Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 10 ot

Department of the Treasury B en eflt PI an
Intemal 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 Dthe 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 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
HIGHTSTOWN PHARMACY 401(K) PROFIT SHARING PLAN (PN) » 002
1c Effective date of plan
01/01/2012
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) 20-0126574

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

KUNJ CORPORATION 2C Sponsor’s telephone number

609-371-9000

2d Business code (see instructions)

100 MAIN ST.
HIGHTSTOWN, NJ 08520 446110

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 3
C(l) Number of participants with account balances as of the beginning of the plan year (only defined 5C(1) 3
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) 3
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. 09/11/2024 JITSEH PADH
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 09/11/2024 JITSEH PADH
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 1767962 2305646
b Total plan liabilities.................c..covevvreeeeereeeeeseeeereeeeseeeerernen 7b 0 0
C Net plan assets (subtract line 7b from line 7a)..............cccccccveenn. 7c 1767962 2305646

8 Income, Expenses, and Transfers for this Plan Year (2) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS oottt es s 8a(1) 50000

(2) PAtiCIDANES. ....cvovveviieceeteteieseesesesie et eaese e 8a(2) 52500

(3) Others (including rolloVers)............ccuuueecuveeciiieecieeeeieeeeaeans 8a(3)
D Other iNcome (10SS)........ccueveeuereeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 8b 435371
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 537871
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide BENEFItS).......coiiiiiiiiiiiiiiiiee 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 187
0 OthEr EXPENSES ... cvceceriesiesiessiescesseeesee st 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)................c.....c.......... 8h 187
i Netincome (loss) (subtract line 8h from line 8c).......................... 8i 537684
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 2F 2G 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? 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




Form 5500-SF (2023) Page 3-| 1

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 D Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes 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? [X| 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

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_Q703747A
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Form 5500-SF Short Form Annual Return/Report of Small Employee M Nos. 1218"38;3
Benefit Plan
Dipatmant of (e Teaneury
intamel Rayunus Serviod This form fs required to be filad under sections 104 and 4065 of the Emplovee Retlirement 2023
Daprom of aber Incame Security At of 1974 (Fr:;R\Em,:ggdie&g;nﬁgﬁb) and 6058(a) of the Internal This Form is Open to
Ermployan Bl Security Adpinlatration & B Pubiic Inspéﬂtlon
Parnclan Boret Gutranty Gotporalion » Completa all entrios in accordence with the Instructions to the Form $500-5F,
Annual Report Identiflcation Information
For calondar plan year 2023 or flscal plan year beginning 0L/01/2023 and endiny 12/31/2023
A This rerurn/repart Js for: @ & single-employer plan & multiple-employer plan {nct muitiemplayer) (Fenslon plan fllers chiecking this box

must attach Schedule MEP . Othat plans must attach a list of participsting employear
information in acoordance with the form instructions, )

B This returnfreport is: [] the tirst returrvreport [ he tinal retun/report
D an amended returnfreport D @ short plan yesr return/report (less than 12 months)

C Check bex If filing under: Form 5558 D automatic extension D PFVYC program
E special extension (enter description)

D Ifine plan s a collectively-bargained plan, check here » H

E ifthls is a retroactively adopted pian patmitied by SECLIRE Actsection 201, chatkhere .. — .

s Basic Plan Informatjon -« enter sl requasted Information
18 Name of plan b Thees-digit
. plan number
Hightstown Pharmacy 401(k} Profit gharing Plan (PN oo
1¢ Effective date of plan
01/01/2012
22 Plan sponsor's name (employer, If for a single-employer plan) 2h Employer Identification Numbar
Mailing Address (Inelude room, apt., suite ne. and straet, or P.O. Box) ) . (EIN) 20-0126574
City or town, gtate or provinee, country, and ZIF or forelgn postal cogle (If foreign, see instructions) 7o s - .
¢ Sponsot’s telephone number
¥INT Corpotation (609) 371-9000
2d Business code {see instructions)
100 Main BE. 446110

Us Hightatown HT 08520
32 Plan sdministrators name and address 12 Same as Plan Sponsar 3b Administrators EIN

