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

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
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 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024

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 NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
COMPREHENSIVE SURGICAL GROUP 401(K) PROFIT SHARING PLAN (PN) > 001
1c Effective date of plan
01/01/1998
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) 46-3322768
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
THE COMPREHENSIVE SURGICAL GROUP OF NORTHEAST OHIO, LTD C Sponsor's telephone number

330-707-0771

2d Business code (see instructions)

2174 HERITAGE TRAIL
POLAND, OH 44514 621111

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 | 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 plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 13
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 0
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 13
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 0
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 03/05/2025 STEPHEN EVAN, M.D.
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
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 (2024)

v. 240311
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6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii 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.)............cc.ccooiiiiiiie 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 assets 7a 3436206 0
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 3436206 0

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

(1) EMPIOYETS ..voioeiieeeeeeeee e 8a(1) 9082
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 34374
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 374288
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 417744
d Benefits paid (including direct rollovers and insurance premiums
1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 3852526
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 1424
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................cc..c......... 8h 3853950
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -3436206
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:
2E 2F 2G 2J 2K 2R 3D 2A
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)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 480000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
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 X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e 10688
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X 0
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 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 ..........cccceeiiiiiiieniiiiiciieee 10i
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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 D 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:

D 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.

exceeding the unpaid minimum required contribution 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

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
?
B R S A 7 ettt oottt ettt e e e e e teteeeeeeeaaateteeeeeaaaateteteeeeeaasattteeeeeaanttteeeeeeaaannteeeeeeeaanteteeeeeaeaannteeeeeeeaannteeeeeeaaannnnen 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 WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees 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 YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
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
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes 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

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

Yes [[ 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.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(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 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 Ifthe 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_ Q702365A,




Filing Authorization
For the 2024 Form 5500/Form 5500-SF

The Comprehensive Surgical Group of Northeast Ohio, Ltd. Cash Balance Plan
EIN/PN: 46-3322768/002

Plan Year Ending: December 31, 2024

PART 1 — Authorization of Practitioner to Electronically Sign and File

I hereby authorize Francis P. Gallagher & Associates, Inc. to electronically sign and file the above named
return/report through EFAST?2.

I understand that in granting this authority:

¢ I/we must manually sign and date page 1 of the Form 5500 and/or page 2 of Form 5500-SF and provide
a scanned copy of that signature to Francis P. Gallagher & Associates, Inc. before the electronic filing
can be initiated;
Francis P. Gallagher & Associates, Inc. will retain a copy of this written authorization in its records;
Francis P. Gallagher & Associates, Inc. will notify the individual(s) signing below as plan
administrator/employer about any inquiries and information it receives from EFAST2, DOL, IRS, or
PBGC regarding this annual return/report; and

e A copy of my signature, as it appears on page 1 of the Form 5500 and/or page 2 of Form 5500-SF, will
be included with the return/report posted by the Department of Labor on the Internet for public
disclosure.

e Francis P. Gallagher & Associates shall not be deemed an administrator or other fiduciary with respect
to any Plan solely on account of the services performed under this authorization.

This authorization is applicable only to the filing for the above-named Plan and applies only for Plan year end

stated above.
Plan Administrator: X /ﬁ:@ / Date: X BL‘ Z;éls

Employer/Plan Sponsor (1f n dministrator): Date

PART II — Acknowledgement of Receipt of Authorization

On behalf of Francis P. Gallagher & Associates, Inc., I hereby certify that the firm will use the authority granted
only for the express purposes described above; that the firm will not disclose confidential information to any
parties other than the DOL, as required for EFAST filing; and that the firm will take reasonable steps to assure
that confidential information provided by the Plan Administrator or Plan Sponsor is protected from
unauthorized disclosure.

For Francis P. Gallagher & Associates, Inc. Date
(Signature and title)

The designated service provider must retain this authorization.
Do not submit this form to the DOL unless requested to do so.



Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210.0110
Department of the Traasury Benefit Plan
Intornal Revenuo Servics This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department of Labor income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal
- Employee Benefils Secusily Adminisiration Revenue Code (the Code). This Form is Cpen to
Pension Benefil Guaranly Corporation Publlc InsPecﬂon
y Lorpo » Complete ali entrles in accordance with the instructions to the Form 5500-SF.
| ‘Part! | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This returnireport is for: E} a single-employer plan D a multipls-employer plan (not multiemployer) (Pension Plan fllers 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 Chack box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)

D Ifthe plan is a collectively-bargained plan, CREEK HBIE ...........cireimeesesessscssssessssssessessserssssessessseseseans } D

E_if this is a retroactively adopted plan permitted by SECURE Act section 201, check here
| _Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit ptan number
COMPREHENSIVE SURGICAL GROUP 401 (K) PROFIT SHARING (PN) > 001
PLAN 1¢ Effective date of plan
01/01/1998
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., sulte no. and street, or P.O. Box) 46-3322768
City or town, state or province, country, and ZIP or forel n postal code (if forelgn, see instructions
THE COMPREHENSIVE SURGICrAyL GROUP g P ( g ) 2¢ Sponsor's telephone number
NORTHEAST OHIO, LTD (330)707-0771

2d Business code (see instructions)
2174 HERITAGE TRAIL

POLAND OH 44514
3a Plan administrator's name and address E[ Same as Plan Sponsor. 3b Administrator's EIN

621111

3¢ Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last returnireport | 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
6a Total number of participants at the beginning of the PIAN YA ..........e.cveeressssmsissesssssessessesssssmrossesss 5a ' 13
b Total number of participants at the end Of the PIAN YEM............cc...rrereersessssmmssaseessssemseesssssssssssssssess 6b 0
c(1) Number of participants with account balances as of the beginning of the plan year (only dsfined 5¢(1)
contribution plans complete this ItOM) ........cocvvireneierernreieninre e e e s b s babsans 13
- ©(2) Number of participants with account balances as of the end of the plan year (only defined 5¢(2) 0
contribution plans complete this item) HEer bR O RSB b oS4 h b b e tae et s e b Es Lt eRE SRS eResE SR RO SHO RO n
d(1) Total number of active participants at the beginning of the plan VL1 | SO beeressrssares st srakssetetnn 5d(1) 4
d{2) Total number of active participants at the end of the plan year 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued beneﬂts that 5e 0
Were 1885 than 100% VESIE.......coiciiiiercreiiinnisissarsiasssesstiseesorsesssssseassnsssessassassssssssasneseesesnsssstossasse

Caution: A penalty for the late or Incomplete filing of this return/report will be assessed unless reasonable cause is establighed.
Under penalties of perjury and other penalties set forth in the Instructions, | declare that | have examined this return/report, including, it applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the e!ectro;lc varsion of this return/report, and to the best of my knowledge and

belief, It Is true, corre ple /
, ﬁ\ 3/ /od«<JSTEPHEN EVAN, M.D.
1 plaadminlstrator . Date Enter name of indlvidual slgning as plan administrator

1_Signature of employet/plan sponsor : o] Date -1 Enter name of individual signing as.employer or-plan sponsor_|

For Paperwork Reduction Act Notice, see the Instructions for Form 6600-SF. Form 6800-SF (2024)
v, 240311




Form 5500-SF (2024) Page 2

6a Were all of the plan's assets during the plan year invested In eligible assets? (S0 INSLUCHIONS.) . .....cvvivreirireriineirreseiscscreenns El Yes D No
b Are you claiming a walver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See Instructions on walver eligibility and coRAIIONS.).........oevriimrennrnrioreronriverinmisnnsicsnsessesesssessereerses @ Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5600-SF and must instead use Form §500.
C Ifthe plan is a defined benefit plan, is it covered under the PBGC Insurance program (see ERISA section 4021)7 ...... 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 y {a) Beginning of Year {b) End of Ysar
A TOtAl PIAN ASSOLS .....vvvveeveseveecseieveesesisesetseseersesrereeeseseerenee 7a 3,436,206 0
B Total plan abIIES .........c.cecvveveireiransicensrestseesesiesennseesenssesseeeseeseen
€ Net plan assets (subtract line 7b from line 7a) .......c...oconvreecencencs. 3,436,206 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total

a Contributions received or receivable from:

(1) EMPIOYEIS ......ooviveirinesironstnosesissonssscsessarerensoesenssesosansasesonsenns 8a(1) 9,082
(2) PHICIPANS.........c.overiereeseirsceeesssscssecesseseneennecncceresssessanes 8a(2) 34,374
(3) Others (including rollovers) 8a(3)
D Other INCOME (I058) ..v..u..vvvvvrerereririvessissesseressanensesasesersecssserenssens 8b 374,288 o
C_Total income (add lings 8a(1), 8a(2), 8a(3), and 8b).................. 8¢ SR 417,744
d Benefits pald (including direct rollovers and insurance premiums o S
10 DIOVIAE DONGISE) .....ovverncvnsreesrensecsecemeceereeeeseaessasssenssanessssoens 8d 3,852,526/
€ Certain deemed and/or corrective distributions (see instructions). 8¢
f Administrative service providers (salaries, fees, commissions)..... 8t 1,424
8 Other BXPENSES ......ovcviriissmsisssssissisiusiisissmsssssissisraessrarssrasesssontecss 8g S
h_Total expenses (add lines 8d, 8e, 8f, and 8g) ...... gh 3,853,950
I Net income (loss) (subtract line 8h from line 8¢) 8 -3,436,206

J  Transfers to {from) the plan (see InStructions).................cc.vervenens 8

[ Part IV | Plan Characteristics

~"9a [if the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes In the instructions:
2E 2F 2G 2J 2K 2R 3D 2A

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 | Compiiance 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 pericd
described In 29 CFR 2510.3-1027 Continue to answer "Yes® for any prior year failures until fully

corrected, (See instructions and DOL’s Voluntary Fiduciary Correction Program) ..o 10a X
b Were there any nonexempt transactions with any party-in-Interest? (Do not include transactions

1EPOMEA 0N HIRE T0B.) ...ovvvivrsiisteitiecre ettt essobaseress s taassessenensssnessossamsesassssersesss 10b X
€ Was the plan covered by a fIdlity DONA? .........ccvevireriiriernieinerenisessssesssiescsssenssessssesensssssessessssenes 10¢c | X 480, 000
d . Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY FraUd OF DISHOMESIY . ......cevovrierecreiieesersrierestarenta e sonrerseesae s enessasssesaessessnssesssssessssesstorsessssmssore 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 PIAN? (S0 INSTUCHONS.). ..o cviciereerereeerisrsesensesensetsssssseesesecassaresssaseenseresaseessessssesssesssesns 10e | X 10,688

Has the plan failed to provide any benefit when due under the plan? 10f X
¢ Did the plan have any participant loans? (If "Yes," enter amount as of year-end.) .........c...ocsevrnene. 10g | X 0
h if this is an individual account plan, was there a blackout period? (See Instructions and 29 CFR
. 2520.101-3.) ciuvieriininierii it ettt ssas et ss b bt s e b eborershsassraeatsaetesenssentoesresete sen 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 2520.101-3 ......ceevuvreeereereresresrersrssorenes 10§




Form 5500-SF (2024) Page 3-l l

| Part VI I Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5600) and lines 11a and b below.) If this Is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No
BBIOW, ottt e st ennenses s amcs s s b s R e e e e ea et semeenseneesececstssssrseatsatsoseesenesessnsmneenenetto

