesireebeeesreeabeesineas

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. 02/01/2024 SURESH KRISHNAN MD
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 02/01/2024 SURESH KRISHNAN MD
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 (2023)

v. 230707



Form 5500-SF (2023) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.)...........ccocvvviiiiieiiiinienic e Yes I:I 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.)..........c.ccccviiiiiiieiie 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.)

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 110904
b Total plan liabilities.................c..covevvreeeeereeeeeseeeereeeeseeeerernen 7b 0
C Net plan assets (subtract line 7b from line 7a)..............cccccccveenn. 7c 110904 0
8 Income, Expenses, and Transfers for this Plan Year (2) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..o senennesenesnsnnas 8a(1) 0
(2) PartiCIDANS. .........cvveceeeeeeeeeseseereeesieseseesesestesesessenessessessenesseneens 8a(2) 10437
(3) Others (including rolloVers)............ccuuueecuveeciiieecieeeeieeeeaeans 8a(3)
D Other iNcome (10SS)........ccueveeuereeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 8b 9438
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 19875
d Benefits paid (including direct rollovers and insurance premiums
10 PrOVIAE DENEFS).......o.veveeeeeeeeeeeeeeseeeeseseeseerenesesennsnene 8d 129569
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 1210
0 Other EXPENSES.....ccuiiiiiiiiiiiiiiii s 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)..........c..c..ccc..o......... 8h 130779
i Netincome (loss) (subtract line 8h from line 8c).......................... 8i -110904
j Transfers to (from) the plan (see instructions) 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 23 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? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program)..............cc.coc... 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported 0N lNE L08.)......cc.oiiiiiiiiiiiiiii e 10b X
C Was the plan covered by a fidelity bond?..............ccocoiiiiiiiii 10¢c X
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
DY fraud OF AISNONESLY? ..ottt 10d
€ 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 X
the Plan? (S INSITUCTIONS.) ......ocuiiiiiitii ittt 10e
f Has the plan failed to provide any benefit when due under the plan? .........ccccccoovoverreeereerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ................c....... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X

2520.000-3.) 1ttt b bt b e h ettt ettt ettt 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.........ccccccceiviiiiiiiiiiinicneeee. 10i
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IPart \ | 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
DBIOWV. ..ttt ettt e ea et £ eeh bt e eh £ e sl £ € et £ e eht € et £ e eh b€ £ R £ e eE £ e oAt £ e eEE € eeE £ e e s L eat e ettt eer e et e e ehneenreenereenn s

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 .... . | 1lla |

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

D Yes.

D 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.

D 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.

D No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
SR IS N ST PSSRSO PV POTURUPPPRPROPN
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave D ves No
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
GraANTING the WEAIVET. ...eiiiiiieiieii ettt ettt ettt e ke e sttt es e st e sht e e bt e esn e e bt eesbeeabeesbneebeesbnesnneens 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 PIAN YA ...........ccoiieviieeeeeeieeeeeee et 12b

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

d Subtract the amount in line 12c¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEQALIVE @IMIOUNE) ...eiiiitiee it ettt ettt ettt e ettt e e ettt e sttt e e s bt e e aas e e e ss e e £ e et b e e e aat s £ e e abs e e e eabeeesambeeeasseeeanreeesnnreeessnnes

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

Part VII Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any PlaN YEAI? ................cceueueiieeeeereeeee e Yes D No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Yes D No
[ode ]l i o] o) e =Y ol =T T P PP PP PPPPPPORt

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)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules?[ | Yes [X] No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).
Design-based safe harbor method

D “Prior year” ADP test
D “Current year” ADP test

[] nA

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06 / 30 / 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q703732A,
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wuntmm Benefit Plan N ——
This form Is required to be filed under sections. 104 and 4065 of the Employee Retirement - ..2023
income Securify Act of 1974 (ERISA), arit seclion 8057(b} and 6056(2) of the Internal R
© Revenuo Code (the Code). 4. “This Form s Open to.

Public inspection.
# Complate all entries In accordance wﬂh ﬂ‘w Instmczfcns 1o the Form §500-SF. )
Aﬂnual Repart Identification lnformation _ —
n year 2023 or fiscal plan year b a1y 01/2023 end ending T13/3172023 .

