
Form 5500-SF 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

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

OMB Nos. 1210-0110 
1210-0089 

2023 

This Form is Open to 
Public Inspection 

Part I   Annual Report Identification Information 

For calendar plan year 2023 or fiscal plan year beginning                                                                      and ending                                                        

A This return/report is for: X  a single-employer plan 

 

X 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 

 

X  the first return/report X the final return/report                                                    

 X  an amended return/report X a short plan year return/report (less than 12 months)  

C  Check box if filing under: 
 

X  Form 5558     
 

X automatic extension   
 

X  DFVC program  

 X  special extension (enter description)           

D  If the plan is a collectively-bargained plan, check here ................................................................................   X 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ..........................   X 

Part II   Basic Plan Information—enter all requested information 

1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit plan number 

(PN)  001 

1c Effective date of plan 

  YYYY-MM-DD 

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) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH  

2b Employer Identification Number (EIN) 

 012345678 

2c Sponsor’s telephone number

 1234567890 

2d Business code (see instructions)   

123456 

3a  Plan administrator’s name and address  X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN 

 012345678 
3c Administrator’s telephone number  

1234567890 

4    If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report 

filed for 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 

c  Plan Name   D 

EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI  

4b EIN012345678 

4d PN                                     012 

5a Total number of participants at the beginning of the plan year ...............................................................  5a 12345678 

b Total number of participants at the end of the plan year .........................................................................  5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined 

contribution plans complete this item) ....................................................................................................  
5c(1)  

c(2) Number of participants with account balances as of the end of the plan year (only defined 

contribution plans complete this item) ....................................................................................................  
5c(2)  

d(1) Total number of active participants at the beginning of the plan year ..................................................  5d(1)  

d(2) Total number of active participants at the end of the plan year ...........................................................   5d(2)  

  e   Number of participants who terminated employment during the plan year with accrued benefits that 

were less than 100% vested ..................................................................................................................  
5e  

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, I declare that I 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 
HERE 

   

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

SIGN 
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 

01/01/2023 12/31/2023

X

X

TYLER PERIODONTICS 401(K) PLAN 001

01/01/2017

TYLER PERIODONTICS, PLLC

81-4482202

903-581-2900

6212103805 BROOKSIDE DR. 
TYLER, TX 75701

X

12

11

12

11

0

Filed with authorized/valid electronic signature. 07/17/2024 KAYLEIGH TEMPLE

11

11
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.)........................................................  X Yes X No 

b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ............................................................................  X Yes X 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. 

 

 

 

 

 

 

 

 

 

 

 

 

 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 

Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 

a Total plan assets ............................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .........................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ...............................  7c -123456789012345 -123456789012345 

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 

a Contributions received or receivable from: 

 (1)  Employers ...............................................................................  8a(1) -123456789012345  

   (2)  Participants..............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) ......................................................  8a(3) -123456789012345  

b Other income (loss) ........................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 

to provide benefits) .........................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ..............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ................................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ............................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

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:   

 

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) .........................  10a 
  

-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 

reported on line 10a.) .......................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ........................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 

by fraud or dishonesty? ...................................................................................................................  10d    -123456789012345 

e 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? (See instructions.) ............................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ............................................  10f   -123456789012345 

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........................  10g    

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   

2520.101-3.) ....................................................................................................................................  10h  
  

 

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 2520.101-3 ............................................  10i     

  

X

X

450630 593249

450630 593249

29554

59514

78662

167730

16713

8398

25111

142619

2E 2F 2G 2J 2K 2T 3D

X

X

X 50000

X

X 256

X

X

X
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Part VI    Pension Funding Compliance 

11 Is 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 
below. .....................................................................................................................................................................................................  

X Yes X No 

a  Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ...................  11a  

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: 

_ 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 

ERISA? ..................................................................................................................................................................................................  
          (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. 

X Yes X No 

 

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 waiver.  ................................................................................................................................. 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 year  .......................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  ............................................................  12c -123456789012345 

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 

negative amount)  ......................................................................................................................................................  
12d YYYY-MM-DD 

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

Part VII    Plan Terminations and Transfers of Assets 

13a Has a resolution to terminate the plan been adopted in any plan year?  ...........................................................................  X   Yes        X   No         

a 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 participants or beneficiaries, transferred to another plan, or brought under the 

control of the PBGC? ...............................................................................................................................................................  
X Yes X No 

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) 

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

123456789   012 

Part VIII 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    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 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

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 ___/___/_____ 

(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

X

X

1

X

X

X

06
Q702830A

30 2020



JuL 1?. 2U24 1 :OU
Form 5500-SF Short Form An
O airtmnt Qf thtTr ury

e enu This form Is required to be
O pwtm9nt o LH Income Security Act of 1

B " $tsIy Ani ic

Pen h 5flfC GUMt/ 
Coplate all entries

Annual Reoort Identification Informati

A ThIs returnlrepot is for: I a slngieempIoyer plan

B This return/report Is Q the first return/report
[Jan amended return/report

C Check box tf ñng under io,m 5558

fl special extension (enter de
D If the plan is a collectively-bargaIned plan, theck here............

