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 D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: 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
PREMIER ORTHOPAEDIC AND HAND CENTER, S.C. 401(K) PLAN (PN) » 001
1c Effective date of plan
03/01/2010
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 26-3281554
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
PREMIER ORTHOPAEDIC AND HAND CENTER, S.C. C Sponsor's telephone number

708-957-0505

2d Business code (see instructions)

19801 GOVERNORS HIGHWAY, SUITE 160
FLOSSMOOR, IL 60422 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 ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 29
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 25
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 16
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 17
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 27
d(2) Total number of active participants at the end of the plan year ..............cc.cceveveveceerecreeeeeceee e, 5d(2) 22
€ 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. 03/13/2025 VENKAT SESHADRI
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



Form 5500-SF (2024) Page 2

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 5565959 6522447
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 5565959 6522447

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) 169825

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 182092

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 712321
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 1064238
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 72810
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 0
O OthEr XPENSES ........v.veeveeeeeieeieieeeeeieiee et seisnees 8g 34940
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 107750
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i 956488
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 2T 3D 3H
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 | X 10583
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 500000
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
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
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




Form 5500-SF (2024)
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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 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_ Q703912A
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Department of fha Toaairy
el Revenso Sarvica This form is required to ba flled under sections 104 and 4065 of the Employse Retirement 2024
Dorom Incoma Security Act of 1674 (ERISA), and section 6057(b)} and 6058(a) of the Internal
Employse Benoftis a:;';;mmnon Revenue Code (the Coda). “:sl:?:::::pg;::nm
U

Borwft Eusianty Carpatalo * Comploto all entries In accordance with the instructions to the Form 5500-5F.
LPartl]  Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This returm/report is for: a single-employer plan D a mutiple-employer plan (not muttlamplayer} (Pension plan filars checking this box

myst attach Schedufe MEP. Other plans must attach a list of panticipating employer
information in accordance with the form instructions.)

B This return/report is: D the first relum/report D the final return/report
[:l an amendad ratum/raport D a short plan yesr retum/report (lass than 12 montha)

C Cheok box if fiing undar: H Form 5558 Ij automatic extension I:[ DFVC program
special extension {enter description)
D 1 the plan is a collectively-bargained plan, check here hH
is is a retroactively adopted plan permitted by SECURE Act section 201, check here el 4 1 |

Skl Basic Plan Inf ot gl requested information
1a Name of plan 1b Three-digit plan numbier o0l
Premier Orthopasdic and Hand Canter, S.C. 401(k) Plan (PN) » 0
1c Effective date of plan
03/01/2010
2a Plan sponsor's name (smployer, if for a single-emplayer plan) 2b Employer identification Number
Mailing Address {include roam, apt., sulte no. and street, or P.0. Box) (EIN) 26-3281554

City or town, stele or province, country, and ZIP or forelan postal code (if forelgn, sea instructions)

Premier Orthopaedic and Hand Canter, 2.C. 2c Sponsor's telephone number

(708) 957-0505

2d Business code (see instructions)
19801 Governors Highway, Suitea 160 621111

US Flostwmoor 1% 604&2

3a Pian administrator's name and address  [X] Same as Plan Sponsor 3b Administrators EIN

3c Administrator's telephone nummber

4  Iftha name and/or EIN of the plan spansor or the rlan name: has changed since the last raturn/raport Aled 4b EIN

for this plan, enter the plan spongor's name, EIN, the plan name and the plan nymber from the fast
return/report.

A Sponsors name 4d PN
€ Plan Name

Sa Total number of participants at the beginning of tha plan year Sa 29
b Total number of participants at the end of the plan year 5b 25
¢(1) Number of participants with account batances as of the beginning of the plan year (only defined 5c{1)
contribution plans complete this itam) { 1é
¢(2)  Number of participants with account balances as of the end of the plan year (only defined 5¢(2)
contribution plans complete this item) 17
d(1} Toial number of active participants at the beginning of the plan year bd(1) 27
d{2) Total number of active participants ot the end of the plan year 5d(2) 22
MNumber of participants who terminated empioyment duting tha plan year with accrued benefiis that
ware lass than 100% vested Se ¢
Caution: A panalty for the late or incomplete filing of this return/report will be asgegsed unlass reasonable cause is establishad.
Under penaltias of parury and other penalties set forth in the inatructions, | delare that | have sxaminad thig retummdrsport, including, if applicable, a Schedule
5B or Echedule MB complated and &i by an enrolled actuary, ae well as the electranic version of this retum/report, and to the best of my knowledge and
befief, it iz true, comact, al w
My Ca . - - 4
! X 2/,3/ e [JEN AT YT YA
] Signﬂturlﬁp?aﬁ_;hiﬁIﬁETmtur De(ba Entar name of individual signing as plan administrator
: 1
/| Signature of employeriplan sponsor Date: Enter name of individual signing as employer or plan SPONSor
For Paperwork Reduction Act Notice, ses the Instructions for Form 5500-SE. Form 5500-SF (2024)

v. 240311



Ta: 4145455777 From: 7088573843 3/13/2025 3:51:42 BEM P. 3 of 6
Form BREO-SF 2024 Pace 2
6a Were all of the plan's assets during the plan yaar invasted in aligible assets? (See instructions.) E]ves [INo
b Are you claiming & waiver of the annual axamination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.) K]ves [INo
M you answared "No™ to aither lins 6a or line &b, the plan cannot use Form 5500-5F and must instead use Form 5500.
¢ Itha plan s a defined hanaefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 [Jves [INo []Not determined

If "es® is checked, anter the My PAA confirmation number from the PBGC premium filing for this year

- (See instructions.)