A This setumiraport _3s for: @ B single-employer plan [] a mu!ﬂpl&amployer p!an {riot muﬂfempfoyer) (Pensioﬂ p¥ars fers checking this ox,
must attach Schedule MEP. Other plans must attach a list of participating employer
Infermation In aceordance with the form instiuctions.}

B Thigretumfreportfs: - l the first retumireport @ the.finat retumvrepont
Lol [[] en amendedretumireport [ ] 2 short plasi year returnireport (less than 12 months]
C Check box if fillng under: Form 5558 g -gutomatic extenston g O_Ffvfc-pragam
spocial extension {enter description) : :
ﬁ lfths pishisa oolies:ﬁvelyvbargln plan, check here - aamers srosssebseermrenser "H
E If this!s a retmacﬁve}y sdep!edpian permlt:ed hy SECURE Acl section 201 cheek hera - W
1a Name: of plsn : - e T 1b Thrsa%—dkgn
-plan-nismber
I!H'BRVEN’IIORAI. PALN CARE, L. L C. 401L{K) PLAN {PN) b 003 .
1¢. Effective date of plan
i ) . . . 01/01/2017
2a Pian spcnsm‘s name. (ampioyer ffora single-amployer pian) B ' - 2b Employer dentification Numbar
Mafing Address {Include room, apt., suite no. and streef, or .0, Box} : ('Eﬂsio yzsw 4533363
City oftwm. state.or pravince, country, and ZIP o fnresgn postal code. (if forelgn. see Instructions) e .
Immzmn Pm CARE, L.L.C. = . _ _ _ , _ 2¢ Sponsor's telephorie number
.. {636} 326-4414 .
' 2d Business code (See instrictions)
&0 Businesa Park Drive : 621111
Suite B
U8 Troy WO 63379 . : .
33 Plan administratar's name and address  1X|Same.as Plan Sponsor 3b Administrator's EiN-
"3¢ Adminisirator's telephone number
4 e nare and’cr 5IN of the-plan sponsor or the pfan name has changed since tha last mtumlraport Ried | 4b BN -
- .tor%h ;ﬂan! enter the plan sponsors name, EIN; (e plan name and tha plan.number fomithe la R itniliinik:
a Spmsm‘snam o . - [4dEN
€. PlariName . .
Ba ‘Tolal numbier of paticipants at the beginning of the planyear  wrw oreroree : _' : i | Ba |0 ' 8
‘b _Total number of participants.at the end of ths plan year - ecewm— . N SO &
c{'!) Number of pariisipants with account balances a8 of tha-beg nning of the pfan year (aniy deﬂnad : 1 5¢ {-1)‘: ' ' A
contribution plans complete this item) , - « it SN _
¢{2) Numberof participants with account balances as of tha snd of the p!&n year (anly deﬁnecf _ : 5¢{é)' f s E
contribution pians eompfete h‘ﬁsﬂem} - . dnismserimemsnisiions L0 7 1 o
{1} Totat nimber of active parﬁcipams at the beglnntng of the plan yaar : SI— sasion 1 Sd{i)} 1 8
d{2} Total number of active: paﬁidpants at the end of the plan year 1 5;f(2) 1 9
6 Number of participants who larminaled emp!oymem duﬁng the plau yaar wlth awuad beneﬁis that S o
- wsrefalassthanwo%vesled smbtssbaniy osbiigaiitonnen 53,- Q9

iy :iate filing of this retumfre ort will be assessed unless raasonabte cause is estﬂhl?shﬂdv

mmdwwmmmmmmeim ldedmmanhavemrramdmm;m indudim tfmpﬁmie @ Schadile
mwwmmﬁmmmumummwmﬁmmmmmmmmamww

e Suresh Krisknan, M. .D.

Date QMM | Enter name of individual sign ing &8 plan adiministrator

| Suresh Kzishm M.D.

pate W24, | Enter nams of individual signing as employer o plan spondor

For Pmmerk Reducllon Ao:i Noﬂoe. see the lnst:ucﬂcns for Form $500-SF. _ : !-‘orm 65006!’2(233)72238}
v,
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Form 5500-SF 2023 Page 2

6a Wera all of the plan's assets during the plan year invested in eligible assets? {(See instructions.) [X]ves [ Mo
b -Are you claiming a waiver of the annual examination-and report of an independent qualifisd public accountant {IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver efigibility and conditions.) Blves [INo
If you answered “No" to either line 6a or line b, the ptan cannot use Form 5500-SF and must instead use Form 5500.
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program {see ERISA section 4021)? [Clves [L)No [ Not determined
If "Yes"is checked, enter the My PAA confirmation number from the PBGC premium filing for this year . {See instructions.)

