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
SPA PENSION PLAN PN) D 001
1c Effective date of plan
01/01/2001
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) 31-1742673
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
SPRINGFIELD PSYCHIATRIC ASSOCIATES, INC. C Sponsor's telephone number

937-342-9030

2d Business code (see instructions)

3162 EL CAMINO DRIVE
SPRINGFIELD, OH 45503 621112

3a Plan administrator’'s name and address ]g 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 4
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
- T 5¢c(1) 4
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) 4
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) 4
€ 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. 04/04/2025 U. RAO VELLANKI

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

SIGN Filed with authorized/valid electronic signature. 04/04/2025 U. RAO VELLANKI

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



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 3655723 4991095
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 3655723 4991095

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) 57424

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 61000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 1216948
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 1335372
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 1335372
j Transfers to (from) the plan (see instructions) 8j 0

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 2G 2J 2R 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)..............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 200000
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)

Page 3-| 1

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
T S 7 PSSP D Yes B 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_ Q702751A,




B3/17/2625 14:37 6148998638 AL MINOR ASSOCIATES  PAGE @3/07

Fillng Authorization
for the 2024 Form 5500 / Form 5800-8F

Name af Plan: SPA Pension Plan

EIN / PN: 31-1742673 / 001

Plan Yeat Ending:  12/31/2024

PARTI Autharization of Practitioner to Electronically Sign and File

| hereby authorize Al Minor & Associates, ine. to electronically sign and file the above-named -
return/repart through EFASTZ.

| understand that in granting this authority:

» | must manually sign and date page 1 of the Form 5500 and/or page 2 of Form 5500-8F and
send & copy of pages 1 and 2 (keep the original filing for your records) to Al Minor &
Associates, Inc. before the filing can ba initiated;

« Al Minor & Associates, Inc. will retain a copy of this written authorization, along with the Fortn
5600 filing, in their records; .

« Al Minor & Associates, Inc. will notify the individual(s) signing helow as plan
administrator/employer about any inquiries and information it receives from EFAST2, DOL,
IRS or PBGC regarding this annual returnireport;

s A ropy of my signature, as it appaars.on page 1 of the Form 5500 and/or page 2 of Form,
5500-5F, will be included with tha raturnfreport posted by the Department of Labor on the
Internat for public disclosure; and

» Al Minor & Associates, Inc. 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 abova.

~ Plan Administrator, Sponsor or Eniployer:\'}\ Q:@"(* Date:& A-\7 '-’2._/(

| PART ! Acknowledgement of Regsipt of Authorization

On behalf of Al Minor & Assosiates, Inc., | hereby certify that the firm will use the authority granted
only for the express purposes dascribed above; that the firm will not disclose cotifidental information
to any parties ather than the DOL, as reguired for EFAST? filing; and that the firm will take reasonatile

steps to assure that confidential information provided by the Plan Administrator ar Plan Sporsor is
protected frorm unauthorized distlosure.

/) C/W %7 /%169’7)/@3 s 03/17/25

Albert R. Minor, dr., EA, ABA Pate

L0/EB 399 19IHOASH T TII4ONINAS BEBRIPELEDE WdiPiZB GZBZ/LT/E0
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193 ) AL MINOR ASSOCIATES PAGE 84/67
. . . GMA Nos, 1210-0119
Fotm 5500-SF Short Form Annual Return/Report of Small Employee 1210-0089
‘ Benefit Plan —
DAfANMDI Of tha Troncury N 2024
Trnarnn{ FAVIE Boribys This form i raguired ta be filad under sectlons 10.4 ahdl 4065 of the Employes Ratiremant
STy e Incame Sacirty Act of 1674 (ERISA), snd cection 605_7(?)) and G0HB(a) of the Internal Thic Form 1s Opet fo

thsye Bongfla Bqcurly AlTTSIEN Revanur Code (ihe Gade). Pubilic Inspastion
Paimalon Beosih Quaranly Gupatun p Camplete ali entries in accordance with e Instiuctions o the Porm EG00-8F.