@ Enter the unpaid minimum required contributions for ail years from Schedule SB (Form 5500) tine 40

b PBGC missed contribution reporting requirements. If the plan Is covered by PBGC and the amount reported on ling 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 walved under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpald minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 28 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal fo or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D 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
BRISAT oottt sss et stse st sessasasss st sbobto s e b b s s sroses e s 4vssas b et s b et E R et s e oA ee et et e s ee e st eneaeseer st sensasnens D Yes No
(If “Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave e
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 WaIVEE. ....o.eiicers e st ssssssesssaaesacas e e sses st sssssssessbas ssstatse Month Day Year
if you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form §500), and skip to line 13,
b _Enter the minimum required ContribUton fOF thiS PIAN YEAF ..............ccoeevcevssesseeorssseessssssssessessrssesssomsessesmsessesssssesssses 12b
€ Enter the amount contributed by the employer to the plan for this plan Year .............cccccvenieieriensssvecersssninrens 12¢
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
NEGAtVE BIMOUND ooviirrr i it sv s sa st st b s et s esenasses

[] Yes [J No [] na

13a Has a resolution to tenminate the plan been adopted N ANY PIAN YEAI? . ......eeeeveveeervecreseseeseesesssesssssesesssssssssmessesssesseens D Yes No
a_ lf"Yes,” enter the amount of any plan assels that reverted to the employer thiS YBar...............cce.evereressrerseesersesenens 13a
b Waere all the plan assets distributed to participants or beneficlaries, transferred to another plan, or brought under the B] Yes D No
CONMIOL Of Bh8 PBGU? ... .icniis it siionsessoniiesisesiuasssesesssss s sssssssssssasssstessessnsesessscasensesetessasssssssesas saessesseneeasessssassmsenseseesesmesse seress

€ 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 liabllities were transferred. (See Instructions.)

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

{ Part VIIl | 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 I this Is a Code section 401(k) plan, check all boxes that appiy 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
[I “Prior year" ADP test
D "Current year" ADP test

[] N

15 I the plan sponsor is an adopler 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 Q702365a__.




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210.0110
Department of the Treasury Beneﬂt Plan 2 0 2 4
Iniemal Revanue Service This form Is required to be filed under sections 104 and 4065 of the Employee Retirement
Department of Labor Income Security Act of 1974 (ERISA), and sectlons 6057(b) and 6068(a) of the Internal
Exmployea Benefis Securty Aumistaton Revenue Code (the Code). ngﬁ :HOGT 'I‘:! ::gsz:'nto
Pansian Benafil Guaranly Gorporation » Complete all entries In accordance with the instructions to the Form 5500-SF.
{_Partl | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This return/report is for: El a single-employer plan D a multiple-employer plan (not muitiemployer) (Penslon 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 Da short plan year return/report (less than 12 months)
C Check box if filing under: [] Form 5558 [] automatic extension [] bFVC program
D special extension (enter description)
D Ifthe plan is a collectively-bargained plan, check Rere .......c......eevceererreerreennns Nisbees st 1o b s s beera s sne bt rnaas 4 D

E _if this Is a retroactively adopted plan permitted by SECURE Act section 201, check here
| _Partli_| Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan number
THE COMPREHENSIVE SURGICAL GROUP OF NORTHEAST OHIO (PN) » 002
LTD CASH BALANCE PLAN 1¢ Effective date of plan
01/01/2016
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) 46-3322768
Clty or town, state or province countg and ZIP or foreign postal cade (f foreign, see instructions)
THE COMPREHENSIVE SURGICAL GROUP OF 2c Sponsor's telephene number

NORTHEAST OHIO, LTD (330)707-0771
: 2d Business code (see Instructions)

2174 HERITAGE TRAIL

POLAND OH 44514
3a Plan administrator's name and address E| Same as Plan Sponsor. 3b Administrator's EIN

621111

3¢ Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last returnfreport | 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 YBAT ...t serssssssssssesess §a 4
b Total number of participants at the end of the plan Year........................n. vt essasaan e — 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined 5¢(1)
contribution plans complete this I1BM) ..o stsessesessssssssissssssssnseassossss
c(2) Number of participants with account balances as of the end of the plan year (only defined 5¢(2)
contribution plans complete this IeM) ... e st sesessssssssetessesssesssssstssssorsssesesssenns
d(1) Total number of active participants at the beginning of the PIaN YEaT............evwwveeesseessseesssssemosessesns 5d(1) 4
d(2) Total number of dctive participants at the end of the plan year 5d(2)
@ Number of participants who terminated employment during the plan year with accrued benefits that 5e
were 10ss than 100% Vested........cuevicreiirieisiscrseseesscseeresen Shensiisessstrassassarencasansaoserestsesens sazsserssrasense 0