E If this is a ret ctively adopted plan permilled by SECURE A

E BI Basic Plan Information—enter afl requested
Ia Name of plan

Tyler Periodontics 401(k) Plan

o. 563—P. 2
31 ReturnlReport of Small Employee 12100110

1210-OUsa

Benefit Plan
I under sections 104 and 4065 of the Employee Retirement 2023
(ERISA) and sections 6057(b) and 5058(a) of the internal
Revenue Code (the Code). This Form is Open to

Pubilo inspection

a multiple-employer plan (not multlernployer) (Penson Plan filers checking this box

must attach Schedule MEP, Other plane must attach a Fist of participating employer
information in accordance with the form Instructions.)

[]the final return/report

short plan year return/report (less than 12 months)

[J autornatic extension [J ovc program

'El
section2Ol,checkhere......................... [1

2a Plan sponsors name (employer, if for a single-employer plad)
Mailing address (include room, apt., suite no. and street. or ,O. Box)
City or town, state or province, country, and ZIP or foreign p4stal code (if foreign, see in5tfliOtiofls)
Tyler Periodontics, PLLC I

3805 Brookiside Dr.

Tyler TX 75?01

Plan administrators name and address 1 Same as Plan So6nsor.

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report
flied for this plan, enter the plan sponsors name, EIN, the p ii name end the plan number from the
last return/report.

a Sponso?s name

C Plan Name

5a Iotal number of participants at the beginning of the plan yea....

b Total number of participants at the end of the plan year...........

c(I} Number of participant.s with account balances as of the eglnning of the plan year (only defined
contribution plans complete this Item) .......................................

c(2) Number of participants with account balances as of the nd of the plan year (only defined
contribution plans complete this item)..............................................

d(l) Total number of active partIcipants at the beginning of the Ian year .................................................

d(2) Total number of active participants at the end of the plan ar...........................................................

8 Number of participants who terminated employment during he plan year with accrued benefits that
were less than 100% vested................................................................................................................

lb Three-digit plan number

(PN) O0J.

IC Effective date of plan

01/01/2017 -

2b Employer Identification Number (EIN)
81-4482202

2c Sponsors telephone number

903-581.-.2900

2d Business code (see instructions)

21210

3b Administrators EIN

C Mmlnlstrators telephone number

4b EIN

4dPN

5a

5b

5c(2)

r.auuon: # penw rortne raw or rncompru.e unrig or mrs reurrwreporwm ee aaaesseo umess reasonane cause is esra
Under penalties of perjury and other penalties set forth in the insttuctions, I declare that I have examined this return/report, Includli
SB or Schedule MB completed and signed by an enr ilect octuac , as well as the eteconio vr in of this return/report, and to the

1—r1-1oZ4 IIayleigh Temple

12

11

U.

ii

12

11

0

plirable, a Schedule

my knowledge end

g ture of employerfplan sjoneor
Reductioc Act Notice, see the InstructionS for

Enter name of

V. 230728
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Form 5500-SF 2

8a Were all of the plsns ssts during the plan year Invested ii eligible essets (See instructions) U No
b Are you daiming a waiver of the annual rnlnatlon and re ort of an independent qualified public accountant (IOPA)

under 29 CFR 2520.104.46? (See insuctlone on waiver eli ibility end cxnditions.)........................................................................... Yes [] No
If you answered No" to either hne Ga or line Sb, the pla cannot use Form 5500-SF and must Instead use Form 5500.

C If the plan is a defined benefit plan, is it covered under the 1 BGC insurance program (see ERISA section 4021)' ......[] Yes []No [ Not determined

If Yes* is checked, enter the My PM conflm,ation number em the P3GC premium filing for this plan year —. (See ifl5tnr4krns.)

Plan ASsets and Liabilities —

a Total plan assets.................................................................... 7a

b Total plan liabilities..................................... 7b

C Net elan assets (subtract line 7b from line 7a ............................. . 7c

8 Income, Expenses, and Transfers fQr this
a Contributions received or receivable from;

• -.

j3).Others (includino rollovers).................................................

b Other income (loss)................................................................... Rb

C Total income (add lines 8a(1), Ba(2), 8a(3), and 8b)_.......... .
d Benefits paid (including direct rollovers and insurance prern me

to provide benefits . .. Rd

e Certain deemed end/er eerredive dtstributions (see instructi ns. Re

ratrative

fl •'MWJ

Ii Total expenses (add lines Sd, Sc, Sf, and 8g)

i Net income (loss) (subtract ins 8h from line Sc)................

j Transfers to (from) the plan (see Instructions) ...................