Financial Information

7 Plan Assets and Liabilities {(a) Beginning of Year {b) End of Year
a Total plan assets 110, 904 0
b Total plan fiabilities 0
€ Net plan assets (subiract line 7b ffom line 7a) eeeeees [ 110,804
B Income, Expenses, and Transfers for this Plan Year (a) Amount {b) Total
a Contributions received or receivable from: e
{1) Employers 8a(1)
(2) Participants ; el Baf2)
(3} Others (including rofiovers) 8a(3)
b Other income (loss) 8b
€. Total income (add lines 8a(1), 8a(2), Ba(3), and 8b) PR 8c
d Benefits paid {including direct rollovers and insurance premiums ] ' ]
to provide benefits) 8d 129,569
€ Cerain deemed and/of corrective distributions {see instructions) .. 8e
f__Administrative service providers {salaries, fees, commissions)  ...| 8f 1,210
g Other expenses ; . . 8g = e
h _Total expenses {add lines Bd, Be, Bf, and 8G) e areressesssiarsamnmnnnn 8h 130,779
| Netincome (10ss) (subtract ling 8 from 1€ 8E)  wueremeeressrsressmseers 8i (110, 904)
j ansfers to (from) the plan (see instruciions) R 1

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to-the plan any participant centributions withinthe time peried
described in 29 CFR 2518.3-1027? Continue to answer "Yes” for any prior year failures until fully

corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program) seseecesssseoness - | 102 X
b Were there any nonexempt transactions with any party-in-interest? (Do not include-transactions

reported. on line 10a.) w | 10b X
G Was the plan covered by a fidelity bond? 10c X
d Did the plan have a loss, whether or nat reimbursed by the plan's fidelity bond, that was caused

by fraud or dishonesty? 10d X

€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
cariier, insurance service, or other organization that. prowdes some or all of the benefits under

the plan? (See instructions.) 10e X
f Has the plan failed to provide any benefit when due under the plan? ;s 10f
Did the plan have any participant loans? {If "Yes," enter amount as of year end.) v e - | 10g

= i

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3) 10h X

i 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.2520.10%-3. 10i
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Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If *Yes," see instructions and complete Scheduie
SB (Form 5500} and lines 11a and b below.) if this is a defined contribution pension plan, leave line 11 blank and complete D Yes |:! No
line 12 below

&. Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 4¢ | 11a I

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a’is greater than $0,
has PBGC been notified as required by ERISA sections 4043((:)(5) and/for 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.

"1 No. Tha 30-day period referenced.in 28 GFR 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,

I:I No. Other. Provide explanation;

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of ihe Code or section 302 of
ERISA? [ ves XI No
(If "ves," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is.a defined bensefit pension pian,
leave line 12 blank and complete line 11 above.

a If a waiver.of the minimum funding standard for a prior year is bemg amortized in this plan year see’instructions, and enter the date of the letter
ruling granting the waiver - fonth Day Year

If you completed line 12a, complete lines 3, 8, and 10 of Schedule MB (Form 5500}, and skip to line 13.

b Enter the minimum requiired contribution for this plan year. : _ — 12b
C Enter the amount contributed by the employer to the plan for the plan vear , 12¢
d  Subtract the amount iri line 12¢ from the amount in line 12b. Enter the result (enter a minus sian to the Teft 42d
of a negative amount)
e Wil the minimum funding amaunt reported on fine 12d be met by the funding deadline? [J Yes[J nNo [ NA
" adh ¥l Plan Terminations and Transfers of Assets
132 Has a resolution to terminate.the plan been adopted in any plan year? Yes [ ] No
If "Yes," enter the amount of any plan assets. that reverted to the employer this year 13a
b Were all the plan assets distributed to partrmpants or beneficiaries; transferred té another plan or brought under Yes D Ng
the control of the PBGC?

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.)

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

| IRS Compliance Questions

14a Does the pian satisfy the coverage and nendiscrimination tests of Code sections 410{b).and 401{a){4) by combining this plan with any other plans
under the permigsive aggregation rules? [ ] Yes No

14b 1fthis is a Code section 401(k) plan, check all boxes that-applyto indicate how the plan is intended to satisfy the nondiscrimination requirements
for employee deferrals and employar matching contributions (as applicable} under Code sections 401(k)(3) and 401(m)(2).
@ Design-based safe harbar method
[_] "Prior year* ADP test
[ "Current year" ADP.test

[ NiA

15 if the plan sponsor is:an adopter of a pre-approved plan that received a favorable IRS Opinian Letter, enter the date of the Opinicn Letter
06/30/ 2020 (MM/DD/YYYY) and the Opinion Letter serial number Q703732a




