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This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
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Revenue Code (the Code). 

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

OMB Nos. 1210-0110 
1210-0089 

2024 

This Form is Open to 
Public Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2024 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 (2024)  

 v. 240311  

01/01/2024 12/31/2024

X

RESERVE ORTHO LAB 401(K) PLAN 001

01/01/2018

4067 N. JEFFERSON STREET 
MEDINA, OH 44256

26-4133825

RESERVE ORTHO LAB
330-725-1192

541990

X

16

16

14

13

12

12

0

Filed with authorized/valid electronic signature. 03/19/2025 ELLEN STEVENSON
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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

445566 556817

445566 556817

23063

67219

37045

127327

16076

16076

111251

2A 2E 2J 2K 3D 3B

X

X

X 40000

X

X

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__________. 

 

1

X

X

X

X

X

X

Q703990A
06 30 2020
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26 4133823
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334- 125-1792

2d Busiress ode (see instructions)
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filed ior this plan, enier ihe plan sponsols name, ElN, the plan name and the plan number lrorn the
lasl return/reporl.

5a Total number oi padlcipanrs al lhe beginning of the plan year

b Total number oi partic pants at the end of the plan year

c(1) NLmber ofpadiclpanls \ililh account balances as oflhe beg nning oJ the pian year (only defined
, orr'.b)ro_ o" ) co. p ele l.'s r,enl

C(2) Number ofparucipants wilh account balances as of the end oflhe plan year (onty deiined
contrbuton plans compiete this lem)

L6

76

-14

t3
72

12

d('l) rotal nunrber or actve panbrpants al the beginnlns olthe pan year
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accrued benefits that
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Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be liled under sections 104 and 4065 ofthe Employee Retirement
lncome Secu*y Act of 1974 (ERISA), and seclions 6057(b)and 6058(a) of the lnternal

Revenue Code (the Code).
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5b

sc(1)

5d(r)
5d(2)
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b Arc you craiming a waiver ol lh€ annual eEminalion and reporl of an independenr quatifed public ac@unlaol {IOPA)
under 29 CFR 2520- 10446? (See instructions on wai\Er erigibitity and cooditions.)_
lf you answered "No" to eith€r line 5a or line 6b, the ptan cannot us€ Form SSOO-SF and must insread use Form S5oo_

C lflhe plan rs a defined benefi plan, is I cove.ed under the PBGC insurance prosram (see ERTSA section ao21)? ...!yes !No
lf"Yes" is checked. enlerthe l\,ly PAA confirmation nurnber lrom lhe PBGC premium filing lor lhis plafl

Financial Information
7 Plan AsseL and Liabilities

a Tolal

b Tola

C Nel subtEct line 7b from line 7a

8 t.co and Translers for this Plan Year

a Contribuiions received or receivable f om:

Others

b other income

d Bene,ils paid (inctuding direct rolloveB and iosurance prmiums

e Cedain daemed and/or cotreclive dislributons

f Administrativeseruice

Olher

h Toht lines 8d 8e

j Transt€rs ro (trom) u'e pran (see msiructions) .... ...

Plan Characterlsllcs
lf lhe plan provides pension benents. enter ihe applicable pension feature codes from the Listof Plan Characteislic Codes in the instruclionsl
2A 2E 2J 2K 3D 38

6a Were alloflhe plan's assets dwng the ptan year invested in etisibte assets? (See instructions )

9a

a Was there a failure to transm I lo the plzn any padicipant contnbul ons wilhin ihe llme period
described in 29 CFR 2510.3-102? Coniinre to answe. "Yes' lor any prlor year iailures until fully

inslructiom and DOL'S Vol Fiduciary Correction P

b Wele lhere any rMexempl lransactions with any parly-injnteresl? (Do not inc-lude trensacllons

C lvas lhe plan @vered by a frdelily bond?

d Did lhe plan have a loss, whelher o. noi rcimbursed by the plan's idelily bond, that was caused

fi v". I r,ro

Sv*!m
! Not detemined

(S€e inskuclions.)

b lflhe plan p.ovides welfare benetits. enierthe applicable welfare feature codes lrom i,ie LstoI Plan Characteristic Codes i. the inslruclions

Com iance questions

556, B1l

556,811

121 , 321

76, Al6
111,251

40,000

e Were any fees or mmmissions paid to any brokers, agenis. or other persons by an insurance
carner insurance service. or olher organization that provides some or all of the benefits under

?

f Has lhe plan failed to provide any benefl when due under lhe plan? .-...-

g Didihe plan haveany pancrpantloans? (lf'Yes enier amounl as of year-end. )

h lf this is an ndividual account plan, was ihere a blackout pedod? (See instruclions and 29 CFR
2524.141-3

i lf 'l Oh was answ.ed "Y*.' .heck lhe box if you ailher provided lrre rcquked no e or one oi lhe
under 29 CFR 2520 101-3.......