3¢ Administrator's telophone number

If the name anoéor EIN of the plan sponsor or the plan name hay changed since the last retyrn/report filed
4 for this plan, enter the plan spgnsor‘g narne, E|N, Phe plan name and the plan number from the lagt 4b EN
retutnfrepork.
8 Sponsor's name 4d PN
¢ Plan Name
S8 Total number of particlpants at the begirning of the DN YBEE e s s e 5a F
b Totsl number of participants at the end of the plan year e | B 2
(1)  Number of participants with account balances as of the heginning of the plan year (only defined 50{1)
contriibutlen plang complete this itern) 3
() Number of partigipants with account balances as of the and of the pian year {only definay 5¢(2)
contributian plans complete this ltern) . 2
d(1} Total number of agtive participants &} the beginhing of the plan year 5d(1)
d{2) Total number of active participants at the ehd of the plan year " - i 5d(2) 2
Mumiber of participants whe terminated employmant durlng the plan year with accrued banefits thet
were less than 100% vasted . - Je ]
Cautlon: A penalty for the date or incomplete filing of this rettrn/repert will be assessed unlass reagenable causy is established.
Under penaltias of porjury snd other penattios set forth in thie instruations, | decars thit | have examined this returnd@part, incuding, if spplicatrle, a Sehadule
88 o Schadule M8 completad and signed by an enrcked actuary, 4% well as the el2ctronic version of this return/repart, and to the bast of my knowledge and
liaf, it a e, Garract_. ardd somplste. o o P
. ' (- G/ ) X G- |3itesn padn
3] h rd ¥
3 natuca of plan sdministrtor . Date , 4 _ | Enter name of individual signing 8% plan admintetrator
T o A ‘,«f/ 1} [l | Fitesn Padn
W o 7
hEY Signature of employer/plan sponsor Date Enter name of Individual slgning ag employer or plan sponsor
For Paperwark Reduction Act Notice, gee the insteuctions for Form 5500-8F. Form B500-5F (2023)

V. 230728
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Form 6500-8F 2023 Page 2
Ba Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.) Klves [T INo
b  Are you clalming & walver of the annual examination and report of an indapendant qualiflad public accourtant (IQPA)
under 20 CFR 2520,104-487 (See Instructions on walver elighility and canditions., } o it et sy [Klves [ No

It you answered "No" to eithor line 84 or ling 6b, the plan cannot use Form 5500.8F and must Instead use Form 5500,
¢ If the plan is & defined benefil plan, is it covered under the PBGC Insurance program (see ERISA seclion 4021)? [Jves [INo []Notdetarmined

If "Yes" is checked, anter tha My PAA corfirmation number from the FBGC prermium filing for this year , (Gme ingtructions.)

Financial Information

7 _Plan Assets and Liabilties {n) Beginning of Yaar (b) End of Year
@ Totel plan assets 1,767, 962 2,305,646
b Total plan llabilities 0 0
€ Net plan assets (subtract line 7b from line 78) e — 1,767,862 2,305,646
& income, Expenses, and Transfers for this Plan Yiear {a) Amount (b} Total
a Contributions received or recetvable from:
{1)_Emplaysrs ga(1) 50,000
(2 Parigpants Ba(2 52,500
£3) Others (Including rollovers) Ba(3)
b Other incornma (l088) .. b 435,371
¢ Total inpeme (add lings 8al1), 8a(2), Bal3), and BD} e PN S T . 237,871
d_EBeneflts paid (freluding direct rollévars and insurance premiums
tg provide benefits) "~ | &d
@ Cerain deamed andfor corrective distributions (soe InstructlmnsLm Be
f  Administrative setvice providers (salgrles, fees, commisslons) ..} Bf 187
_9  Othar expenses 8 0
h_Total expenses (add lings Bd, Be, Bf, and BO) oo 8k 187
i Net income (loss) (subtract Ing Bh fram line BE)  vosecmmeriseet B 537, 684
r& 10 {from) the plan (ses Ihatructions) — weroonn ] Bj

Plan Characteristics

Compliance Questions
10 During the plan yesr: Yes | Mo Amount
£ Was there a fallure to transmit to the plan any partleipart sontributiony within the time period

described in 29 COFR 2810.3-1027 Continue to enswer "Yea" for any prior year failures until fully

corrected. (Sow Instructions and DOL'S Voluntary Fiduciary Correction Program) T — 10a X
b Ware there any nonexsmpt trangactions with any party-in-intarest? (Do pot include transactions

reperied on line 10a.) . 10k X
€ Was the plan covared by a fidelity bond? .. . we | Al x
d Did the plan have a logs, whether of ot reimburged by the plan's fidelity bond, that was Caused

by fraud or dishonesty? " 104 X

@ Were any foes of commissions paid o any brokers, agents, or athet persons by an insurance
camier, insurance service, or other arganizetion that provides some o all of the beneflis under

tha plan? (See lnstructiong.) . wenne | 108 X
Has the plan failed to provide any beneflt when due under the plan? 10f