Financial Information

Plan Azsetz and Liabiiities

7 (@) Beginning of Year (b) End of Year
8 Total plan assets 5,5E5,959 6,522,447
b Total plan Habliitles
¢ Net plan assets (gubtract ling 75 from e 78)  seememsmmmssms 5,565,959 6,522,447
8 Income, Expenses, and Tranafers for this Plan Year ‘ (a} Amount {b) Tatal
a Contributions raceived or receivable from:
{1} Employars 169,825
(2) Participants 182,092
{3) Othars (inchuding rollovers)
b Other income (loss) 712,321
€ Total income (add linex Ba1), Ba(2), Ba(3), and 8D} creseememens
¢ Benefits paid (including direct roliovars and Insurance premiims

{0 provide benefitz}

Cartain desrned amdfor comective distributlons (sea instrucions) .

Adminizgtrative sarvice providers {salaries, fees, commissgions) ...

Other expenses

R ANNN AL LN ERALAY R RN

Total axpanses (add lines 8d, Be, 8f, and 8g)

107,750

Net income (loss) (subtract ling &h from line Bc)

mEEERrAAr AN AL A A

_Transfars {o {from) the pian {sas ingtructions)

S b kb dkirrbhas

856,483

Plan Characteristics

AN

9a| If the pla

2E 2F 2C 23 2K 2T 3D 3u

b

1 provides pension banafits, entar the applicable penslon feature codes from the List of Plan Characteristic Codes in the instructions:

If tha plan provides welfare benefits, enter the applicable welfara featura codes from the List of Plan Characteristic Codes in the instructions:

] Compliance Questions

10 _ During the plan year: Yes | No Amount
@ Was thare a failure to transmit to the plan any participant contributions within the time period
dascribed in 29 CFR 2510.3-1027 Continue fo answar "Yas" for any prior year failuras untl] fully
vomected. (See instrugtions and DOL's Voluntary Fiduclary Comection Program) mernarsrnreres | 108 | X 10,583
Were thers any nonexermpt transactions with any party-in-interest? (Do not include transactions
repored on line 1Ga,) 10b X
€ Wag the plan covered by a fidelity bond? 10c¢ | X 500,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, thet was caused
by fraud or dishanesty? 10d X
e  Ware any faes or commlssions 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
tha plan? (See instructions ) 10a X
f  Has the plan failed to provide any benefit when due undar the plan? 101 X
g Did tha plan have any pariicipant loans? (if "Yes," enter amount as of year end.) 10g
b Hthis is an individual account plan, was there & blackout period? (Sea instnpctions and 29 CFR
2620.101-3,) 10h X
i If 10h was answered "Yes," check the hox if you either provided the required notice or one of the
excaptions to providing tha notica applisd under 29 CFR 2520.101-3 104




To: 4145455777 From: 7083573848 3/13/2025 3:51:42 EM p. 2 of 6

Form BE00-SF 2024 Page 3 - | |

i FRETE Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see insiructions and complata Schedule
5B (Form §500) and lines 11a and b below.) If thiz iz & defined contribution pension plan, leave line 11 blank and complate M ves [ Mo
Ao 12 Below e SELE L P S S 2 sasssuase

8. Enter the unpaid minimum raquirad contributlons for sll years from Schedule SB (Form 5500) line 40 — | 11a |
b PBGC missad cantribitlon reporting requirements. If the plan is covarad by PBGC and the amount reported on line 11a is greater than 30,
has PBGC bean notified as required by ERISA sections 4043(c)(5) and/or 303(k){(4)7 Check the appiicabte box:

[T] ves.

] No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions squal to of exceeding the unpaid minimum required contribution
were made by the 30th day after the due data.

{1 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 to or
exceeding the unpaid minimiem required conlribution by the 30th day after the due date,

-1 No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or saction 302 of
ERISA? 1 ves [X] No

(If "Yes," complote line 12a or lines 12b, 12¢, 124, and 12e helow, as applicable.) If this iz a defined benefit pension ptan,
legve line 12 blank and camplete fine 11 above,

a Ifa waiver of the minimum funding standard for & prior vear is being amartized in this plan year, see inztructions, and enter tha data of the [etter

ruling granting the waiver - " T — Monti Day Year
i you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to lina 13,
b Enter the minimum required contribution for this plan year. 12b
€ Enter the amount contributed by the employer to the ptan for ihe plan year 12¢
d  Subtract the amount In line 12c from the amount in line 125, Enter the reslt (enter a minus slgn to the left 124
of 3 henative AMOURY s — ——

@ Will tha minimum funding amaunt reported on line 12d be mat by the funding deadline? [T ves{_] No ] NA

IsPﬂ ; f Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the pian been adopted in any plan year? [ ve= [X] No
If "Yes,” enter tha amount of any plan assets that reverted to the employer thls year 13a
b Were all the plan assets distributed to participants or bereficiaries, transferred to another plan, or brought undear [ Yes El N
the cardred of the PBGC? F—— N —— —— —

€ I, during this plan vear, any assets or liabllittes wers transferred from this blan to another plan(s), identify the plan(s) to
which assets or llablities were trangferred. (Sea instructions.)

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

NI ’ IRS Compliance Questions

!

5

14a Does the plan satisfy the coverage and nondiscrimination tests of Coda sections 410(b) and 401(a)(4) by combining this pian with any other plans
under the permissive aggregation rulas? [} ves [3]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 defarrals and employer matching contributions (as applicable) under Coda sections 401(k)(3) and 401{m)(2).
f¥] Deslgn-basad safe harbor method
L} "Prior year” ADP teat
["] "Currant year” ADP test
] Na

15 If the plan sponsor is an adopter of # pre-approved plan that recelved a favorable IRS Opinion Letter, enter the date of the Gpirion Lettar

06/ 30/ 2020 (MM/DO/YYYY)and the Opinion Letter serlat nurmber Q70391258 .