Part lll
(al aeainnlno of Year

445,566
7b

445,566

8a{1) 23,O63

8a(2) 6t ,2L9
8a(3)

8b 31 ,445
8c

8d 16,016

al

8q

Eh

8i

Bi

Part lV

Part V

10a x

10b I

10c x

10d x

10e x

10f x

x1og

10h x

10i

10



11 ls this a delinsd benefit plan subject to minimum lunding rcquirements? (li"Y*," see instructions and complete Schedule SB
(Fom 5500)and lires 1la and b below.) ll lhis is a denned conlribulion pension plan.leave rine 11 blank and omplete lire 12 ! v* ! r.r.

Psnsion Fu

belorv.....-..-.---.--......--..-.

a Enle. the

!
!

Pase 3-

llance

rc irom Schedule SB rm 5500 line40
b PBGC milled conaibutlon rsponlng rcquirements, lf the plan is covered by PBGC and tho amount epoded on line lla is greater than S0, has PBGC

been nolified as r€quired by ERISA soclbns 4043(c)(5) and/o.303(iXaP Chech the appli@bte box:Ir*
! lto. Aepo*ng was waived under29 CFR 4043.25{cxz) because contributions equalto or o€eeding $e unpaid minimum requir.d coniribution

were made by th€ 30!h day after lhe due data.

No. Th. 3kay p€dod rererenc€d ln 29 CFR 40{3.2s(cx2) has not yet .nd€d. and the sponsor intands to make a cont ibution .qual 10 or
exc€eding fle unpaid minimum required contribution by tho 30th day after the due date.

No. Olher. Provide explanation _

1'ta

EM

12 ls lhis a delined contribuliofl pb. subjecl lo lhe minmum ilodjng requiremenls of secl,on 412 ofthe Code or section 302 of
ER'SA'
(ll "Yes," complele line 12a or rines 12b. 12c. 12d, and 12e berow, as appli€ble.) lf this is a deilDed benefit pension plan, loave
line 12 Uank and comDlele lane 11 above.

Iv*@r"
a fa waive. olthe minimum funding standard lor a pior year is being amortized in this plan year see instruclrons, and enler lhe date ofthe lelter rullng

........ . .. [,4onth Dav

If line 1 and 10 0f schedule and skl io line 13.

b Enter rhe minimum ired confibution forlhis plan

C Enterthe amount conlnbuted

d Sublracl lhs smouni in line 12c from lhe amount in line 12b Enler lhe result (enter a minus slgn to nre left ot a

Plan Terminatlons and Transfe.s of Assets
13a Hasaresoluliontotermlnatelheplanbe€nadoptedinanyplanye6n...........

a f'Yes,"enlerlhe amount of assels that reverted to the this

b Were all the plan assets dislributed lo padicipants or benefrcianes, iransfened to another plan or brought under the !v*fir.PBGC?

C lf, dudng lhis plan year, any assels or liabilities were transiened from this plan io snolher plan(s), identiiy ths plan(s) to
which assets or liabilities were iranstencd.

,3c('l) Name oi

IRS Com lia o s
l4a D,oes ihe plan tesis of Code sections 410(b) and 401(aX4) by combining t\is plan wi{r any olher plsns under

06/30 /2020I 5 lf $e plan spoosor is an adopter of a pre€pproved
$T.l1"ibt'd5i'*-'bre 

rRs or'nion Lener. enrer the date of a'e opioion Letter

) and rhe oP nron Letler senal numb

14b f fiis is a Cods section 401(k) plan. check allboxes that apply to indicate how lhe plan is intend.d to satisfy lhe io.discnmlnation equir€menis for
amployee del6nals and employer matchinq coniribulions (as appllcabl€) under Code seclions a01(kX3).nd 401(mX2).

I D€sign-based safe halbor method

[ 'Prior year AoP t€sr

E 'curr6nt yea/ ADP test

[] ue

! r.ro [ ruia

12b

'l2c

12d

13a

l3c(2) EIN(s)

Parl Vlll

Foan 5500-SF (2024)

O Will he minimum tunding amounl reporied a line 12d bE nEl by lhe funding .leadlinez ..---.-...... .. . . ...-..........-..

Pad Vll