. Plan Characteristics
Ba If the plan provides pension benefits, enter the applicable

2E 2F 2C 23 2K 2T 3D
b hf the plan provides welfare benefits, enter the applicable

Rh

of Year
4S0,630

450,630

rt

29,554

59,514

78,662

16,713

8,398

feature codes from the List of Plan Charaertstic Codes In the Instructlons

feature codes from the Ust of Plan Charactenstic Codes in the instructions:

10 During the plan year: ____________________________ -

a was there a failure to transmit to the plan any participant c ntributions within the time penod
described in 29 CER 2510.3-I 02 Continue to answer LYe; for any prior year failures until fully

— corrected. (See Instructkiris and DOLEs Voluntary Fiduc1ay Correction Program)..........................lOa
b Were there any nonexenipt an ctions with any party-in.i tarest? (Do not include transactions

reported on line lOs.)............................................................lOb

C Was the plan covered by a fidelity bond?.............................

d Did the plan have a loss, whether or not reimbursed by the lan's fidelity bond, that was caused
y fraud or dishonesty'........................................................lOd

e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, Insurance service, or other organization that providi a some or aN of the benefits under
the plan? (See Instructions.) ................................................IQe

f Has the plan failed to provide any benefit when due under t eplen? .............................................ior

9 Did the plan have any participant loans? (If Yes,' enter am untas of year-end.) .........................

h If this is an individual account plan, was there a blackout p iod? (See Instructions and 29 CFR
2520.101-3.)..........................................................................lOb

I If lOh was answered Vaa, deck the box if you either prov led the required notice or one of the
exceptions to providing the notice applied under 29 CFR 25 0.101-3............................................. 1Oi

Amount

593,249

593,249

167,730

25,.1U

142,619

50,000

256
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Form 5500SF (2023)

___Pension Funding ompflance -
11 is this a defined benefit plan subiect to mmmum funding re uire

(Form 5500) and iine II a and b below.) If this is a decried cont
below.................................... .....................................................

a Enter the unpaid minimum required contributions for eli y
b PBGC missed contribution reporting requirements. If

been notified as required by ERISA sections 4043(c)(5) a
n

No. Reporting was waived cinder 29 CFR 40432
were made by the 30th day after the due date.

fl No, The 30day period referenced in 29 CFR 4Q4
exceeding the unpaid n irhnum required contribut

No. Other. Provide eplanetion _______________

Pane 3

(lt"Yes," see Instructions and complete Schedule SB
penson plan, leave line 11 blank and complete line 12 0 Yes No

from Schedule SB (Form 5500) line 40................... I lie I
plan is cc ed by PBGC and the amount reported on line lie is greater than $0, has PBGC
303(kX4)? Chedc the applicable box:

because contributions equal to or exceeding the unpaid minTmum required contribution

(c)(2) has not yet ended, end the sponsor intends to make a contribution equal to or
by th 30th day after the due date.

2 Is this a defined contribution plan subject to the mlri rium iding requirements of section 412 of the Code or section 302 of
ERISA? .................................................................................
(lfVes,° complete ne 12 or lines 12b, 12c, i2c1, and 12e below, as applisele,) If this Is a deflne4 benefit enSiOfl plan, leave
line 12 blank and complete l]re 11 above. ____________________________________ ______________

Yes No

a If a waver of the minimum funding standard for a prior year s being amortized in this plan year, sea instructions, arid enter the date of the latter ruling
granting the waiver. .... ...........................................................Month Day .. -

I1you completed line l2a, complete lines , 9 and 10 of Sr edule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for thIs plan year 12b

Q Enter the amount contributed by the employer to thep1arr to this plan year I 2c

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
ne tive amount) ....................................................................................................................................................

e Will the minimum funding amount reported on line 12d be niet by the funding deadlIne?........................................ . [] Yes No N/A

Plan Terminations and Transfers of As

13a as a resolution to terminate the plan heen adopted Iii any plan

a If Yes, enter the amount of any plan assets that reverted

b Were all the plan assets distributed to participants or benefi
control of the PBGCO..........................................................

C If, during this plan year, any assets or liabilities were ansSi

13c(1) Name of

viwai IRS c0mphance Questions

14a Does the plan stisEy the coverage and nondiscrimination
the permissive aggregation rules? fl Yes ( No

14b if this isa Code section 401(k) plan, Oheck all boxes that
employee deferrals and employer matthing contributions

Design-based safe harbor method

'Prior year ADP test

'Current yeac' ADP test

U N/A

the employer this year...............................................13a

aries, transferred to another plan, or brought under the

red from this plan to another plan(s), identify the plan(s) to

Yes jNo

U Yes N

of Code sectIons 410(b) and 401 (e)(4) by combining this plan with any other plans under

ly to indlcate how the plan is intended to satisfy the nendis imIntlort requirements for
applicable) under Code sections 401(k)(3) and 401(m)(2).

15 If the plan sponsor i$ an adopter of a pre-approved plan itiat Leceived a favorable IRS OpInion Letter, enter the date of the Opinion Letter 06/30 / 2020
(MM!DDIYYYY) and the Opinion Letter serial number Q7O23 0a