¢ Did the plan have any participant loans? (Ff "Yes,” enter smount as of ysar end,) PTT—— s [ )]

h i this Is an individual account plan, was thete a blackout period? (See insfrustions and 29 CFR
2520.101-3,) wurere 10h X

i 1#10h was answerad "Yes," check the box If you either provided the required notloe or one of the
exceptions to providing the notice applled under 28 CFR 2620,101-3 10
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Form 5500-5F 2023 . Page 3 « ‘ i

Pension Funding Compllance

11 15 tis a defined benefit plan subject to minimum funding reculrements? (If "Yes," see instructions and complete Sehedule
HB (Form 5500) and fines 11a and b below.) If this is & defined contribution pension plan, leave line 11 blank and complete ] Yes [X] No

line 12 betow B — . "
&, Enter the unpald minimum required ¢ontributions for &il years from Sc:hedule 2B (Form 5509}_me L —

11a

b PBGG missed contribution reporiing requirements. If the plan Is covered by PBGG and the amourt reported on ling 11a Is greater than $0,
has PEGC been notifled as required by ERISA sections 4043{0)(5} and/or 303(k)(4)? Check the applicable box:

] Yo,

[ 1 No. Feparting was waived urder 28 CFR 4043.28()(2) because contributions equel to or excesding the unpaid minimum required contribution
were made by the 30th day after the due date.

[T Mo, The 30-day period referenced in 20 CFR 4043,25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to oF
areeeding the unpald minimur required contribution by the 30th day after the dus date.

[ N, Other, Provide explanation:

12 s ifis a defined contrlbution plan subject to tha minimum funding requirements of section 412 of the Code or section 302 of O] ves @ N
. s o

ERISA?
{f "Yas" complete line 12a or lines 12b, 12¢, 12d, and 12e balow, as applicable.) If this is & defined bengfit pension plan,

leave line 12 blank and complets line 11 above,

a f a waiver of the minimum funding standeid for a pri-::r year is bolng amortized in this plan vear, see instructions, and enter the data of the lotter
ruling granting the Waiver w.w. T " s onth Day Yoar

If you completed line 12a, complete Ilneﬂ 3 9, ancd 10 o Sclwdum ME (Form 5500}, emr.t skip t-u line 13.

b Enter the minimum requirad contribution for this plan year... -
¢ Enter the armount contributad by the employet to the plan for the plan year 12¢
o Subtract the amwount in ling 12¢ from the amount In Iine 12b. Enter the result (erter a minus sigr\ 1o the left 124
Of & NEQANVE AMNOUIME]  sorarrsrsbtysssnsmmmsisestitsssssmmsassststrsmmssmrrssess 143 1081 iy b 48 an anawswsvags gt
& Will the minimun funding amount reported on fing 12d be met by the funding deadline’? 1 ves[] Mo ] Nia
Plan Terminations and Transfers of Assets
138 Has a respluflon to terminate the plan been adopted in any plan year? [l Ye= [X] Mo
If "Yeam," enter the amount of any plan assets that revered © the emplovar this year 13a
b Were sll the plan assets distributed to partitipants or beneficiaries, transferrad to another plan, or broyght under 1 ves Mo

the control of the FRGG? Heane rebsbean

PALA A

€ I, during this plan year, any assets ur liabilities were transferrad from this plan to anothmr plan(s), entify the plan(s) to
which asseta or lighliltles wera transferred. (See insirustions.)

136{1) Name of plan(s): 136(2) EIN(s) 13c(3) PN(s)

IRS Compliance Questions

‘Ma Does the plan satisfy the coverage snd nondissrimination tests of Code sections 410(b) and 401{a}{4} by combinlny this plan with any other plans
under the perrrdssive aggregation niles? [}Q Yas [ | No

14b If this is a Code section 401(k) plan, chack all boxes that apply to indicate how the plan is intended to satisfy the nondiserimination requirarents
for employes defarrals and employer matching contributions (as applicable) under Code sedtions 401(k){3} and 401{m)(2),
[X] Design-based safe harbor method
L] "Prior year" ADP test
L] "Current year* ADP taat
[ Nia

15 If the nlan sponsor is an adopler of a pre-approved plan that received a favorabte IRS Opinion Letter, enter the date of the Qpinion Letier

06/ 20/ 2020 (MWDDAYYY) and the Opiniom Letter setial number 0703747