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause Is established.
Under penaltles of perjury and other penaities 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
i s true, correct, and gomp!

wl

4L
( 5 /5/24==JSTEPHEN EVAN
%1 administrator Date Enter name of individual signing as plan administrator

/.
Signafufb of
97/

Signature of employer/pian sponsor . Date Enter name of Individual slgning as emglozer orplan sponsor_ |

For Paperwork Reductlon Act Notice, see the Instructlons for Form 5800-SF. Form 5§500-SF (2024)

v. 240311



Form 5600-SF (2024) Page 2

Ba Were all of the plan's assets during the plan year invested in eligible assets? (S8 INSIUCHONS.) .....cc..c.eiverrevceseresnersissmsnsmeeeanins @ Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.).... v ereereseanenrenrenas @ Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must lnstead use Form 5500.
C Ifthe plan is a defined benefit plan, is it covered under the PBGC Insurance program (see ERISA section 4021)? ...... [] Yes [XINo [] Not determined
If “Yes" is checked, enter the My PAA confirmation number from the PBGGC premium filing for this plan year, . (See instructions.)

{.Partdll' | Financial Information

. 7 Plan Assets and Liabllities (a) Beginning of Year {b) End of Year
B TOAI PIAN ASSOLS ......covvvererreririeroerserinnessesesresseresesseseessessseresesees 7a 2,228,984 0
b Total plan Habilites ..............ccuevrerrrrereeenrerceceneseseresreeceseresssensenas 7b
"¢ Net plan assets (subtract line 7b from fing 78) .............coeervveeeecrns 7¢ 2,228,984 0
8 Income, Expenses, and Transfers for this Plan Year T {a) Amount {b) Total
a Contributions received or receivable from: :
(1) Employers..........cc....... Cieerbesrasrtantretaraesteres it vasaarasbrersrresirsaste 8a(1)
(2) Particlpants..... .o iiiiiineriniieiiierc s nirensssssssessssinss 8a(2)
{3) Others (including rollovers)......c......eccrnesiiessnsesirssiiisesaennae 8a(3)
"D OO INCOME (J0SS) e.cov..evoorevrerrererersorseesseseresessereneessasmesesssssssssnns 8b 347,154

347,154

C_Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)......c.............. 8¢
o Benefits pald {including direct rollovers and insurance premnums
10 PFOVIAE BENBRLS) .......ocvv.vovesecemeneeccesssncessanncerasssnsessneccenseeccereens 8d 2,576,138
@ Certain deemed and/or corrective distributions (see instructions) . 8o
f 'Administrative service providers {salaries, fees, commissions)..... 8f
0 Other eXpenses ... iisssiss e sssssicsssssaresssseessess 8g e e
h _Total expenses (add lines 8d, 80, 8f, and 8g) .....cc....coeoerrrerrrrerenne, 8h 2,576,138
I Net income (loss) (subtract line 8h from line 8c) .............. R 8i ~2,228,984

J Transfers to (from) the plan (568 INStrUCHONS)........crecrsnerrereernreens

| ‘Part IV | Plan Characteristics
9a |If thg glaiz lSu'ovldes pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

g

b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the Instructions:

l~ Part V | Compliance Questions
10  During the plan year: ' Yes | No Amount

a Was there a fallure 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 Corraction Program)............ tereseareress 10a X
b Were there any nonexempt transactions with any party-in-interest? {Do not include transactions

1EPOMEA 01 N8 08.) iuviivvsiceieeecesuanieessesetsrarerestsnesasessiessssaresssersssssessssessasessssssessssrssssissossasssssaers 10b X
€ Was the plan covered by a fidelity BONA? ........ccovceeinevicnieriisivann i nsisssssssreseesssesesseeenses 10¢ | X 480, 000
d Did the plan have a loss, whether or not relmbursed by the plan’s fidelity bond, that was caused