W] _Annual Report Wdentification lnformation

“ualendar pian yeay 2024 of fiseal plan year beginning 01/01/2024 and ending 12/31/2023 '
T oo +snsendorrden (] 2t oy e 0o e L e
inforration i Accordiance with the form instructions.)
This retumirepart Is: [] the firat retumirepont [ the tinal retarnirepent
[ #n amenged retumireport [] e short plan yoar returnirapart (iess than 12 months)
Chaek box if fillng under: Eomm 5568 [:] altomatio extension D DFVC program
' H special extension (anter description)
1f the plan i & collestively-barpained plan, ohack hare L %
I this it 1 retroactively adoptad plan permitied by SECURE Act sectivn 201, cheack here TR
Wi Basic Plan Information --- snter,all fequested |nformation
a Nama of plan 1b Thraewdigit plan number |
SEA Pansion RLlan {PN) W vox
1c Effsctive dats of plan
. 01/01/2001L
a Plan sponsors narme {amployer, if for a singla-amiployer plan 2b Emplayar ldentificetion Number

Maiting Adorass (inchige rootn, vpt., sits np, and atreet, ar .0.Box) (EIN) 31-1742673
Glty ar town, state or provincs, country, and ZIF of feraign postal code (if foraign, see nstructions)

; 5 : : 20 Sponsars telephons number
id P ni.E Ind.
sprifgfie eyohimtric Mssacrates, (937) 342-3030
2¢l Businasz code (seo instructions)
g21112

3162 E1 Caming brive

ug Bpringfield OH 45403 .
A Plan sdminlstralors nama and address  []Sama as Plan Sponaor 3b Administrator's BIN

30 Administrators tolephong number

[ the narme and/or 1N of tha plan speneer or the plsn name has changed since the last return/e ort tiled —
: fog thu;‘ plan, enter the plan spgr?sor‘g name, E|N, the plan name and the plan humber from the ‘agt 4b EIN
return/Feporn,
a Sporser's name 4d PN
¢ Plap Name
i Total pumber of pertisipants at the heginning af the plan yaar ‘ n Ba
b totel number of patticlpants al the end of the plan yaar &b 4
6{1)  Number of participente with account balinces as of the beginning of the plan year (pnly defined sc(1)
gontribution plana camplete this Herm) . 4
(2)  Number of pariicipants with zecount balances aa of the end of the plan year (only defined 6e(2)
contribution plans complete thiy item) . oo 4
A1} Total number of notive peeticipants at the beginning of the plan year Rd(1)
i{2) Total numbar of active participants at the end of the plan year Bd(2) 4
Nurher of pariclpants who terminatad employment during the plan year with accrued benafils that
were 1ess then 100% vested Ge 0

Caution: 4 penslty for the late oF incomplete filing of thie return/ragort will be assessed unless reasanable cause is establlshad,

Under panaltius of padury snd athar peraliies eet forth in the instrucllons, | declare that 1 hava examinad this ratymirapnrt, inoluding, If applicable, & Schedule
58 or Sehedule MB oomploted snd sigred by an enlled eciuary, as wall 33 the elaatronic versian of thiks refurairepar, snd io the best of my knovdedge and
etiel, ILis true, comeat, and Gnmpie}&? .

F

h UMK e X3 1 U, RAO VELLANKT
E

| Signature of plan administrator Data

ater name of Individual signing a8 plan adminletrator

heh

Ké"’ &lgnature of empleysriplan sponsor Dete Enter hame of individual slgning as employar of pian sponsor
For Paparwork Redyution Act Notice, see the Instructions for Form 5500-5F. Form 5500-3&52&2(?32%4?
v, g
LB/bB  FVd 1FIHOASH QT13I49NI&dS BEBBZPELEE WdLP 20 SZBZ/.LT/E0