DY fraUA OF QISHOMESIY?......ovevveeieeirerctriserrerorinseiosrentsasresresssaeressesssnsassasarasssssessrasassssesssosasssssses 10d X

€ Were any fees or commissions pald to any brokers, agents, or other persons by an insurance
carrler, insurance service, or other organization that provides some or all of the benefits under

the PlAN? (S8E INSIIUCHONS.)....cccviviereieririeereriiieeeererenserseesssrerarsserssssrsssesssssressncessossessnesscrersenens 10e X
f Has the plan failed to provide any benefit when due under the plan? ........cc....eeevveeerrvsensvennen 10f X
" -g Did the plan have any participant loans? (If “Yes," enter amount as of year-end.) ............e.cvureunns 10g X
h Ifthis Is an individual account plan, was there a biackout pericd? (See instructions and 29 CFR
2520,101-3.) vuvvrreceereerorirersmsinsessesesesnessssns Ceetebeeeiea e et ees s bertes oS bRt s retbber et at st st et rasatres e ne 10h

If 10h was answered “Yes,"” check the box if you either provided the required notice or one of the
axceptions to providing the notice applied under 29 CFR 2520.101-3 ...........ccueeerervveiniesreviisennesses 10i




Form 5500-SF {2024) Page 3- | ]

] Part VI l 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 D Yes @ No
DBIOW, 1.t ieruin ettt resniscrsssusesnassssseesseso s ssnsusssensaes st onssassuas s seneussarenasossnsressnes b eRe SRS sESSES LSO E PR SRS E LRSS SRS RO ER L LR 8B eh a4 ke s et snsbetrnnsben
'a__Enter the unpaid minimum required contributions for-all years from Schedule SB (Form 5500) line 40.................... | 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 notifiad 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  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Cede or section 302 of

ERISAT .ottt s saseae st s as s st h e st b A e R R R SRS R bR Shas bt R sab R A SRt s am s ee TR eR SRR 0D D Yes @ No
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pansion 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
9ranting the WAIVET. .....oocoiieeiiiiiise ittt s sns s s e s savasassrassassaseastsses Month Day Year

if you completed line 12a, complete lines 3, 8, and 10 of Schedule MB (Form §500), and skip to line 13.

b Enter the minimum required CONtrIBULION fOF LIS PIAN YEAF ........ceeoreveeeeeeeeesseceeseeresreeresssssessssssesssssessesesssssessssssesss 12b

~_C_Enter the amount contributed by the employer to the plan fOor thiS PIAN YEAT u...........eeeeuveeerereererreesreeressesssessassesseens 12¢

- 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
NOGAtiVe AMOUNE . oovvriiieerii s s s s st saonsssssasass sassssass s s s nessasaeess

€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?............ccovveveereeremeeeessesersnae D Yes D No [] N/A

13a Has a resolution to terminate the plan been adoptad In NY PIAN YEAI? .........evveeceeeeerisessessesssssssssssessessesessssessssssssnes Yes D No

a2 _If "Yes," enter the amount of any plan assets that reverted to the employer this Year................cueeeeevsneieerecronssens 13a 0

b Waere all the plan assets distributed to participants or beneficiaries, transfarred to another plan, or brought under the El Yes D No
CONTON Of ENB PBGUT? .. ...t ciscctiee s iiinscnse st siase s sesesssseessssets e bsssnssessesesstosstesssstseressonceseneasensnnssessnsestensentsssesonstebassanenen

€ If, during this plan year, any assets or liabilities were transferred from this plan to ancther plan(s), identify the plan(s) to
which assets or liabilities were transfarred, (See instructions.)

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

| Part Vilt | 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).

D Design-based safe harbor method
[] *Prior year" ADP test
D “Current year” ADP test

[] wa .

15 Ifthe plan sponsor is an adopter of a pre-approved pian that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter
(MM/DD/YYYY) and the Opinion Letter serial number .




